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STATE OF SOUTH CAROLINA ) DECLARATION OF A DESIRE FOR A

) NATURAL DEATH
COUNTY OF )
I, , Declarant, being at least eighteen years of age and a resident of and
domiciled in the City of , County of , State of South
Carolina, make this Declaration this day of , 20

I willfully and voluntarily make known my desire that no life-sustaining procedures be used to
prolong my dying if my condition is terminal or if I am in a state of permanent unconsciousness,
and I declare: If at any time I have a condition certified to be a terminal condition by two physicians
who have personally examined me, one of whom is my attending physician, and the physicians
have determined that my death could occur within a reasonably short period of time without the
use of life-sustaining procedures or if the physicians certify that I am in a state of permanent
unconsciousness and where the application of life-sustaining procedures would serve only to
prolong the dying process, I direct that the procedures be withheld or withdrawn, and that I be
permitted to die naturally with only the administration of medication or the performance of any
medical procedure necessary to provide me with comfort care.

INSTRUCTIONS CONCERNING ARTIFICIAL NUTRITION AND HYDRATION
INITIAL ONE OF THE FOLLOWING STATEMENTS

1. If my condition is terminal and could result in death within a reasonably short time,

A. I direct that nutrition and hydration BE PROVIDED through any medically
indicated means, including medically or surgically implanted tubes.

B. I direct that nutrition and hydration NOT BE PROVIDED through any
medically indicated means, including medically or surgically implanted tubes.

The following line is not part of the standard South Carolina form. It has been added at the
request of many people as a point of clarification. If you do want it to apply, please initial the

line below:

C. Nevertheless, I do want treatment to ensure my comfort and to relieve pain
and suffering and minimal intravenous fluids to avoid discomfort.

INITIAL ONE OF THE FOLLOWING STATEMENTS
2. If I am in a persistent vegetative state or other condition of permanent unconsciousness,

A. I direct that nutrition and hydration BE PROVIDED through any medically
indicated means, including medically or surgically implanted tubes.

B. I direct that nutrition and hydration NOT BE PROVIDED through any
medically indicated means, mcluding medically or surgically implanted tubes.

The following line is not part of the standard South Carolina form. It has been added at the
request of many people as a point of danfication. If you do want it to apply, please mitial the
line below

Mevertheless, | do want treatment to ensure my comfort and to relieve pain
and suffering and minimal intravenous fluids to avoid discomfort.

3. In the absence of my ability to give directions regarding the use of life-sustaining procedures,
it 15 my intention that this Declaration be honored by my farmily and physicians and any health
facility in which I may be a patient as the final expression of my legal right to refuse medical or
surgical treatment, and | accept the consequences from the refusal.

4. | am aware that this Declarabion authorizes a physician to withhold or withdraw life-
sustaming procedures. | am emotionally and mentally competent to make this Declaration

APPOINTMENT OF AN AGENT (OPTIONAL)
. ¥ou may give another person authority to revoke this declaration on your behalf. If vou wish
to do so, please enter that person's name in the space below.
Name of Agent with Power to Revoke
Address:
Telephone Number:

2. You may give another person authonity to enforee this declaration on your behalf. I vou wish
o do so, please enter that person's name in the space below.

Name of Agent with Power to Enforce:

Address:

Telephone Number:

REVOCATION FROCEDURES

THIS DECLARATION MAY BE REVOKED BY ANY ONE OF THE FOLLOWING
METHODS. HOWEVER, A REVOCATION IS NOT EFFECTIVE UNTIL IT IS
COMMUNICATED TO THE ATTENDING PHYSICIAN.

(1) BY BEING DEFACED, TORN, OBLITERATED, OR OTHERWISE DESTROYED, IN
EXPRESSION OF YOUR INTENT TO REVOKE, BY YOU OR BY SOME PERSON IN
YOUR PRESENCE AND BY YOUR DIRECTION. REVOCATION BY DESTRUCTION OF
ONE OR MORE OF MULTIPLE ORIGINAL DECLARATIONS REVOKES ALL OF THE
ORIGINAL DECLARATIONS,

{2) BY A WRITTEN REVOCATION SIGNED AND DATED BY YOU EXPRESSING YOUR
[INTENT TO REVOKE;




STATE OF SOUTH CAROLINA DURABLE POWER OF ATTORNEY FOR
HEALTH CARE FOR
COUNTY OF . Name

DESIGNATION OF HEALTH CARE AGENT.

, hereby appoint:

Name:
Address:

Home Telephone:
Work Telephone:
Cell Telephone:

as my Agent to make health care decisions for me as authorized in this document.

