INDIANA PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST) FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

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

Patient Phone Number: [PATIENT PHONE NUMBER]

Patient Medical Record Number: [MEDICAL RECORD NUMBER]

RE: Physician Orders for Life-Sustaining Treatment

This form is a physician order that records and communicates a patient's medical treatment preferences as they relate to life-sustaining treatment. This form is voluntary and is intended for persons with advanced illness or frailty. This form must be completed by a physician or other authorized health care provider based on the patient's expressed wishes or, if the patient lacks capacity, based on the patient's known wishes, advance directive, or the decisions of the patient's legally authorized representative. This form must be signed and dated to be valid. This form should accompany the patient across all health care settings. This form does not replace an advance directive such as a living will or health care power of attorney.

1. PATIENT INFORMATION
1.1 Patient Full Legal Name: [PATIENT FULL NAME]
1.2 Patient Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Patient Sex: [PATIENT SEX]
1.4 Patient Address: [PATIENT STREET ADDRESS]
1.5 Patient City, State, ZIP: [PATIENT CITY], [PATIENT STATE], [PATIENT ZIP CODE]
1.6 Patient Phone Number: [PATIENT PHONE NUMBER]
1.7 Patient Medical Record Number: [MEDICAL RECORD NUMBER]
1.8 Primary Diagnosis or Medical Condition: [PRIMARY DIAGNOSIS]
1.9 Name of Patient's Legally Authorized Representative (if any): [LEGALLY AUTHORIZED REPRESENTATIVE NAME]
1.10 Relationship of Legally Authorized Representative to Patient: [RELATIONSHIP TO PATIENT]
1.11 Legally Authorized Representative Phone Number: [LEGALLY AUTHORIZED REPRESENTATIVE PHONE NUMBER]

2. CARDIOPULMONARY RESUSCITATION (CPR) ORDERS
2.1 Select one of the following:

2.1.1 Attempt Resuscitation (CPR): [INITIALS]

2.1.2 Do Not Attempt Resuscitation (DNR / Allow Natural Death): [INITIALS]
2.2 If the patient is in cardiopulmonary arrest, follow the order selected in Section 2.1.

3. MEDICAL INTERVENTIONS ORDERS
3.1 Select one of the following:

3.1.1 Full Treatment: Use intubation, advanced airway interventions, mechanical ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.
[INITIALS]

3.1.2 Selective Treatment: Use medical treatment, IV fluids, and antibiotics as indicated. Use noninvasive positive airway pressure (such as CPAP or BiPAP) as indicated. Do not use intubation or mechanical ventilation. Transfer to hospital if indicated, avoiding intensive care if possible.
[INITIALS]

3.1.3 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 for life-sustaining treatment. Transfer only if comfort needs cannot be met in current location.
[INITIALS]
3.2 Additional instructions regarding medical interventions: [ADDITIONAL INSTRUCTIONS REGARDING MEDICAL INTERVENTIONS]

4. ANTIBIOTICS ORDERS
4.1 Select one of the following:

4.1.1 Use antibiotics as indicated to prolong life: [INITIALS]

4.1.2 Use antibiotics to relieve pain and suffering only: [INITIALS]

4.1.3 Do not use antibiotics: [INITIALS]
4.2 Additional instructions regarding antibiotics: [ADDITIONAL INSTRUCTIONS REGARDING ANTIBIOTICS]

5. ARTIFICIALLY ADMINISTERED NUTRITION ORDERS
5.1 Select one of the following:

5.1.1 Long-term artificial nutrition by tube: [INITIALS]

5.1.2 Defined trial period of artificial nutrition by tube: [INITIALS]

5.1.3 No artificial nutrition by tube: [INITIALS]
5.2 Additional instructions regarding artificially administered nutrition: [ADDITIONAL INSTRUCTIONS REGARDING ARTIFICIALLY ADMINISTERED NUTRITION]

