WYOMING POLST FORM

WYOMING PROVIDER ORDERS FOR LIFE-SUSTAINING TREATMENT

PATIENT INFORMATION

PATIENT NAME: [PATIENT FULL NAME]

PATIENT DATE OF BIRTH: [PATIENT DATE OF BIRTH]

PATIENT ADDRESS: [PATIENT STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

PATIENT PHONE NUMBER: [PATIENT PHONE NUMBER]

PRIMARY CARE PROVIDER: [PRIMARY CARE PROVIDER NAME]

PROVIDER PHONE NUMBER: [PROVIDER PHONE NUMBER]

THIS FORM IS A VOLUNTARY MEDICAL ORDER. IT IS BASED ON THE PATIENT'S WISHES AND MEDICAL CONDITION. IT SHOULD BE COMPLETED BY A HEALTH CARE PROFESSIONAL WITH THE PATIENT OR THE PATIENT'S LEGAL DECISION MAKER.

THIS FORM MUST BE SIGNED BY A HEALTH CARE PROFESSIONAL AND THE PATIENT OR THE PATIENT'S LEGAL DECISION MAKER.

THIS FORM SHOULD BE KEPT IN A PROMINENT LOCATION AND TRAVELS WITH THE PATIENT.

SECTION A: CARDIOPULMONARY RESUSCITATION (CPR)

WHEN THE PATIENT HAS NO PULSE AND IS NOT BREATHING, THE FOLLOWING ORDERS APPLY:

[ ] ATTEMPT RESUSCITATION (CPR)

[ ] DO NOT ATTEMPT RESUSCITATION (ALLOW NATURAL DEATH)

SECTION B: MEDICAL INTERVENTIONS

IF THE PATIENT HAS A PULSE OR IS BREATHING, THE FOLLOWING ORDERS APPLY:

[ ] FULL TREATMENT: PROVIDE ALL MEDICAL INTERVENTIONS, INCLUDING INTUBATION, MECHANICAL VENTILATION, AND TRANSFER TO INTENSIVE CARE UNIT.

[ ] SELECTIVE TREATMENT: PROVIDE MEDICAL INTERVENTIONS, BUT DO NOT INTUBATE OR PROVIDE MECHANICAL VENTILATION. MAY INCLUDE TRANSFER TO HOSPITAL.

[ ] COMFORT-FOCUSED TREATMENT: PROVIDE ONLY MEDICATIONS AND PROCEDURES TO RELIEVE PAIN AND DISCOMFORT. DO NOT TRANSFER TO HOSPITAL UNLESS NEEDED FOR COMFORT.

SECTION C: ANTIBIOTICS

[ ] USE ANTIBIOTICS IF NEEDED FOR COMFORT.

[ ] DO NOT USE ANTIBIOTICS.

SECTION D: MEDICALLY ADMINISTERED NUTRITION AND HYDRATION

[ ] PROVIDE MEDICALLY ADMINISTERED NUTRITION AND HYDRATION.

[ ] DO NOT PROVIDE MEDICALLY ADMINISTERED NUTRITION AND HYDRATION.

SECTION E: ADDITIONAL ORDERS OR ADVANCE DIRECTIVES

[ADDITIONAL ORDERS OR ADVANCE DIRECTIVES]

SECTION F: SIGNATURES

PATIENT OR LEGAL DECISION MAKER SIGNATURE: ______________________________

DATE: [DATE SIGNED]

PRINTED NAME: [PRINTED NAME]

RELATIONSHIP TO PATIENT: [RELATIONSHIP TO PATIENT]

HEALTH CARE PROFESSIONAL SIGNATURE: ______________________________

DATE: [DATE SIGNED]

PRINTED NAME: [PRINTED NAME]

LICENSE NUMBER: [LICENSE NUMBER]

TITLE: [TITLE]

PHONE NUMBER: [PHONE NUMBER]

SECTION G: REVIEW AND REVISIONS

THIS FORM SHOULD BE REVIEWED PERIODICALLY AND WHENEVER THE PATIENT'S CONDITION CHANGES.

REVIEW DATE: [REVIEW DATE]

REVISED BY: [REVISED BY]

REVIEW DATE: [REVIEW DATE]

REVISED BY: [REVISED BY]

REVIEW DATE: [REVIEW DATE]

REVISED BY: [REVISED BY]
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