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OBJECTIVES
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Portable

DNR

MOST Form




MY MOM DOES NOT WANT TO BE ON
A BREATHING MACHINE. IS THERE A
FORM WE COULD FILL OUT TO LET
OTHERS KNOW THAT?




NC ADVANCE DIRECTIVES

Effective Date:
Expiration Date, if any

D Check box if no

DO NOT RESUSCIT ER

Patient's full name

tient, efforts at cardiopulmonary
This order does not affect other

resuscitation of the patient SHOULD
medically indicated and comfort

1 the consent required by the
t's records

/Physician Assistant/Nurse Practitioner

Printed Name of Attending Physician

Address

City, State, Zip

Telephone Number (office)

Telephone Number (emergency)

Do Not Copy Do Not Alter fi u' S

PAA PER D 0 REO 0 00 R - ARE PRO ONA = AR
Y Mﬂdicﬂl ()rder‘i Patient’s Last Name: Effective Date of Form:
for Scope of Treatment (MOST) Form must be reviewed
a Physician Order Sheet based on the person’s medical ar least annually.

condition and wishes. Any section not completed indicates full | Paticnt’s First Name, Middle Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow
these orders, then contact physician.

0 CARDIOPULMONARY RESUSCITATION (CPR): Person has no pulse and is not breathing.
A O Attempt Resuscitation (CPR) || Do Not Attempt Resuscitation (DNR/no CPR)
‘When not in cardiopulmonary arrest, follow orders in B, C, and D.
0 MEDICAL INTERVENTIONS: Person has pulse and/or is breathing.
= O Fun Scope of Treatment: Usc mtubation, advanced airway interventions, mechanical ventilation, cardioversion as

indicated, medical treatment, [V fluids, etc.; also provide comfort measures. Transfer to hospital if indicated.
D Limited Additional Interventions: Use medical treatment. 1V flusds and cardiac monitoring as indicated.
Do not usc intubation or mechanical ventilation; also provide comfort measures.
__ Awoid intensive care,
U Comfort Measures: Keep clean, warm and dry. Use medication by any route, positioning, wound care and
other measurcs to relicve pain and suffering. Usc oxygen, suction and manual treatment of airway obstruction as necded
for comiort. Do not transfer to hospital unless comfort needs cannot be met in current location.

Other Instructions

Section ANTIBIOTICS

c [[] Antibioties if life can be projonged.
[ Determine use or limitation of antibiotics when infection aceurs.
[] No Antibiotics (use other measures to relisve symptoms)

Chack One
Box Oniy Other Instructions

Section MEDICALLY ADMINISTERED FLUIDS AND NUTRITION: Offer oral fluids and nutrition if
D

physically feasible.

0 1¥ fuids long-term if indicated [0 Feeding tube long-term if indieated
CheckOne | ] IV fluids for a defined trial period [] Feeding tube for a defined trial period
BDEO:nV‘R ] No 1V fluids (provide other measures to ensiire camiir) O No feeding tube
a1
Column Other Instructions
Section E | DISCUSSED WITH [ Patient (] Majarity of patient’s reasonably available
AND AGREED TO BY: [ Parenter guardian if paticnt is a minor parents and adult children
Check The [ Hicatth care agent. [ Majority of paticnt’s reasonably available
Approiiks [ Legal guardian of the person adult siblings
Box Basis for order musi be El Anomey-in-fact with power to make: D An individual with an established refationship
dectumented in medical health care decisions with the patient who is acting in good faith and
recavd D w «can relisbly convey the w i
MIDVDO, PA, or NP Name (Print): MD/DO, PA, or NP Signature (Required)

Signature of Person, Parent of Minor, Guardian, Health Care Agent, Spouse, or Other Personal Representative
(Signature is required and must either be on this form or on file)

I'agree that edequate information has been provided and significant thought has been given to life-prolonging measures.
Treatment preferences have been expressed to the physician (MD/DO), physician assistant, or nurse practitioner. This
document reflects those tre: pre es and indicates informed consent.

If signed by a patient representative, preferences expressed must reflect patient’s wishes as best understood by that
represeniative. Comtact information for personal representative should be provided on the back of this form

You are not rmulmﬂ o sign this form to receive treatment.

