How do | obtain a copy of the POLST? Washington POLST

From your health care provider. If your

health care provider is not yet aware of, Portable Orders for
or needs more information about POLST, . L.
please have them contact the Washington Llfe'SUStammg Treatment

State Medical Association at 206.441.9762 or
wSsmMa@wsma.org.

Organizations that endorse the use of
POLST

ARNPs United of Washington State

Association of Washington Public
Hospital Districts

National POLST Information Guide

Washington Academy of Physician
Assistants

Washington Health Care Association

Washington Osteopathic Medical

Association m Washington State
Medical Association

Washlngton State Department Of Hea|th Physician Driven, Patient Focused

. . — 2001 6th Avenue, Suite 2700
Washington State Hospice & Palliative Seattle, WA 98121

Care Organization 206.441.9762
Washington State Hospital Association

Washington State Medical Association

Washington State Dey whneut of

Washington State Nurses Association I Hea t

Office of Community Health Systems
Emergency Medical Services & Trauma Section
More information about POLST can be found P.O.Box 47853

at the Washington State Medical Association Olympia, WA 98504-7853
website at wsma.org/polst. 360.236.2841 or 1.800.458.5281



fyou have a serious health condition, you
should consider making decisions about
life-sustaining treatment before you have
a medical emergency. Your health care
provider can use the POLST to represent your
wishes as clear and specific medical orders.

Your health care provider may use the POLST to
write orders that indicate what types of life-
sustaining treatment you want or do not want

if you have a medical emergency and cannot
speak for yourself.

The POLST will reflect your decisions about
life-saving measures, such as CPR, and the care
you want based on your medical conditions.
The POLST can also reflect your preferences for
other treatments, such as artificial nutrition.

The POLST is voluntary and is intended to:

Help you and your health care provider dis-
cuss your condition, as well as develop plans
to reflect your goals, values, and preferences.

Direct appropriate treatment by emergency
medical services personnel.

Assist health care providers, nurses, health
care facilities, and emergency personnel

in honoring your wishes for life-sustaining
treatment.

Does the POLST need to be signed?

Yes. Both the clinician—either a physician (MD,
DQO), a nurse practitioner (ARNP), or a certified
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physician assistant (PA-C)—and you must sign the
form for it to be a valid medical order that is under-
stood and followed by other health care professionals.

If you are unable to sign, your legal medical decision-
maker can sign a POLST on your behalf.

Is POLST required by law?
No. Completing a POLST should always be voluntary.

If | have a POLST do | need an advance
directive too?

If you have a signed POLST, it is recommended that
you also have an advance directive, though it is
not required. For more information about advance

directives, talk with your health care provider or visit:
honoringchoicespnw.org.

What if | can no longer commu-
nicate my wishes for care?

Washington

P@LST

Portable Orders for ufe-SusmmingTrmTem
 participating Program of National POLS

A legal medical decision-maker can
speak on your behalf if you can no
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Where is the POLST kept?

If you live at home, you should keep the original
bright green POLST in a prominent location (e.g.,
on the front of the refrigerator, on the back of the
bedroom door, on a bedside table, in your medi-
cine cabinet). Your POLST should also be kept in
your medical chart along with other medical or-
ders. Your legal medical decision-maker(s) should
have a copy as well. Digital copies (e.g., pictures of
POLST) are valid. You and your health care agent
can keep a picture of the POLST in your phone.
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With your health care provider, a
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complete the POLST on your behalf,

Use of Cardiopul

based on their understanding of your
wishes.

] NO - Do Not Attempt

. onB
] YES Attempt Resuscitation | CPR (choose FULL TREATMENT in Section )

(CPR): When the individual has NO pulse and is not breathing.

When notin cardiopulmonary
arrest, go to Section B.

y Resusci

Resuscitation (DNAR) / Allow Natural Death

Ise and/oris breathing.

Level of Medical Inter

[] FULL TREATMENT - Prim,
interventions, mechanical

In what setting is the POLST used?
The completed POLST is a portable
medical order form that remains with
you if you are transported between
care settings. It can be honored in your
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