New York State Department of Health Medical Orders for Life-Sustaining Treatment (MOLST)

Tnis is a medical order form for life-sustaining treatment. 4 heaith care professional must complete the MOLST form based on the patiznt's currant medical
condition, values, and wishes. f the patient is unable to make medical decisions, the orders should reflect patient wishes, as best understeed by the heaith
care agent or surogate. The health care practitiorer issuing the medical orders must sign the MOLST fem. All heaith care professionals must follow these
medical orders as the patient moves from one location to another, unless a heaith care practitioner examines the patient, raviews the orders, and voids this
form, General Instructions for completing the MOLST are found on page 4 of this document.

MOLST is generally for patients with serious health conditions. The patient or other decision-maker should work with the physician, nurse
practitioner, or physician assistant who will issue the orders and consider asking them to fill out a MOLST form if the patient:

« \Wants fo aveid or receive any or all life-sustaining reatment.

« Resides in a long-term care facility or requires long-term care services.

= Might die within the next year,
If the patient has an intellectual or developmental disability (I/DD) and lacks the capacity to decide, a physician (not a nurse practitioner or
physician assistant) must issue the orders. The physician must follow special procedures and attach the completed Office for People with
Developmental Disabilities (OPWDD) legal requirements checklist before signing the MOLST. An asterisk (*) on this form means:

*If this decision relates to an adult or minor patient with an intellectual or developmental disability (IfDD), refer to the instructions on page 4
before proceeding.

Do-Not Resuscitate (DNR) and Do-Not-Intubate (DNI) Medical Orders

Y Patient Information

LAST NAME/FIRST NAME/MIDDLE INITIAL

ADDRESS/CITYISTATE/ZIP

PREFERRED PHONE NUMBER DATE OF BIRTH {MMDD/YYYY) eMOLST NUMBER, if appiicable. This is not an eMOLST form,
CHECK ALL ADVANCE DIRECTIVES KNOWN TO BE COMPLETED:
DHeaIlh Care Proxy Clliving Will  CJOrgan Donation  ClDocumentation of an Oral Advance Directive

TSR] Resuscitation Orders When the Patient Has No Pulse andfor Is Not Breathing

CHECK ONE:

(1 CPR ORDER: ATTEMPT CARDIOPULMONARY RESUSCITATION

D DNR ORDER: DO NOT ATTEMPT RESUSCITATION {ALLOW NATURAL DEATH)

Intubation Orders for Life-Sustaining Treatment When the Patient Has a Pulse and is Breathing
RESP!RATORY SUPPORT: NON-INVASIVE VENTILATION and/or INTUBATION AND MECHANICAL VENTILATION
CHECK ONE:

[ Intubation and long-term mechanical ventilation, may include tracheostomy

[J A trial period of intubation and/or mechanical ventilation®

[ Do Not Intubate (DNI); Use of non-invasive ventilation only

[ Do Not Intubate (DNI) and Do Not Use non-invasive ventilation or mechanical ventilation

s Consent for Sections B and C

Signature of Individual Making Decisions Printed Name of Individual Making Decisions
[ For verbal consent only, leave signature line blank Date/Time of Consant:
1 Whitten consent, sign above

Whe is the individual making decisions:
[ Patient [ Heaith Care Agent [0 FHCDA Surregate for adult O FHCDA Surrogate for minor (I §1750-b Surrogate for adult ar minor with /DD
Printed Name of First Witness* Printed Name of Second Witness

hysician, Nurse Practitioner, or Physician Assistant Signature for Sections BandC
If consent in section D was provided by a §1750-b Surrogate for an individual with an intellectual or developmental dlsablllty [I:DD) only a phys.c:an may
sign this section, and only after the OPWDD MOLST Legal Requirements Checklist for Individuals with /DD has been completed and attached.