Paticnt or Representative Name (print) Paticnt or ve Sig {writc “sclf” if paticnt)

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED




PORTABLE DNR

Form only applies to patients who
do not have a pulse (sometfimes
misunderstood as Including
respiratory failure/arrest)

Patients who do not want
additional life saving measures
(I.e. vent) need a

for clarification

Make sure you check the no
expiration box if applicable
(almost always applicable)

In other words, CPR or no CPR s

—

) Effective Date:
Explratlon Date, if any A~

Check box if no (erw(%ﬁ}gg




MEDICAL ORDERS FOR SCOPE
OF TREATMENT (MOST) FORM

Also called a POLST in many states

Clarifies potential ambiguity of the
form

Even if you only have time to
complete the first 2 parts and
signature sections it can be ve
helpful

Form can be updated and re-
signed for additional directives af
a later point

ARE PRO ONA A AR
Effective Date of Form:

A PER D OSURE OF MO 00 R

3 Medical Orders S
{ for Scope of Treatment (MOST)

1 on the person’s medical Al

This is a Physician Order Shee:

full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:

the need oceurs, first follow

o CARDIOPULMONARY RESUSCITATION (CPR): Person has no pulse and is not breathing.
itation (CPR) [ Do Not Attempt Resuseitation (DNR/no CPR)

pt Resus

v arrest, follow orders in B, C, a

0 MEDICAL INTERVENTI
= iz

{S: Person has pulse and/or is breal

Avoid intensive care,
[ Comfort \IL.l\un.

Section

c

itation of .lllIIh]cmN when infection occurs.
r measurcs to relicve sympioms)
Check Ons
Box Only

Section MEDICALLY ADMINISTERED FLUIDS AND NUTRITION: Offer oral fluids and nutrition il

D physically feasible.

I 1V fuids long-term if indicated (] Feeding tube long-term if indicated

Check One | [] or a defined trial period [] Feeding tube for a defined trial period
Box Only in [0 No feeding tube

nably a

Section E | DISCUSSED WITH
AND AGREED TO BY:

nably availsble

Chack
Appropri

ship

Box £
health care decisions
v Spoutse
MD/DO, PA, or NP Name (Print): MD/DO, PA, or NP Signature (Required):

Hlu"slurr of Person, Parent ul'\'llnur Guurdlun. Health Care Agent, Spouse, or Other Personal Representative
4 file)

rolonging measures

This

ificant lt-nu_;ln has been

» practitione

.llr)r.l.f.’. ni repres:
tative. Contact i

You are not required to sign thi

tionship {write * if paticnt)

Paticnt or Representative Name { print) Paticnt or Represcntative Signaturc

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED




TOP SECTION -
PATIENT INFORMATION

Top section: Demographic Information and Date

HIPAA PERMITS DISCLOSURE OF MOST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

Medlcal Orders Patient’s Last Name: Effective Date of Form:
1:: L fOI‘ SCOpe Of Tre atment (MOST) Form must be reviewed

This is a Physician Order Sheet based on the person’s medical at least annually.
condition and wishes. Any section not completed indicates full

treatment for that section. When the need occurs, first follow
these orders, then contact physician.

—

Patient’s First Name, Middle Initial: | Patient’s Date of Birth:




SECTION A -
CPR OR DNR

Select DNR as applicable (only likely scenario in the ED)

A MOST form is potentially unnecessary, outside of
specific circumstances, unless a patient is DNR with
some specified degree of additional desired
Inferventions

Section CARDIOPULMONARY RESUSCITATION (CPR): Person has no pulse and is not breathing.

A Attempt Resuscitation (CPR) Do Not Attempt Resuscitation (DNR/no CPR)
Check One

Box Only When not in cardiopulmonary arrest, follow orders in B, C, and D.




SECTION B -
SCOPE OF TREATMENT

Full can include cardioversion, intfubation, and ofther invasive
measures

Limited can include BIPAP (not intubation), IV fluids, IV ABX, and
non-invasive but potentially lite-prolonging measures

Comtfort includes comfort medications, possibly PO ABX in limited
cases (I.e. symptomatic UTl, COPD exacerbations).

Section MEDICAL INTERVENTIONS: Person has pulse and/or is breathing.
B [] Fun Scope of Treatment: Use intubation, advanced airway interventions, mechanical ventilation, cardioversion as
indicated, medical treatment, IV fluids, etc.; also provide comfort measures. Transfer to hospital if indicated.

[ ] Limited Additional Interventions: Use medical treatment, IV fluids and cardiac monitoring as indicated.
Check One Do not use intubation or mechanical ventilation; also provide comfort measures. Transfer to hospital if indicated.

Box Only Avoid intensive care.
[ 1 Comfort Measures: Keep clean, warm and dry. 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.

