DNR

EMERGENCY MEDICAL SERVICES (EMS) DO NOT RESUSCITATE (DNR) FORM

AN ADVANCE DIRECTIVE TO LIMIT THE SCOPE OF EMS CARE

NOTE: THIS ORDER TAKES PRECEDENCE OVER A DURABLE HEALTH CARE POWER OF ATTORNEY FOR EMS TREATMENT ONLY

[image: image1]

[image: image2]
I, 	,  request limited EMS care as described in this document. If


my heart stops beating or if I stop breathing, no medical procedure to restore breathing or heart func- tioning will be instituted, by any health care provider, including but not limited to EMS personnel.





I understand that this decision will not prevent me from receiving other EMS care, such as oxygen and other comfort care measures.





I understand that I may revoke this Order at any time.





I give permission for this information to be given to EMS personnel, doctors, nurses and other health care professionals.  I hereby agree to this DNR order.





OR





Signature





 	


Signature/Authorized Health Care Decision Maker





I affirm that this patient/authorized health care decision maker is making an informed decision and that


this is the expressed directive of the patient.  I hereby certify that I or my designee have explained to the patient the full meaning of the Order, available alternatives, and how the Order may be revoked. I or my designee have provided an opportunity for the patient/authorized health care decision maker to ask and have answered any questions regarding the execution of this form. A copy of this Order has been placed in the medical record. In the event of cardiopulmonary arrest, no chest compressions, arti- ficial ventilations, intubation, defibrillation, or cardiac medications are to be initiated.





Physician’s Signature/Date





Physician’s Name—PRINT





Physician’s Address/Phone