Signature Print Name

License Number Date(Time

*If this decision relates to an adult or minor patient with an intellectual or developmental disability (YDD), refer to the instructions on page 4 before
proceeding.
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Patient Name

Other Medical Orders for Life-Sustaining Treatment

TREATMENT GUIDELINES (CHECK ONE)

I No limitation on medical interventions

[ Limited medical interventions, only as described below

[ Comfort measures only, Provide medical care and treatment with the goal of relieving pain and other symptoms

FUTURE HOSPITALIZATION/TRANSFER (CHECK ONE)
[J Send to the hospital, when medically necessary
[ Do not send to the hospital unless pain or severe symptoms cannot be otherwise controlied

ARTIFICIALLY ADMINISTERED NUTRITION AND HYDRATION

FEEDING TUBE (CHECK ONE) IV FLUIDS {CHECK ONE)

[ Long-term feeding tube O IV fluids

[ Determine use or limitation if need arises* [C] Determine use or limitation as need arises*
[ No feeding tube O No IV fluids

ANTIBIOTICS {CHECK ONE)

[ Use antibiotics to treat infections

[ Determine use or limitation of antibiotics when infection occurs”
[ Do not use antibiotics

DIALYSIS (CHECK ONE)

[ Use dialysis to treat renal failure

[ Determine use or limitation if renal failure acour”
1 Do not use dialysis

OTHER MEDICAL ORDERS AND INSTRUCTIONS {only as discussed with the physician, NP, or PA, may include instructions and goals for trials.” If
nothing else is discussed, write NONE.)

RITe] Consent for Section F

Signature of Individual Making Decisions Printed Name of Individual Making Decisions
(] For verbal consent cnly, leave signature line blank Date/Time of Cansent.
— Witten consent, sign abave

Who is the individual making decisions:
O Patient [ Health Care Agent [J FHCDA Surrogate for adult (1 FHCDA Surrogate for minor (1 §1750-b Surragate for adult or minar with /DD

Printed Name of First Witness® Printed Name of Second Witness

SR Physician, Nurse Practitioner, or Physician Assistant Signature for Secfion F

If consent in section G was provided by a §1750-b Surrogate for an individual with an intellectual or developmental driéability,ﬁﬁiy a ph'yéiAciah rﬁay sign this
section, and only after the OPWDD MOLST Legal Requirements Checkiist for Individuals with /DD has been completed and attached.

Signature Print Name

License Number Date/Time

*If this decision relates to an adult or minor patient with an intellectual or developmental disability (fDD), refer to the instructions on page 4
before proceeding.
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Patient Name

A physician, nurse practitioner, or physician assista

nt* must review this MOLST for appmbrianeness basad on the paﬁent"'s medical condition at least gvery

90 days. The MOLST must also be reviewed if the patient moves from one location to another to receive care, or if the patient has a major change in health
status (for better or warse), or if the patient or other decision-maker named in Section D changes their mind. Upan each review, the physician, nurse
oractitioner, or physician assistant* should indicate whether there is no change, or whether the form is voided. The attending practitioner must vaid the form
ff the patient or other decision-maker named in Section D withdraws their consent to a decision in the MOLST or if the patient objects to the decision.

Even if the MOLST is not reviewed and renewed within 90 days, the last completed MOLST remains valid and must be followed.

If the patient had capacity when the patient consented to a decision to withhold or withdraw life-sustaining treatment, a healith care agent or surrogate cannot
change the decision the patient has already made. If a health care agent or surrogate consented to this MOLST, a health care agent or surrogate can continue
to make decisions to withheld or withdraw life-sustaining treatment based on the patient's current health status,

DatelTime

Reviewer's Printed Name and
Signature

Location of Review

Outcome of Review

] No change
O Form voided; new form compieted
1 Form voided, nc new form

[ Ne change
[ Form veided; new form completed
[ Farm voided, no new form

[J No change
(1 Form voided; new form completed
] Form voided, no new form

[ Nao change
O Form voided; new form completed
[J Form veided, no new form

[ No change
[Z] Form voided; new form completed
] Form voided, no new form

1 No change
[ Farm voided; new form completed
[ Form voided, no new form

[ No change
[ Form voided; new form completed
[C] Form voided, na new form

] No change
O Form voided; new form completed
[J Form voided, no new form

[ Na change
[ Form veided; new form completed
[~ Form voided, no new form

[J No change
1 Form voided; new form completed
] Form voided, no new form

1 No change
[ Farm voided; new form completed

[ Form veided, no new form N
*If this decision relates to an adult or minor patient with an intellectual or developmental disability (DD}, refer to the instructions on page 4
before proceeding.
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