Successor Agent: If an agent named by me dies, becomes legally disabled, resigns, refuses o
act, becomes unavailable, or if an agent who is my spouse 15 divorced or separated from me, [
name the following as successors to my agent, each to act alone and successively, in the order
named:

a. First Alternate Agent:
Narme:

Address:

Telephone: Home:

b. Second Alternate Agent:

MName:
Address:
Telephone: Home: : Work: ; Cell:

Unavmlability of Agent(s): If at any relevant time the agent or successor agents named here are
unable or unwilling to make decisions concermng my health care, and those decisions are to be
made by a guardian, by the Probate Court, or by a surrogate pursuant to the Adult Health Care
Consent Act, it 15 my intention that the guardian, Probate Court, or surrogate make those
decisions in accordance with my directions as stated in this document.

By this document I intend to create a durable power of attorney effective upon, and only during,
any period of mental incompetence, except as provided in Paragraph 3 below.

HIPAA AUTHORIZATION.

When considenng or making health care decisions for me, all individually identifiable health
information and medical records shall be released without restriction to my health care agent(s)
andfor my alternate health care agent(s) named above including, but not limited to, (1) diagnostic,
treatment, other health care, and related insurance and financial records and information
associated with any past, present, or future physical or mental health condition including, but not
limuted to, diagnosis or treatment of HIV/AIDS, sexually transmutted disease(s). mental illness,
and'or drug or alcohol abuse and (1) any written opinion relating to my health that such health
care agent{s) and'or alternative health care agent(s) may have requested. Without limiting the
generality of the foregoing, this release authonity applies to all health information and medical
records governed by the Health Insurance Porability and Accountability Act of 1996
(HIPAA), 42 USC 1320{d) and 45 CFR 160-164; 15 effective whether or not I am mentally
competent; has no expiration date; and shall terminate only in the event that 1 revoke the
authority in writing and deliver it to my health care provider.

4. AGENT'S POWER

I grant to my agent full authority to make decisions for me regarding my health care. In
exercising this authority, my agent shall follow my desires as stated in this decument or
otherwizse expressed by me or known to my agent. In making any decision, my agent shall
attempt to discuss the proposed decision with me to determine my desires if [ am able to
communicate in any way. If my agent cannot determine the choice I would want made, then my
agent shall make a choice for me based upon what my agent believes to be in my best interests.
My agent’s authority to interpret my desires is intended to be as broad as possible, except for any
limitations [ may state below.

Accordingly, unless specifically limited by the provisions specified below, my agent is
authorized as follows:

Al To consent, refuse. or withdraw consent to any and all types of medical care, treatment,
surgical procedures, diagnostic procedures, medication, and the use of mechanical or other
procedures that affect any bodily function, including, but not limited o, artificial respiration,
nutritional support and hydration, and cardiopulmonary resuscitation.

B. To authorize, or refuse to authorize, any medication or procedure intended to relieve pain,
even though such use may lead to physical damage, addiction, or hasten the moment of, but not
intentionally cause, my death.

C. To authorize my admission o or discharge, even against medical advice, from any
hospital, nursing care facility, or similar facility or service.

0. To take another action necessary to making, documenting, and assuring implementation
of decisions concerning my health care, including, but not linnted to, granting any waiver or
release from Lability required by any hospital, physician, nursing care provider, or other health
care provider; signing any documents relating to refusals of treatment or the leaving of a facility
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HEALTH CARE POA

SC CODE OF LAWS TITLE 62 CHAPTER 5
SOUTH CAROLINA PROBATE CODE




Emergency Medical Services
Do Not Resuscitate Order

SOUTH CAROLINA
EMERGENCY MEDICAL SERVICES

RESUSCITATE

DO NOT RESUSCITATE ORDER

NOTICE TO EMS PERSONNEL

REVOCATION PROCEDURE

THIS FORM MAY BE REVOKED BY AN ORAL STATEMENT BY THE PATIENT TO EMS PERSONNEL, OR BY MULT
ATING, OBLITERATING, OR DESTROYING THE DOCUMENT IN ANY MANNER

SOUTH CAROLINA DEPARTMENT OF HEALTH AND ENVIRONMENTAL CONTROL

South Carolina
Do Not
Resuscitate
EMS

MY WISH FOR:

T'he Person I Want to Make Care Decisions for Me When 1 Can't

I'he Kind of Medical Treatment | Want or Don’t Want

How Comfortabte I Want to Be

How I Want People to Treat Me

What | Want My Loved Ones to Know

| Patient Last Name Patient First Name/Mi.

