OKLAHOMA PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST)

Patient Name: [PATIENT FULL NAME]

Date of Birth: [PATIENT DATE OF BIRTH]

Address: [PATIENT STREET ADDRESS]

City, State, ZIP: [PATIENT CITY, STATE, ZIP]

Phone: [PATIENT PHONE NUMBER]

Medical Record Number: [MEDICAL RECORD NUMBER]

Date Form Completed: [DATE FORM COMPLETED]

RE: Physician Orders for Life-Sustaining Treatment

1. PATIENT INFORMATION

1.1 Patient Full Legal Name: [PATIENT FULL LEGAL NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Address: [PATIENT STREET ADDRESS]

1.4 City, State, ZIP: [PATIENT CITY, STATE, ZIP]

1.5 Phone Number: [PATIENT PHONE NUMBER]

1.6 Medical Record Number: [MEDICAL RECORD NUMBER]

1.7 Primary Diagnosis: [PRIMARY DIAGNOSIS]

1.8 Secondary Diagnosis: [SECONDARY DIAGNOSIS]

1.9 Patient's Legal Representative or Surrogate Decision Maker: [LEGAL REPRESENTATIVE NAME]

1.10 Relationship to Patient: [RELATIONSHIP TO PATIENT]

1.11 Representative Phone Number: [REPRESENTATIVE PHONE NUMBER]

1.12 Representative Address: [REPRESENTATIVE ADDRESS]

2. CARDIOPULMONARY RESUSCITATION (CPR) ORDERS

2.1 Attempt Resuscitation (CPR): [INITIAL IF SELECTED]

2.2 Do Not Attempt Resuscitation (DNAR): [INITIAL IF SELECTED]

2.3 If DNAR is selected, this order applies even if the patient is not terminally ill or permanently unconscious.

2.4 If Attempt Resuscitation is selected, proceed to Section 3.

3. MEDICAL INTERVENTIONS

3.1 Full Treatment: [INITIAL IF SELECTED]

3.2 Selective Treatment: [INITIAL IF SELECTED]

3.3 Comfort-Focused Treatment: [INITIAL IF SELECTED]

3.4 Other Instructions: [OTHER INSTRUCTIONS]

4. ANTIBIOTICS

4.1 Use Antibiotics: [INITIAL IF SELECTED]

4.2 Do Not Use Antibiotics: [INITIAL IF SELECTED]

4.3 Use Antibiotics Only to Relieve Symptoms: [INITIAL IF SELECTED]

4.4 Other Instructions: [OTHER INSTRUCTIONS]

5. MEDICALLY ADMINISTERED NUTRITION AND HYDRATION

5.1 Provide Medically Administered Nutrition and Hydration: [INITIAL IF SELECTED]

5.2 Do Not Provide Medically Administered Nutrition and Hydration: [INITIAL IF SELECTED]

5.3 Provide Medically Administered Nutrition and Hydration Only as Long as It Relieves Symptoms: [INITIAL IF SELECTED]

5.4 Other Instructions: [OTHER INSTRUCTIONS]

6. DOCUMENTATION OF PATIENT OR SURROGATE DECISION MAKER

6.1 This form was completed based on the wishes of: [PATIENT OR SURROGATE NAME]

6.2 Signature of Patient or Surrogate Decision Maker: [SIGNATURE]

6.3 Date Signed: [DATE SIGNED]

6.4 Printed Name: [PRINTED NAME]

6.5 Relationship to Patient: [RELATIONSHIP TO PATIENT]

6.6 Address: [ADDRESS]

6.7 Phone Number: [PHONE NUMBER]

7. PHYSICIAN ORDERS AND SIGNATURE

7.1 Physician Name: [PHYSICIAN FULL NAME]

7.2 Physician License Number: [PHYSICIAN LICENSE NUMBER]

7.3 Physician Phone Number: [PHYSICIAN PHONE NUMBER]

7.4 Physician Address: [PHYSICIAN ADDRESS]

7.5 Physician Signature: [PHYSICIAN SIGNATURE]

7.6 Date Signed: [DATE SIGNED]

7.7 Advanced Practice Registered Nurse or Physician Assistant Name: [APRN OR PA FULL NAME]

7.8 APRN or PA License Number: [APRN OR PA LICENSE NUMBER]

7.9 APRN or PA Phone Number: [APRN OR PA PHONE NUMBER]

7.10 APRN or PA Address: [APRN OR PA ADDRESS]

7.11 APRN or PA Signature: [APRN OR PA SIGNATURE]