6. ARTIFICIALLY ADMINISTERED HYDRATION ORDERS
6.1 Select one of the following:

6.1.1 Long-term artificial hydration by tube: [INITIALS]

6.1.2 Defined trial period of artificial hydration by tube: [INITIALS]

6.1.3 No artificial hydration by tube: [INITIALS]
6.2 Additional instructions regarding artificially administered hydration: [ADDITIONAL INSTRUCTIONS REGARDING ARTIFICIALLY ADMINISTERED HYDRATION]

7. DIALYSIS ORDERS
7.1 Select one of the following:

7.1.1 Use dialysis as indicated: [INITIALS]

7.1.2 Do not use dialysis: [INITIALS]
7.2 Additional instructions regarding dialysis: [ADDITIONAL INSTRUCTIONS REGARDING DIALYSIS]

8. OTHER ORDERS AND INSTRUCTIONS
8.1 Other orders or instructions regarding life-sustaining treatment: [OTHER ORDERS AND INSTRUCTIONS]
8.2 Patient's goals and values that informed these orders: [PATIENT GOALS AND VALUES]

9. PATIENT OR SURROGATE SIGNATURE
9.1 This form reflects the patient's wishes as expressed to the undersigned. If the patient lacks capacity, this form reflects the patient's known wishes or the decisions of the patient's legally authorized representative.
9.2 Patient Signature (if patient has capacity): [PATIENT SIGNATURE]
9.3 Patient Printed Name: [PATIENT FULL NAME]
9.4 Date Signed by Patient: [DATE SIGNED BY PATIENT]
9.5 Legally Authorized Representative Signature (if patient lacks capacity): [LEGALLY AUTHORIZED REPRESENTATIVE SIGNATURE]
9.6 Legally Authorized Representative Printed Name: [LEGALLY AUTHORIZED REPRESENTATIVE NAME]
9.7 Relationship to Patient: [RELATIONSHIP TO PATIENT]
9.8 Date Signed by Legally Authorized Representative: [DATE SIGNED BY LEGALLY AUTHORIZED REPRESENTATIVE]

10. PHYSICIAN OR AUTHORIZED PROVIDER SIGNATURE
10.1 I have discussed the content of this form with the patient or the patient's legally authorized representative and have documented the patient's wishes in the medical record.
10.2 Physician or Authorized Provider Name: [PHYSICIAN OR AUTHORIZED PROVIDER NAME]
10.3 Physician or Authorized Provider License Number: [LICENSE NUMBER]
10.4 Physician or Authorized Provider Signature: [PHYSICIAN OR AUTHORIZED PROVIDER SIGNATURE]
10.5 Date Signed by Physician or Authorized Provider: [DATE SIGNED BY PHYSICIAN OR AUTHORIZED PROVIDER]
10.6 Physician or Authorized Provider Phone Number: [PHYSICIAN OR AUTHORIZED PROVIDER PHONE NUMBER]
10.7 Physician or Authorized Provider Address: [PHYSICIAN OR AUTHORIZED PROVIDER ADDRESS]

11. REVIEW AND REVISION
11.1 Date of Review: [DATE OF REVIEW]
11.2 Reviewed By: [NAME OF REVIEWER]
11.3 Changes Made at Review: [CHANGES MADE AT REVIEW]
11.4 This form should be reviewed periodically and whenever the patient's condition or treatment preferences change.

12. DISTRIBUTION AND ACKNOWLEDGMENT
12.1 Copies of this form should be provided to the patient or legally authorized representative, the patient's health care providers, and any health care facility where the patient receives care.
12.2 This form is valid in the State of Indiana and should be honored by health care providers in accordance with Indiana law.
12.3 Acknowledgment of Receipt by Patient or Legally Authorized Representative: [ACKNOWLEDGMENT SIGNATURE]
12.4 Date of Acknowledgment: [DATE OF ACKNOWLEDGMENT]
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