.dhec | Patient Date of Birth: mmoor PatientLegal Representative
Phone Number:

ial Sec er last 4 dige
South Carolina urity Number last & digits: | Gender: [M [ [JOther

Physician Orders for Scope of o Add
et i

Treatment (POST) e
[ Patient's Diagnosis

strestonystate

CARDIOPULMONARY RESUSCITATION (CPR): Unres_ponsrve pulseless, & not breathing.

O Attempt Resuscitation/CPR sefecs et ! patert @
[J Do Not Attempt Resuscitation/DNR ¢ Deat aerest, folow

| MEDICAL INTERVENTIONS: I patient has pulse andlor | |s bceathnng

] Full Treatment. In additon to care descnbed in Comfort Only and Linvted Treatment, use

to hospital and/or intensive care unit if indicated.

s including bre
y. use medical reatment
0 d interventions
mc{h-u ical vents y le: ve airway support (e.g ). Transfer to
hospital, if indicated. Avoid I(H/’p(m(lbfv
Treatment Plan: Provide basic medical treatments
Comfort Measures Only. Keep c\a:m warm and c vide treatme
through the use

Treatment Plan: Provide treatments for comfort through symptom management
Additional Orders:

Section | ANTIBIOTICS
c e antibiotics f e can be prolonged.
Onefiox (] C mine use or limitation of antiteotics when infection occurs.
1 No antibiotics except for relef of pain and discomfort
Additional
ARTIFICIALLY ADMINISTERED NUTRITION AND FLUIDS: Offer food and fluids by mouth if feasible.

intubation, advanced arway interventions, mechanica vr:nt' , 3 ¢ on as indicated. Jransfer

of any medication by an p e und care and measur e oxyger
suction and manual treatment y truction as needed fv comfort. Patient prefers no transfer to
hospital for life-systaining treatments, Trapsfer if comfort needs cannot be met in current location,

[ Long-term artificzal nutrition by tube Long-term IV fluds.
Trial peniod of artificial mutriton by tube Trial penod of IV fluids.
No IV fluids
Decide when'if the situation arises.
| Additional Orders:

withe 12 months. an
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MANY DOCTORS, AFTER ALL,
ARE TAUGHT TO REGARD
DEATH AS AN ENEMY
AND TO DO ALL THEY CANTO
DEFEAT IT—OR AT LEASTTO
KEEP IT AT BAY FOR A WHILE.




MANY REGARD
"PULLING THE PLUG"
AS AN ACTAKINTO

EUTHANASIA,
WHICH IS FORBIDDEN BY
BOTH LAW AND THE
MEDICAL CODE.




"THERE IS A PROFOUND DIFFERENCE
BETWEEN KILLING SOMEONE

AND ALLOWING SOMEONE TO SPEND HIS OR
HER LAST FEW HOURS OR DAYS FREE

FROM THE MAZE OF MACHINERY THAT IS
BEAUTIFUL

ONLY SO LONG AS THERE IS
HOPE FOR SOME RECOVERY."
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STATES WRITE ADVANCE DIRECTIVE LANWS

SO YOU'LL NEED TO LEARN THE LAWS OF THE STATES IN WHICH YOU PRACTICE
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STATE OF SOUTH CAROLINA ) DECLARATION OF A DESIRE FOR A

) NATURAL DEATH
COUNTY OF )
I, , Declarant, being at least eighteen years of age and a resident of and
domiciled in the City of , County of , State of South
Carolina, make this Declaration this day of , 20

I willfully and voluntarily make known my desire that no life-sustaining procedures be used to
prolong my dying if my condition is terminal or if I am in a state of permanent unconsciousness,
and I declare: If at any time I have a condition certified to be a terminal condition by two physicians
who have personally examined me, one of whom is my attending physician, and the physicians
have determined that my death could occur within a reasonably short period of time without the
use of life-sustaining procedures or if the physicians certify that I am in a state of permanent
unconsciousness and where the application of life-sustaining procedures would serve only to
prolong the dying process, I direct that the procedures be withheld or withdrawn, and that I be
permitted to die naturally with only the administration of medication or the performance of any
medical procedure necessary to provide me with comfort care.

INSTRUCTIONS CONCERNING ARTIFICIAL NUTRITION AND HYDRATION
INITIAL ONE OF THE FOLLOWING STATEMENTS

1. If my condition is terminal and could result in death within a reasonably short time,

A. I direct that nutrition and hydration BE PROVIDED through any medically
indicated means, including medically or surgically implanted tubes.

B. I direct that nutrition and hydration NOT BE PROVIDED through any
medically indicated means, including medically or surgically implanted tubes.