7.12 Date Signed: [DATE SIGNED]

8. REVIEW AND REVISIONS

8.1 This form should be reviewed periodically and whenever the patient's condition changes.

8.2 Date of Review: [DATE OF REVIEW]

8.3 Reviewed By: [REVIEWED BY NAME]

8.4 Changes Made: [DESCRIPTION OF CHANGES]

8.5 Patient or Surrogate Signature for Revisions: [SIGNATURE]

8.6 Date Signed: [DATE SIGNED]

8.7 Physician Signature for Revisions: [PHYSICIAN SIGNATURE]

8.8 Date Signed: [DATE SIGNED]

9. HIPAA AUTHORIZATION

9.1 This form may be shared with healthcare providers and facilities involved in the patient's care.

9.2 Patient or Surrogate Signature: [SIGNATURE]

9.3 Date Signed: [DATE SIGNED]

10. WITNESSES

10.1 Witness 1 Name: [WITNESS 1 NAME]

10.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]

10.3 Date Signed: [DATE SIGNED]

10.4 Witness 2 Name: [WITNESS 2 NAME]

10.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

10.6 Date Signed: [DATE SIGNED]

11. ADDITIONAL INSTRUCTIONS OR COMMENTS

11.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS]

11.2 [ADDITIONAL INSTRUCTIONS OR COMMENTS]

12. FORM COMPLETION INSTRUCTIONS

12.1 This form is voluntary and may be revoked at any time by the patient or surrogate decision maker.

12.2 A copy of this form should be kept in the patient's medical record and provided to the patient or surrogate.

12.3 This form should be honored by healthcare providers and facilities in Oklahoma.

12.4 If any section is not completed, the default is to provide full treatment.

12.5 This form does not replace an advance directive or living will.

12.6 This form must be signed by a physician, APRN, or PA to be valid.

12.7 This form should be reviewed at least annually or when the patient's condition changes.

12.8 This form is valid in Oklahoma and should be recognized in other states.

13. SIGNATURE OF PATIENT OR SURROGATE DECISION MAKER

13.1 I have read and understand this form. I am giving these orders voluntarily.

13.2 Signature: [SIGNATURE]

13.3 Printed Name: [PRINTED NAME]

13.4 Date: [DATE]

13.5 Relationship to Patient: [RELATIONSHIP TO PATIENT]

14. SIGNATURE OF PHYSICIAN, APRN, OR PA

14.1 I have reviewed this form and these orders are medically appropriate.

14.2 Signature: [SIGNATURE]

14.3 Printed Name: [PRINTED NAME]

14.4 License Number: [LICENSE NUMBER]

14.5 Date: [DATE]

14.6 Phone Number: [PHONE NUMBER]

15. DISTRIBUTION

15.1 Copy provided to patient or surrogate: [DATE]

15.2 Copy placed in medical record: [DATE]

15.3 Copy provided to healthcare facility: [FACILITY NAME]

15.4 Copy provided to attending physician: [PHYSICIAN NAME]

15.5 Copy provided to emergency medical services: [EMS AGENCY NAME]

15.6 Other: [OTHER RECIPIENT]

16. REVOCATION

16.1 This form may be revoked at any time by the patient or surrogate decision maker.

16.2 Revocation Date: [REVOCATION DATE]

16.3 Revoked By: [REVOKED BY NAME]

16.4 Signature: [SIGNATURE]

16.5 Relationship to Patient: [RELATIONSHIP TO PATIENT]

16.6 Physician Notification Date: [PHYSICIAN NOTIFICATION DATE]

17. ACKNOWLEDGMENT

17.1 Patient or Surrogate Initials: [INITIALS]

17.2 Physician or APRN or PA Initials: [INITIALS]

17.3 Date: [DATE]
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