f’l’*?* ?/%‘%/%E?E HNJ}B
éa-;./\f’/%‘i‘ 'ng%(?




= S

> 4¢ H %5 B PR E W 5},5 7T California
Advance Health Care Directive (AHCD)

> Lk A i%g P Physician Order
for Life-Sustaining Treatment (POLST)






e W F T REF T 4T

California Advance Health Care Directive

- ipEEE R &_ﬁ\si
R S S R e
FEzom (Fa) > AP EF
R ¥ X A S
FHEF R (7 )



California Advance N ES BB 58

Health Care Directive EpER

This form lets you have a say about how e,
3 7 ¢} .
you want to be treated if you get very sick. 23

@ This form has 3 parts. It lets you: ® EETRAR=EG « CEME:

Part 1: Choose a health care agent, ,__&_’ . -85 BW-CEWLTA -

A health care agent is a person L £E T A T8 R
who can make medical decisions for you BRLEASAER AT
it you are too sick 1o make them yoursell Q
-

%] = e
Part 2: Make your own health care choices. ‘Qlj? BIBHR: BCHESRE
This form lets you choose the kind of health care you want. | é& ] AETRIIEEEECHNENSIRNARE
This way, those who care for you will not have to guess ~ =% » SEHMAPMEZRAS 5!85 ¢

BHEARRMEMNRABE]

1A=

what you want if you are 100 sick to tell them yoursell.

Part 3: Sign the form.
It must be signed before it can be used.

E=@{R: WWETE-

EHErTMOAETFTEEN

You can fill out Part 1, Part 2, or both. (RET IR B —BR {7 S 38 — 2647 + MBI -

Fill out only the paris you want. FRABRARTERRNERG -
Always sign the form in Part 3. B-FEEE=-HHSE

Go to the next page \ | ‘ ’ : RBITH : { ;

SR PESZEATLAME http: //www.ihadhealth.org /A& &



http://www.iha4health.org/
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Physician Orders for Life-Sustaining
Treatment (POLST)
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Physician Orders for Life-Sustaining
Treatment (POLST)
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

‘(‘;',\ Physician Orders for Life-Sustaining Treatment (POLST)
* First follow these orders, then contact | LAstName
physiclan. This s a Physician Order Sheet

T— and wishes Any secton not completed impiies

based on the person's cutrent medical conddion | First Micdle Name

EMSA®111 8 full treatment for that section. Everyone shall be  |“Ges or Birmn Dais Focm Propared

(EBoctive

wimoos  'rested with dgny and respect

A

Check
One

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

Attempt Resuscitation/CPR Do Not Attempt Resuscitation/DNR  (Allow Natural Death)
{Section B: Full Treatment required)

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

B
Check
One

MEDICAL INTERVENTIONS: Person has puise and/or is breathing.

Comfort Measures Only Use medication by any route, positioning, wound care and other measures 10
relleve pain and suffering. Use oxygen. suction and manual treatment of airway obatruction as needed for
comfort. Antiblotics only to promote comfort. Transfer if comfor! needs carmot be met in current location.

D Limited Additional Interventions Includes care described above. Use medical treatment,
antibiotics, and IV fuids as indicated. Do not intubate. May use non-invasive positive sirway pressure
[T Do Not Transfer to hospital for medical interventions. Transfer & comior neads cannot be met in Curment OCABON.

D Full Treatment Includes care described above. Use intubation, advanced airway interventions,
mechanical ventilation, and defibriflation/cardioversion as indicated. Transfer fo hospital if indicated.
Includes imensive care.

Additional Orders:

Fl3)

ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
No artificial nutrition by tube. (] Defined riat period of artiiciat nutrition by tube
Long-term artificial nutrition by tube.

Additional Orders:

SIGNATURES AND SUMMARY OF MEDICAL CONDITION:
Discussed with:

Signature of Physician
My signature below indicates 10 the best of my knowiedge that these orders Sre consistent with the person's medical condibon
and preferences.

Phy Signatire (required) Physican License #

Signature of Patient, Decisionmaker, Parent of Minor or Conservator

By signing this form, the legally recognized decisionmaker acknowledges that this request regarding resuscitative measures is
consstant with the known casires of, and with the best interest of, the individusl who s the subyect of the form

Signature (required) Name (pant) Relatonship (wie seft if patwet)

Summary of Medical Condition Office Use Only

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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» Coalition for Compassionate Care of
California (coalitionccc.org)

o £ F A SMIEH B Chinese American
Coalition for Compassionate Care
(www.caccc-usa.org)

o WAT A RN B B 2 -FIHIH 0K F
(Sacramento Healthcare Decisions, 916-
851-2828)

o HRRAEGRAA Y o (A BRI MR 4
#& cancer.cchc.org, 408-986-8584)