Other Instructions




SECTIONS C AND D -

OPTIONAL

Covers antibiotics, 1V tluids, and feeding tube

NOT needed for form to be valid, however recommend they
mark as indicated — typically will give anfibiotics/IVF

Section ANTIBIOTICS
C [ ] Antibiotics if life can be prolonged.
etermine use or imitation of antibiotics when infection occurs.
] b : limitation of antibiotics when infecti
No Antibiotics (use other measures to relieve symptoms).
o [ ] No Antibiotics (use oth 1 )
eck One
Box Only Other Instructions
i MEDICALLY ADMINISTERED FLUIDS AND NUTRITION: Offer oral fluids and nutrition if
ection
D physically feasible.
[] IV fluids long-term if indicated [] Feeding tube long-term if indicated
Check One [ ] IV fluids for a defined trial period [] Feeding tube for a defined trial period
Boi: O";':Y n [] No IV fluids (provide other measures to ensure comfort) [] No feeding tube
ac
- Coliin Other Instructions




SECTION E -
AUTHORIZATION

Indicate those involved in preparation of form, obtain
signatures from patfient or representative, and print/sign

Section E | PISCUSSED WITH (] Patient [] Majority of patient’s reasonably available
AND AGREED TO BY: [] Parent or guardian if patient is a minor parents and adult children
Chock The [] Health care agent [ ] Majority of patient’s reasonably available
Appropriate [ ] Legal guardian of the person adult siblings
Box Basis for order must be [[] Attorney-in-fact with power to make  [_] An individual with an established relationship
documented in medical health care decisions with the patient who is acting in good faith and
record. [ ] Spouse can reliably convey the wishes of the patient
MD/DO, PA, or NP Name (Print); MD/DO, PA, or NP Signature (Required): Phone #:

Signature of Person, Parent of Minor, Guardian, Health Care Agent, Spouse, or Other Personal Representative
(Signature is required and must either be on this form or on file)

[ agree that adequate information has been provided and significant thought has been given to life-prolonging measures.
Treatment preferences have been expressed to the physician (MD/DO), physician assistant, or nurse practitioner. This
document reflects those treatment preferences and indicates informed consent.

If signed by a patient representative, preferences expressed must reflect patient’s wishes as best understood by that
representative. Contact information for personal representative should be provided on the back of this form.

You are not required to sign this form to receive treatment.

Patient or Representative Name (print) Patient or Representative Signature Relationship (write “self” if patient)

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED




Decision Maker Priority

(Listed in order of priority):
1. Parent or guardian if patient is a minor
When the adult patient is incompetent or incapacitated -
1. Health Care Agent
2. Legal guardian of the person
3. Attorney-in-fact with power to make health care decisions
4 Spouse
5. Majority of reasonably available parents and adult children
6. Majority of patient's reasonably available adult siblings

7. An individual with an established relationship with the patient who is acting in good faith and can reliably convey the wishes of the
patient

8. If none of the above is available, the attending physician may, with the agreement of a second physician, direct that life-prolonging
measures be withheld or discontinued




SUMMARY

takes seconds to fill
out and can be invaluable later

Is valid even if you only have
time complete the code status, scope of
treatment, and patient information/signature
sections (sections A, B, and E)

Code status and ACP documents can be
accessed from Epic’s StoryBoard

Effective Date:
Expiration Date, if any
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In the
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Telephone Number (emergency)

Do Not Copy Do Not Alter S
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jon and manus

Other Instructions

Section ANTIBIOTICS
[ Antibiotics i life can be prolonged.
= ¢ use or limitation of antibiotics when infection occurs.
[0 No Antibiotics (usc ofher measures fo relicve s ).

Ghack One

Box Only nstructions
Section ICALLY ADMINISTERED FLUIDS AND NUTRITION: Offer oral fluids and nutrition if
D lly fea: e
O IV Nuids long-termif indicated O Feeding tube long-term if indicated
(5] V fuids for a defincd trial period [ Fecding tub for s define triat peried
(] No IV uids (provide other measures o encie comfar) [ Nefoeding tube
i wctions
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Aopropriate (T T ‘il i
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documented i medical Realth care decisians it the pticnt cho.i &
recond [ Spouse can elably con
MD/DO, PA, or NP Name (Print). MID/DO, PA, or NP S ture (Required):

Signature of Person, Parent of Minor, Guardian, Health Care Agent, Spouse, or Other Personal Representative
(Signature is required and must cither be on this form or on file)

[ Tagree that adequs provided and sig
Treatment preferences
document reflects th

ent pr
If signed by a patient representat

representative. Contact infe
You are uot required ta
Pa epresentative Name (print)

Relationship (write “scl” f paticnl)

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED
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