ILLINOIS DO NOT RESUSCITATE (DNR) ORDER

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[CITY], ILLINOIS [ZIP CODE]

Patient Telephone: [PATIENT TELEPHONE NUMBER]

Patient Identification Number (if any): [PATIENT ID NUMBER]

RE: Illinois Practitioner Orders for Life-Sustaining Treatment (POLST) / Do Not Resuscitate (DNR) Order

1. PURPOSE AND AUTHORITY
1.1 This form is a Do Not Resuscitate (DNR) Order prepared pursuant to the Illinois Health Care Surrogate Act (755 ILCS 40) and the Illinois Power of Attorney Act (755 ILCS 45), and is intended to direct health care providers not to initiate cardiopulmonary resuscitation (CPR) in the event the patient named above suffers cardiac or respiratory arrest.
1.2 This Order is consistent with the patient's wishes and, where applicable, the decisions of the patient's health care agent or surrogate decision maker acting under Illinois law.

2. PATIENT INFORMATION
2.1 Patient Full Legal Name: [PATIENT FULL NAME]
2.2 Date of Birth: [PATIENT DATE OF BIRTH]
2.3 Sex: [PATIENT SEX]
2.4 Address: [PATIENT STREET ADDRESS], [CITY], ILLINOIS [ZIP CODE]
2.5 Telephone Number: [PATIENT TELEPHONE NUMBER]
2.6 Primary Diagnosis or Medical Condition: [PRIMARY DIAGNOSIS OR MEDICAL CONDITION]

3. DNR ORDER
3.1 The patient, or the patient's authorized health care agent or surrogate decision maker, directs that no cardiopulmonary resuscitation (CPR) be administered to the patient in the event of cardiac or respiratory arrest.
3.2 This Order includes the withholding of chest compressions, artificial ventilation, endotracheal intubation, defibrillation, and other resuscitative measures.
3.3 This Order does not limit the provision of comfort care, pain relief, oral hygiene, positioning, or other measures intended to relieve suffering.
3.4 This Order remains in effect until revoked in writing by the patient, by the patient's health care agent, or by the patient's surrogate decision maker, or until superseded by a subsequent order.

4. PATIENT OR SURROGATE DECISION MAKER
4.1 Patient Signature: [PATIENT SIGNATURE]
4.2 Patient Printed Name: [PATIENT FULL NAME]
4.3 Date Signed: [DATE SIGNED]
4.4 If the patient is unable to sign, the authorized health care agent or surrogate decision maker signs below.
4.5 Name of Health Care Agent or Surrogate Decision Maker: [AGENT OR SURROGATE FULL NAME]
4.6 Relationship to Patient: [RELATIONSHIP TO PATIENT]
4.7 Authority Basis (check one): [ ] Health Care Power of Attorney [ ] Health Care Surrogate Act [ ] Guardian [ ] Other: [OTHER AUTHORITY]
4.8 Signature of Health Care Agent or Surrogate Decision Maker: [AGENT OR SURROGATE SIGNATURE]
4.9 Date Signed: [DATE SIGNED]

5. PHYSICIAN ORDER AND CERTIFICATION
5.1 I, the undersigned physician, have reviewed this DNR Order with the patient or the patient's authorized decision maker and certify that this Order reflects the patient's wishes and is medically appropriate.
5.2 Physician Name: [PHYSICIAN FULL NAME]
5.3 Physician License Number: [PHYSICIAN LICENSE NUMBER]
5.4 Physician Address: [PHYSICIAN STREET ADDRESS], [CITY], ILLINOIS [ZIP CODE]
5.5 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]
5.6 Physician Signature: [PHYSICIAN SIGNATURE]
5.7 Date Signed: [DATE SIGNED]

6. WITNESSES
6.1 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
6.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
6.3 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [CITY], ILLINOIS [ZIP CODE]
6.4 Witness 1 Date Signed: [DATE SIGNED]
6.5 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
6.6 Witness 2 Signature: [WITNESS 2 SIGNATURE]
6.7 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [CITY], ILLINOIS [ZIP CODE]
6.8 Witness 2 Date Signed: [DATE SIGNED]

7. REVOCATION
7.1 This DNR Order may be revoked at any time by the patient, by the patient's health care agent, or by the patient's surrogate decision maker by physical cancellation of this document, by written revocation, or by oral expression of intent to revoke.
7.2 Revocation Date: [REVOCATION DATE]
7.3 Name of Person Revoking: [NAME OF PERSON REVOKING]
7.4 Signature of Person Revoking: [SIGNATURE OF PERSON REVOKING]

8. DISTRIBUTION AND NOTICE
8.1 A copy of this Order should be provided to the patient's attending physician, the patient's health care facility, and any emergency medical services personnel responding to the patient.
8.2 Facility or Provider Receiving Copy: [FACILITY OR PROVIDER NAME]
8.3 Date Copy Provided: [DATE COPY PROVIDED]

9. ADDITIONAL INSTRUCTIONS OR COMMENTS
9.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS]

10. SIGNATURES AND ACKNOWLEDGMENT
10.1 Patient or Surrogate Acknowledgment: I understand the nature and consequences of this DNR Order and confirm that it reflects the patient's wishes.
10.2 Signature: [PATIENT OR SURROGATE SIGNATURE]
10.3 Printed Name: [PATIENT OR SURROGATE PRINTED NAME]
10.4 Date: [DATE SIGNED]
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