MISSOURI DO NOT RESUSCITATE ORDER GUIDE

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

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

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

RE: MISSOURI DO NOT RESUSCITATE (DNR) ORDER — PATIENT INSTRUCTIONS AND AUTHORIZATION

1. PURPOSE AND USE OF THIS FORM
1.1 Purpose: This form documents a patient's wish that cardiopulmonary resuscitation (CPR) not be administered in the event of cardiac or respiratory arrest, consistent with the Missouri Do Not Resuscitate Order statute (Section
190.600 et seq., RSMo).
1.2 Use: This form is intended for use by the patient, the patient's attending physician, and health care providers responding to the patient, including emergency medical services personnel, hospital staff, and nursing facility staff.
1.3 Effective Date: This order becomes effective on [EFFECTIVE DATE] and remains in effect until revoked as provided in Section

7.

2. PATIENT IDENTIFICATION
2.1 Full Legal Name: [PATIENT FULL NAME]
2.2 Date of Birth: [PATIENT DATE OF BIRTH]
2.3 Social Security Number (last four digits): [LAST FOUR DIGITS OF SSN]
2.4 Home Address: [PATIENT STREET ADDRESS]
2.5 City, State, ZIP: [PATIENT CITY], Missouri [PATIENT ZIP CODE]
2.6 Primary Telephone Number: [PATIENT TELEPHONE NUMBER]
2.7 Alternate Contact Name: [ALTERNATE CONTACT NAME]
2.8 Alternate Contact Relationship: [ALTERNATE CONTACT RELATIONSHIP]
2.9 Alternate Contact Telephone Number: [ALTERNATE CONTACT TELEPHONE NUMBER]

3. ATTENDING PHYSICIAN INFORMATION
3.1 Physician Full Name: [ATTENDING PHYSICIAN FULL NAME]
3.2 Physician License Number: [PHYSICIAN LICENSE NUMBER]
3.3 Physician Practice Name: [PHYSICIAN PRACTICE NAME]
3.4 Physician Address: [PHYSICIAN STREET ADDRESS]
3.5 Physician City, State, ZIP: [PHYSICIAN CITY], [PHYSICIAN STATE]
[PHYSICIAN ZIP CODE]
3.6 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]
3.7 Physician Fax Number: [PHYSICIAN FAX NUMBER]

4. PATIENT DIAGNOSIS AND MEDICAL CONDITION
4.1 Primary Diagnosis: [PRIMARY DIAGNOSIS]
4.2 Secondary Diagnosis: [SECONDARY DIAGNOSIS]
4.3 Description of Terminal or Irreversible Condition: [DESCRIPTION OF TERMINAL OR IRREVERSIBLE CONDITION]
4.4 Date of Diagnosis: [DATE OF DIAGNOSIS]
4.5 Prognosis: [PROGNOSIS]

5. PATIENT DECLARATION AND CONSENT
5.1 Declaration: I, [PATIENT FULL NAME], being of sound mind and having been fully informed of my medical condition and prognosis, direct that no cardiopulmonary resuscitation be initiated or continued in the event of cardiac or respiratory arrest.
5.2 Understanding: I understand that this order means that if my heart stops beating or I stop breathing, no chest compressions, artificial ventilation, defibrillation, or other resuscitative measures will be performed.
5.3 Voluntary Consent: I make this declaration voluntarily and without coercion, and after consultation with my attending physician.
5.4 Physician Explanation: I acknowledge that my attending physician, [ATTENDING PHYSICIAN FULL NAME], has explained to me the nature of my condition, the consequences of a Do Not Resuscitate order, and the alternatives available to me.
5.5 Patient Signature: [PATIENT SIGNATURE]
5.6 Patient Signature Date: [PATIENT SIGNATURE DATE]

6. PHYSICIAN CERTIFICATION
6.1 Certification: I, [ATTENDING PHYSICIAN FULL NAME], certify that I have examined the patient, [PATIENT FULL NAME], and that the patient is competent to make this decision and has voluntarily requested a Do Not Resuscitate order.
6.2 Medical Basis: In my professional judgment, the patient's condition is [DESCRIPTION OF MEDICAL BASIS FOR DNR ORDER].
6.3 Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]
6.4 Physician Signature Date: [PHYSICIAN SIGNATURE DATE]

7. REVOCATION OF ORDER
7.1 Right to Revoke: The patient may revoke this Do Not Resuscitate order at any time by oral statement, written statement, or by physical destruction of this form.
7.2 Notification: Upon revocation, the patient or the patient's representative shall notify the attending physician and all health care providers in possession of this order.
7.3 Revocation Date: [REVOCATION DATE]
7.4 Revocation Signature: [PATIENT OR REPRESENTATIVE SIGNATURE]

8. WITNESSES
8.1 Witness One Name: [WITNESS ONE FULL NAME]
8.2 Witness One Address: [WITNESS ONE ADDRESS]
8.3 Witness One Signature: [WITNESS ONE SIGNATURE]
8.4 Witness One Date: [WITNESS ONE DATE]
8.5 Witness Two Name: [WITNESS TWO FULL NAME]
8.6 Witness Two Address: [WITNESS TWO ADDRESS]
8.7 Witness Two Signature: [WITNESS TWO SIGNATURE]
8.8 Witness Two Date: [WITNESS TWO DATE]

9. NOTARY ACKNOWLEDGMENT
9.1 State of Missouri
9.2 County of [COUNTY NAME]
9.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that they executed the same in their authorized capacity.
9.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
9.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
9.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
9.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
9.8 My commission expires: [NOTARY COMMISSION EXPIRATION DATE]

10. DISTRIBUTION OF COPIES
10.1 Copy Provided to Patient: [DATE COPY PROVIDED TO PATIENT]
10.2 Copy Provided to Attending Physician: [DATE COPY PROVIDED TO PHYSICIAN]
10.3 Copy Provided to Health Care Facility: [HEALTH CARE FACILITY NAME]
10.4 Copy Provided to Emergency Medical Services: [EMS AGENCY NAME]
10.5 Copy Provided to Family Member or Representative: [FAMILY MEMBER OR REPRESENTATIVE NAME]

11. ADDITIONAL INSTRUCTIONS AND COMMENTS
11.1 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR COMMENTS]
11.2 Special Conditions: [SPECIAL CONDITIONS OR LIMITATIONS]

12. SIGNATURES AND ACKNOWLEDGMENTS
12.1 Patient Acknowledgment: I have read and understand this form and confirm that the information provided is accurate and complete.
12.2 Patient Signature: [PATIENT SIGNATURE]
12.3 Patient Signature Date: [PATIENT SIGNATURE DATE]
12.4 Physician Acknowledgment: I have reviewed this form and confirm that the order is consistent with the patient's medical condition and expressed wishes.
12.5 Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]
12.6 Physician Signature Date: [PHYSICIAN SIGNATURE DATE]
12.7 Witness Acknowledgment: We, the undersigned witnesses, confirm that the patient signed this form in our presence and appeared to be of sound mind and acting voluntarily.
12.8 Witness One Signature: [WITNESS ONE SIGNATURE]
12.9 Witness Two Signature: [WITNESS TWO SIGNATURE]
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