Thisisareconstruction of the form provided by North Carolina Medical Society, June, 2006. Commentsand highlighting are by LifeTree, Inc.

Ydlow: Changesfrom POST Blue: old language, but causefor question
HIPAA PERMITS DISCLOSURE OF POST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY
M edl Cal OrderS Patient's Last Name: Effective Date of Form
for Scope of Treatment (MOST) Noldhte [ofhlith Form must be reviewed at
Thisis aPhysician Order Sheet based on the person’s medical least annually.

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

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

A [] Resuscitate (CPR) [] Do Not Attempt Resuscitation (DNR/no CPR)
Check O
Bﬁ)c( OnE,e When not in cardiopulmonary arrest, follow ordersin B, C, and D.

Section MEDICAL INTERVENTIONS: Person has pulse and/or is breathing.

B [l Full Scopeof Treatment Hcludes care described above-Use intubation, advanced airway interventions,
mechanical vertilation, and cardioversion asindicated, medical treatment, IV fluids, eic; aso provide
comfort measures. Transfer to hospital if indicated.
Check One [] Limited Additional I nterventions Hchudes care described-above. Use medical trestment, 1V fluids and cardiac
Box Only monitoring asindicated. Do not use intubation, advanced-ainwvay-interventions; or mechanical ventilation;
orderlef also provide comfort measures. Transfer to hospital if indicated. Avoid intensive care.
these [] Comfort MeasuresContinueto treat with dignity and respect. Kegp dean, warmand dry.
Use medication by any route, positioning, wound care and other measures tordieve pain and suffering. Use

lonti n < . . .
sereetLons oxygen, suction and manual trestment of airway obstruction as needed for comfort. Do not transfer to
has hospital unless comfort needs cannot be met in current location.
vever<ed | Other Ingrudions removed WdiderscoreErom Ldst b L [ lebntence
Section |[ANTIBIOTICS NegativeEneEdhebadord I3 rolonged
C [l Antibicticsif lifecan be prolonged.

[] Determineuseor limitation of antibioticswhen infection oocurs. ovderlefems absdversed
[] NoAntibiotics (useother measuresto reieve symptoms).
Check One | Other Ingtructions

Box Only
Section MEDICALLY ADMINISTERED FLUIDS AND NUTRITION: Offer oral fluids and nutrition if physically
D feasible. <_Or0{wﬂéms A Ovderldverseo
Check One ] 1V fluidslong-termif indicated hasldversed [] Feedingtubelongterm
Box Only in ] 1V fluidsfor adefined trial period [] Feedingtubefor adefined trial period
Each [] NolV fluids (provide other measuresto assure comfort) [] Nofeedingtube
Col .
oumn Other Ingtructions
Section E | DISCUSSED WITH [ ] Patient/Resident- [_] Other Persona Representative(s)—explain:
Check all that | AND AGREED TOBY: ] Parent of (Unemandcipated) Minor
apply [] Hedth Care Agent
Basisfor order must be ] Legd Guardian of the Person
Documented in mediical record. | Spouse
Physician-Name . Physician Signature (Mandatony MD Phone# e
MD/DO, PA, or NP Name (Print) MD/DO, PA, or NP Signatur e (Requir ed)

Signature of Person, Parent of Minor, Guardian, Health Care Agent, Spouse, or Other Personal Representative lsOptional (Signatureis
preferred and must be offered, but form still effective without sig nat re)

Thicbhrace[dldew, lallle lehiphasics[talics TIHE lulev
| agree that adequate i nformation has been provided and significant thought has been given to life-sustaining treatment. Treatment preferences have
been expressed to athe physician-and/or-health-care professiona{s);,(MD/DO), physician assistant, or nurse practitioner. This document reflects those
treatment preferences and indicatesinformed 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 is should be provided on the back of thisform.

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

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED
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Ydlow: Changesfrom POST Blue: old language, but causefor question

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

Contact Information

Patient Representative Relationship Phone Number:
Cell Phone#:

Health Care Professiona Preparing Form Preparer Title Preferred Phone Date Prepared
Number

Directions for Completing Form
Completlng MOST
MOST must be completed by a health care professional based on patient preferences and medical
indications. Be sure to document basisfor the order in the progress notes of the medical record. Mode
of communication (e.g., in person, by telephone, etc.) also should be documented.
MOST must be signed by a physician (MD/DO), physician assistant, or nurse practitioner to be valid. Verbal
orders are acceptable with follow-up signature by attending physician (MD/DO), physician assistant or nurse
practitioner in accordance with facility/community policy.
Some patients or their representatives may choose to sign the document indicating their consent and input.
Others, however, may agree with the order but prefer not to signit. The signature of the patient or their
representative is optional-Preferred and must be offered, however, the form is still effective i[f] the offer is
declined.
Use of original formis strongly encouraged. Multiple originals of signed MOST forms are acceptable.
MOST is part of advanced care planning, which also may include a living will and health care power of
attorney (HCPOA).
If there isa HCPOA, please attach a copy if available.
Reviewing MOST
This MOST sheuld- must be reviewed periedically at least once a year or when:
> Aftertheperson The patient has been transferred from one care setting or care level to another; or
> |f there isa substantial change in the person’s health status; or
> If the person’ streatment preferences change.
If MOST isreplaced revised or becomes invalid, draw aline through sectionsA-through-E front page and write
“VOID” in large letters.
Review of thisMOST Form must occur upon changein patient's conditoin or yearly, whichever is sooner

Review Date Locationof Review Outcome of Review
Reviewer and location Physicilan-M D/DO, PA, or NP . )
Signature of patient or

of review Signature (required) .
representative (preferred)

[JNoChange

[CJFORM VOIDED, new form compl eted
[JFORM VOIDED, no new form
[JNoChange

[CJFORM VOIDED, new form compl eted
[JFORM VOIDED, no new form
[JNoChange

[CJFORM VOIDED, new form compl eted
[CJFORM VOIDED, no new form
[JNoChange

[CJFORM VOIDED, new form compl eted
[JFORM VOIDED, no new form
[JNoChange

[CJFORM VOIDED, new form compl eted
[JFORM VOIDED, no new form

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED

DO NOT ALTER THIS FORM!




