
HI PAA PERMI TS DI SCLOSURE OF POLST TO OTHER HEALTH CARE PROVI DERS AS NECESSARY 

 

Montana Provider Orders For Life- Sustaining Treatm ent  ( POLST)  
Pat ient ’s  Last  Nam e:  

 

Pat ient ’s  First  Nam e:  

 

Date of Birth :  

 

THI S FORM MUST BE SI GNED BY A PHYSI CI AN, PA or  APRN  I N SECTI ON E TO BE VALI D 
 

If any sect ion is NOT COMPLETE: 

        

Provide the m ost  t reatm ent  included in that  sect ion  

 

EMS: I f quest ions/ concerns, contact  Medical Cont rol. 
   Male    Female  

Sect ion 

A 

 
Select   only 

one box 

Cardiopulm onary Resuscitat ion: I f pat ient  does not  have a pulse and/ or is not  breathing:    

 

 Resuscitate  ( Full Code)                      Do Not  Resuscitate  ( No Code)  

                                                                                      ( Allow  Natural Death) ( Com fort  One)  

                                                                                       Pat ient  does not  w ant  any heroic or   

                                                                                      Life- saving m easures. 
 

I f pat ient  is not  in cardiopulmonary arrest , follow orders found in sect ion B and C 

Sect ion 

B 
 

Select   only 

one box 

Medical I ntervent ions: I f pat ient  has a pulse and/ or is breathing:   
    

  Com fort  Measures:  Please t reat  pat ient  with dignity and respect . Reasonable m easures are to be m ade to 

offer food and fluids by m outh and at tent ion m ust  be paid to hygiene.  Medicat ion, posit ioning, wound care, and 

other m easures shall be used to relieve pain and discomfort .  Use oxygen, suct ion and m anual t reatm ent  of airway 

obst ruct ion as needed for com fort .  EMS:  Pat ient  prefers no t ransfer to hospital for life-sustaining t reatm ent . 

Transfer if com fort  needs cannot  be m et  in current  locat ion. 
 

  Lim ited Addit ional I ntervent ions:  I n addit ion to the care described above, cardiac m onitor ing and oral/ I V 

m edicat ions m ay be provided. EMS: Transfer to hospital if indicated, do not  perform  intubat ion or advanced airway 

intervent ions. Hospital: Do not  adm it  to I ntensive Care.  

  

  Full Treatment: I n addit ion to the care descr ibed above, endot racheal intubat ion, advanced airway intervent ions, 

mechanical vent ilat ion, defibr illat ion and cardioversion may be provided.  Hospital: Adm it  to I ntensive Care if 

indicated. 

 

Other I nst ruct ions: 

Sect ion 

C 
May select   

m ore than 

one 

Art ificia l Fluids and Nutr it ion:   

  Feeding tube            No Feeding tube  

  I V fluid                    No I V fluid 

Other I nst ruct ions:  

Ant ibiot ics and Blood Products:   

 Ant ibiot ics          No Ant ibiot ics  

 Blood Products    No Blood Products 

Other I nst ruct ions:  

Sect ion 

D  

Advance Direct ives: The following documents also exist :  

   Living Will          Other  _________________________________________________ 

 

_________________________________________________________________________ 

 

Sect ion 

E 

    

 

Pat ient  or  Surrogate Signature: ________________________________ Date: _____________          

               (by signing the POLST, I  agree that this POLST supersedes m y liv ing will,  if the two conflict )  

 

Print  Pat ient  or Surrogate (person with authority under 50-9-106, MCA)   

   

Nam e: ________________________________     Relat ionship: ___________________  

 

Physician/ APRN/ PA ( in consultat ion with supervising physician)  Signature: ________________ Date: _______ 

 

Print  Physician/ APRN/ PA Name :  ______________________________ MT License Number:  _________________  

 

Contact  Phone Number:  _________________  Discussed w ith:    Pat ient      Spouse    Other __________ 
 

The basis for these orders is:   Pat ient ’s request   Pat ient ’s known preference   ____________________ 

 

FORM SHALL ACCOMPANY PATIENT WHENEVER TRANSFERRED OR DISCHARGED 
Use of original form is strongly encouraged. Photocopy, fax or electronic copies of signed POLST forms are legal and valid 



