ILLINOIS POLST FORM

PRACTITIONER ORDERS FOR LIFE-SUSTAINING TREATMENT

ILLINOIS DEPARTMENT OF PUBLIC HEALTH UNIFORM PRACTITIONER ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST) FORM

PATIENT LAST NAME: [PATIENT LAST NAME]

PATIENT FIRST NAME: [PATIENT FIRST NAME]

PATIENT MIDDLE INITIAL: [PATIENT MIDDLE INITIAL]

DATE OF BIRTH: [PATIENT DATE OF BIRTH]

ADDRESS: [PATIENT STREET ADDRESS]

CITY: [PATIENT CITY]

STATE: [PATIENT STATE]

ZIP CODE: [PATIENT ZIP CODE]

PATIENT PHONE: [PATIENT PHONE NUMBER]

POLST FORM DATE: [POLST FORM DATE]

This form is voluntary. It is for persons with serious illness or frailty. It is not for everyone. This form is to be completed by a health care professional based on the patient's wishes and medical condition. This form must be signed by a practitioner (physician, advanced practice registered nurse, or physician assistant) to be valid. This form may be used in any health care setting and is intended to be honored across care settings. This form is not an advance directive and does not replace an advance directive such as a living will or power of attorney for health care.

SECTION A: CARDIOPULMONARY RESUSCITATION (CPR)

A1. CARDIOPULMONARY RESUSCITATION (CPR): When the patient has no pulse and is not breathing, select one of the following:

[ ] ATTEMPT RESUSCITATION (CPR): Attempt to restore heartbeat and breathing.

[ ] DO NOT ATTEMPT RESUSCITATION (DNAR): Do not attempt to restore heartbeat and breathing. Allow natural death.

SECTION B: MEDICAL INTERVENTIONS

B1. MEDICAL INTERVENTIONS: When the patient has a pulse and/or is breathing, select one of the following:

[ ] FULL TREATMENT: Use intubation, advanced airway interventions, mechanical ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.

[ ] SELECTIVE TREATMENT: Use medical treatment, IV fluids, and antibiotics as indicated. May include non-invasive positive pressure ventilation (BiPAP/CPAP). Do not use intubation or mechanical ventilation. Transfer to hospital if indicated. Avoid intensive care.

[ ] COMFORT-FOCUSED TREATMENT: Use medication by any route, positioning, wound care, and other measures to relieve pain and suffering. Use oxygen, suction, and manual treatment of airway obstruction as needed for comfort. Do not transfer to hospital unless comfort needs cannot be met in current location.

B2. ADDITIONAL ORDERS OR SPECIFIC INSTRUCTIONS ABOUT MEDICAL INTERVENTIONS: [ADDITIONAL ORDERS OR SPECIFIC INSTRUCTIONS]

SECTION C: ARTIFICIALLY ADMINISTERED NUTRITION

C1. ARTIFICIALLY ADMINISTERED NUTRITION: Select one of the following regarding the use of artificially administered nutrition (tube feeding, IV fluids, and total parenteral nutrition):

[ ] LONG-TERM ARTIFICIALLY ADMINISTERED NUTRITION: Provide long-term artificially administered nutrition as indicated.

[ ] TRIAL PERIOD OF ARTIFICIALLY ADMINISTERED NUTRITION: Provide a defined trial period of artificially administered nutrition as indicated. If the trial is not successful, discontinue and provide comfort-focused care.

TRIAL PERIOD DEFINITION: [DEFINE TRIAL PERIOD, E.G., NUMBER OF DAYS OR WEEKS]

[ ] NO ARTIFICIALLY ADMINISTERED NUTRITION: Do not provide artificially administered nutrition. Provide comfort-focused care.

