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What is a POLST?
Key Facts About POLST for Individuals and Family Members

Physician Orders for Life Sustaining Treatment (POLST) is a medical order that helps give
people with serious illness more control over their care during a medical emergency. POLST
can help make sure you get the care you want, and also protect you from getting medical

treatments you DO NOT want.

POLST is voluntary. Nursing homes and assisted living facilities may include POLST in
their admission papers, but can’t require you to complete a POLST if you do not wish to.

POLST is for people who are seriously ill or have advanced frailty. If you are
healthy, an advance directive is for you.

A POLST does NOT replace an advance directive, which is still the best way to
appoint someone you trust to act as your medical decisionmaker. A POLST works
together with your advance directive, providing more specific detail regarding medical
wishes and goals of care during a serious illness or at the end of life.

The POLST form should be completed by your doctor or another trained medical
provider after you've had a good conversation about the form’s medical terms and
options. This conversation is very important and should cover your overall health, your
personal values, goals for your care, and treatment wishes. It can be helpful to include
your family in the talk so they know and understand your treatment wishes.

The POLST form is not valid until it is signed by both you (or your designated
decisionmaker) AND your physician, nurse practitioner, or physician assistant.

Once completed and signed, a copy goes in your medical record and you keep the
original bright pink POLST. Wherever you go for medical care, the signed pink form
should go with you. At home, keep your POLST in an easy to find place, like on your
refrigerator, in case of a medical emergency.

POLST does not expire, but it should be reviewed regularly to make sure your
wishes haven’t changed. You do not need to fill out a new POLST if you move from
one facility to another, or change doctors. You only have to complete a new POLST if
your treatment wishes change.

POLST is a medical order, which means licensed medical providers are required
to follow its instructions regarding CPR and other emergency medical care. The
POLST form is printed on bright pink paper so it is easy to recognize, but photocopies
are also considered valid.

You can void your POLST form at any time, verbally or in writing. If you have
changes, it is best to complete a new POLST. To void a POLST form, draw a line
through sections A through D, write “VOID” in large letters, then sign and date the line.

Please go to: http://www.capolst.org/ or call (916) 489-2222 for more information.



http://www.capolst.org/

Physician Orders for Life-Sustaining Treatment (POLST)

First _follow these orders, then contact | Patient Last Name: Date Form Prepared:
Physician/NP/PA. A copy of the signed POLST
form is a legally valid physician order. Any section | Patient First Name: Patient Date of Birth:
not completed implies full treatment for that section.
EMSA #111 B POLST complements an Advance Directive and | patient Middle Name: Medical Record #: (optional)
(Effective 4/1/2017)* IS notintended to replace that document.

A CARDIOPULMONARY RESUSCITATION (CPR):  If patient has no pulse and is not breathing.
Check If patient is NOT in cardiopulmonary arrest, follow orders in Sections B and C.

one | [J Attempt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Treatment in Section B)
O Do Not Attempt Resuscitation/DNR  (Allow Natural Death)

B MEDICAL INTERVENTIONS: If patient is found with a pulse and/or is breathing.
EreEk O Full Treatment - primary goal of prolonging life by all medically effective means.
One In addition to treatment described in Selective Treatment and Comfort-Focused Treatment, use intubation,

advanced airway interventions, mechanical ventilation, and cardioversion as indicated.
O Trial Period of Full Treatment.

O Selective Treatment — goal of treating medical conditions while avoiding burdensome measures.
In addition to treatment described in Comfort-Focused Treatment, use medical treatment, IV antibiotics, and
IV fluids as indicated. Do not intubate. May use non-invasive positive airway pressure. Generally avoid
intensive care.

O Request transfer to hospital only if comfort needs cannot be met in current location.

O comfort-Focused Treatment — primary goal of maximizing comfort.
Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual
treatment of airway obstruction. Do not use treatments listed in Full and Selective Treatment unless consistent
with comfort goal. Request transfer to hospital only if comfort needs cannot be met in current location.

Additional Orders:

C ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.

Check O Long-term artificial nutrition, including feeding tubes. Additional Orders:
One | O Trial period of artificial nutrition, including feeding tubes.
O No artificial means of nutrition, including feeding tubes.

D INFORMATION AND SIGNATURES:

Discussed with: O Patient (Patient Has Capacity) O Legally Recognized Decisionmaker

O Advance Directive dated , available and reviewed -  Health Care Agent if named in Advance Directive:
O Advance Directive not available Name:

O No Advance Directive Phone:

Signature of Physician / Nurse Practitioner / Physician Assistant (Physician/NP/PA)

My signature below indicates to the best of my knowledge that these orders are consistent with the patient's medical condition and preferences.
Print Physician/NP/PA Name: Physician/NP/PA Phone #: | Physician/PA License #, NP Cert. #:

Physician/NP/PA Signature: (required) Date:

Signature of Patient or Legally Recognized Decisionmaker
| am aware that this form is voluntary. By signing this form, the legally recognized decisionmaker acknowledges that this request regarding
resuscitative measures is consistent with the known desires of, and with the best interest of, the individual who is the subject of the form.

Print Name: Relationship: (write self if patient)
Signature: (required) Date: Your POLST may be added to a
secure electronic registry to be
Mailing Address (street/city/state/zip): Phone Number: accessible by health providers, as
permitted by HIPAA.

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED

*Form versions with effective dates of 1/1/2009, 4/1/2011,10/1/2014 or 01/01/2016 are also valid