HI PAA PERMI TS DI SCLOSURE OF POLST TO OTHER HEALTH CARE PROVI DERS AS NECESSARY 

I nst ruct ions for com plet ing the POLST form : 
 

1 . PRI NT ( form  m ust  be readable)  

2 . EMS instruct ions are contained in sect ions A &  B 

3 . Facility inst ruct ions are prim arily contained in sect ions B &  C 

4 . To be VALI D sect ion E m ust  be com pleted 
 

POLST/ DNR Protocol: 
 

The POLST form  helps assure that  pat ient  wishes to have or lim it  specific m edical t reatm ents are 

respected near the end of life by all providers.  The POLST can include a DNR order. 

 

Before issuing POLST, Montana licensed Physicians/ APRNs/ PAs should always consider:  

 

Diagnoses and consultat ion with pat ient  ( if unable to consult  with pat ient  consider known history and 

m edical records) , determ ine if the pat ient  has advance direct ives or liv ing will,  consult  with fam ily to 

determ ine if the pat ient  expressed his/ her wishes, determ ine the pat ient  is in a term inal condit ion, 

and consult  the “end of life regist ry”  at  www.endoflife.m t .gov. Make com pleted form  clearly visible to 

providers. 

 

The provider should review the POLST form in all of the following instances:   

• each t im e a pat ient  is adm it ted to a facilit y, 

• any t im e there is a substant ial change in the pat ient 's health status, or 

• any t im e the pat ient 's t reatm ent  preferences change.  
 

 

Out- of- Hospita l Protocol w hen presented w ith POLST Docum entat ion: 
 

Never delay pat ient  care to determ ine if the pat ient  has POLST docum entat ion.  COMFORT One bracelet  

ident ifies a pat ient  who has a POLST docum ent  and a DNR (sect ion A) .  A verbal DNR order from  a physician 

m ust  be honored. 
 

POLST documentat ion, if presented to the out -of-hospital provider, MUST accom pany the pat ient  and 

be presented to other health care providers who subsequent ly at tend the pat ient .  The out -of-hospital 

pat ient  care docum entat ion m ust  include the POLST docum entat ion and care provided based on the 

POLST documentat ion. 
 

A POLST docum ent  can be disregarded if the pat ient  requests or if the term inal condit ion no longer 

exists.  I f there is a quest ion regarding POLST, contact  Medical Cont rol.  
 

 

Health care provider responsibilit ies w hen presented w ith POLST Docum entat ion: 
 

I f POLST documentat ion accom panies the pat ient , all health care providers m ust  honor the pat ient ’s 

wishes. The POLST documentat ion expresses the pat ient ’s t reatm ent  wishes in advance of a medical 

em ergency. A valid POLST docum entat ion is a Montana standardized form  that  has a valid physician, 

APRN or PA signature. The form  presented m ay be a photocopy, fax or elect ronic copy but  m ust  have 

a valid signature.  
 

The POLST docum entat ion m ust  accom pany the pat ient  if care is t ransferred to another provider or 

facilit y. 
 

A POLST docum ent  can be disregarded if the pat ient  or surrogate (who signed the form )  requests or if 

the term inal condit ion no longer exists, or if there is a direct  order from  a physician or APRN or PA. 
 

Quest ions please consult  the w ebsite for  inform at ion:  ht tp:/ / polst .m t .gov   
 

Montana Board of Medical Exam iners 

P.O. Box 2 0 0 5 1 3 , Helena, Montana 5 9 6 2 0  

Em ail: dlibsdm ed@m t.gov  

W eb site: w w w .m edicalboard.m t .gov   

Phone: ( 4 0 6 ) 8 4 1 - 2 3 6 4   or  8 4 1 - 2 3 2 8  

EMS &  Traum a System s Sect ion 

MT Dept  of Public Health &  Hum an Services 

PO Box 2 0 2 9 5 1 , Helena MT 5 9 6 2 0    

Em ail: em sinfo@m t.gov    

W eb site: ht tp:/ / MontanaEMS.m t .gov 

Phone: ( 4 0 6 )  4 4 4 - 3 8 9 5  

 

August  2 0 0 9  