C2. ADDITIONAL ORDERS OR SPECIFIC INSTRUCTIONS ABOUT ARTIFICIALLY ADMINISTERED NUTRITION: [ADDITIONAL ORDERS OR SPECIFIC INSTRUCTIONS]

SECTION D: SIGNATURES

D1. PATIENT OR SURROGATE SIGNATURE: I understand the purpose of this form and the treatment preferences indicated above. I have had the opportunity to discuss these preferences with the practitioner. I understand that this form may be revoked at any time.

PATIENT OR SURROGATE NAME: [PATIENT OR SURROGATE NAME]

SIGNATURE: [PATIENT OR SURROGATE SIGNATURE]

RELATIONSHIP TO PATIENT (IF SURROGATE): [RELATIONSHIP TO PATIENT]

DATE SIGNED: [DATE SIGNED]

D2. PRACTITIONER SIGNATURE: I have discussed the contents of this form with the patient or surrogate and, based on the patient's wishes and medical condition, I order the treatments indicated above. I certify that this form is valid and complete.

PRACTITIONER NAME: [PRACTITIONER NAME]

PRACTITIONER TITLE: [PRACTITIONER TITLE]

PRACTITIONER LICENSE NUMBER: [PRACTITIONER LICENSE NUMBER]

PRACTITIONER SIGNATURE: [PRACTITIONER SIGNATURE]

PRACTITIONER PHONE: [PRACTITIONER PHONE NUMBER]

PRACTITIONER ADDRESS: [PRACTITIONER STREET ADDRESS]

PRACTITIONER CITY: [PRACTITIONER CITY]

PRACTITIONER STATE: [PRACTITIONER STATE]

PRACTITIONER ZIP CODE: [PRACTITIONER ZIP CODE]

DATE SIGNED: [DATE SIGNED]

D3. PATIENT OR SURROGATE SIGNATURE NOT REQUIRED: If the patient is unable to sign and no surrogate is available, the practitioner may complete this form based on the patient's known wishes and best medical judgment. In that case, document the reason the patient or surrogate signature is not available: [REASON PATIENT OR SURROGATE SIGNATURE NOT AVAILABLE]

SECTION E: REVIEW AND REVISION

E1. REVIEW DATE: This form should be reviewed periodically and whenever the patient's condition or treatment preferences change.

REVIEW DATE: [REVIEW DATE]

REVIEWED BY: [REVIEWER NAME AND TITLE]

E2. REVISION OR REVOCATION: This form may be revised or revoked at any time by the patient, a surrogate, or the practitioner. Document any revision or revocation below.

REVISION OR REVOCATION DATE: [REVISION OR REVOCATION DATE]

DESCRIPTION OF REVISION OR REVOCATION: [DESCRIPTION OF REVISION OR REVOCATION]

SIGNATURE OF PATIENT, SURROGATE, OR PRACTITIONER: [SIGNATURE]

SECTION F: DISTRIBUTION AND INSTRUCTIONS

F1. DISTRIBUTION: Provide a copy of this completed form to the patient or surrogate, the patient's health care facility, the patient's primary care practitioner, and any other health care providers involved in the patient's care. Keep a copy in the patient's medical record.

F2. HONORING THIS FORM: Health care providers and facilities must honor the orders on this form to the extent permitted by law and consistent with the patient's wishes.

F3. REVOCATION: This form may be revoked at any time by the patient, a surrogate, or the practitioner by physical cancellation, oral statement, or execution of a new form.

F4. CONTACT FOR QUESTIONS: [NAME AND PHONE NUMBER OF CONTACT PERSON FOR QUESTIONS ABOUT THIS FORM]

SECTION G: ADDITIONAL INFORMATION

G1. ADVANCE DIRECTIVE ON FILE: [ ] YES [ ] NO

G2. HEALTH CARE SURROGATE OR AGENT NAME: [SURROGATE OR AGENT NAME]

G3. HEALTH CARE SURROGATE OR AGENT PHONE: [SURROGATE OR AGENT PHONE NUMBER]

G4. OTHER COMMENTS OR INSTRUCTIONS: [OTHER COMMENTS OR INSTRUCTIONS]
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