The following line is not part of the standard South Carolina form. It has been added at the
request of many people as a point of clarification. If you do want it to apply, please initial the

line below:

C. Nevertheless, I do want treatment to ensure my comfort and to relieve pain
and suffering and minimal intravenous fluids to avoid discomfort.

INITIAL ONE OF THE FOLLOWING STATEMENTS
2. If I am in a persistent vegetative state or other condition of permanent unconsciousness,

A. I direct that nutrition and hydration BE PROVIDED through any medically
indicated means, including medically or surgically implanted tubes.

B. I direct that nutrition and hydration NOT BE PROVIDED through any
medically indicated means, mcluding medically or surgically implanted tubes.

The following line is not part of the standard South Carolina form. It has been added at the
request of many people as a point of danfication. If you do want it to apply, please mitial the
line below

Mevertheless, | do want treatment to ensure my comfort and to relieve pain
and suffering and minimal intravenous fluids to avoid discomfort.

3. In the absence of my ability to give directions regarding the use of life-sustaining procedures,
it 15 my intention that this Declaration be honored by my farmily and physicians and any health
facility in which I may be a patient as the final expression of my legal right to refuse medical or
surgical treatment, and | accept the consequences from the refusal.

4. | am aware that this Declarabion authorizes a physician to withhold or withdraw life-
sustaming procedures. | am emotionally and mentally competent to make this Declaration

APPOINTMENT OF AN AGENT (OPTIONAL)
. ¥ou may give another person authority to revoke this declaration on your behalf. If vou wish
to do so, please enter that person's name in the space below.
Name of Agent with Power to Revoke
Address:
Telephone Number:

2. You may give another person authonity to enforee this declaration on your behalf. I vou wish
o do so, please enter that person's name in the space below.

Name of Agent with Power to Enforce:

Address:

Telephone Number:

REVOCATION FROCEDURES

THIS DECLARATION MAY BE REVOKED BY ANY ONE OF THE FOLLOWING
METHODS. HOWEVER, A REVOCATION IS NOT EFFECTIVE UNTIL IT IS
COMMUNICATED TO THE ATTENDING PHYSICIAN.

(1) BY BEING DEFACED, TORN, OBLITERATED, OR OTHERWISE DESTROYED, IN
EXPRESSION OF YOUR INTENT TO REVOKE, BY YOU OR BY SOME PERSON IN
YOUR PRESENCE AND BY YOUR DIRECTION. REVOCATION BY DESTRUCTION OF
ONE OR MORE OF MULTIPLE ORIGINAL DECLARATIONS REVOKES ALL OF THE
ORIGINAL DECLARATIONS,

{2) BY A WRITTEN REVOCATION SIGNED AND DATED BY YOU EXPRESSING YOUR
[INTENT TO REVOKE;




: OF SOUTH CAROLIN TION A DESIRE
DEATH
COUNTY OF

I, , Declarant, being at least eighteen years of age and a resident of and

domiciled in the City of _, County of _, State of South

Carolina, make this Declaration this dayof 520

I willfully and voluntarily make known my desire that no life-sustaining procedures be used to
prolong my dying if my condition is terminal or if I am in a state of permanent unconsciousness,
and I declare: If at any time [ have a condition certified to be a terminal condition by two physicians
who have personally examined me, one of whom is my attending physician, and the physicians
have determined that my death could occur within a reasonably short period of time without the
use of life-sustaining procedures or if the physicians certify that I am in a state of permanent
unconsciousness and where the application of life-sustaining procedures would serve only to
prolong the dying process, | direct that the procedures be withheld or withdrawn, and that | be
permitted to die naturally with only the administration of medication or the performance of any
medical procedure necessary to provide me with comfort care.

INSTRUCTIONS CONC NG ARTIFICIAL NUTRITION
INITIAL ONE OF THE FOLLOWING
1. If my condition is terminal and could result in death within a reasonab ime,

: I direct that nutrition and hydration BE PROVIDED through any medically
indicated means, including medically or surgically implanted tubes.

B. I direct that nutrition and hydration NOT BE PROVIDED through any
medically indicated means, including medically or surgically implanted tubes.

The following line is not part of the standard South Carolina form. It has been added at the
request of many people as a point of clarification. If you do want it to apply, please initial the
line below:

C.
and suffering and minimal intravenous fluids to avoid discomfort.

Nevertheless, 1 do want treatment to ensure my comfort and to relieve pain

INITIAL ONE OF THE FOLLOWING STATEME
2. If I am in a persistent vegetative state or other condition of permanent unconsciousness,

A. ] I direct that nutrition and hydration BE PROVIDED through any medically
indicated means, including medically or surgically implanted tubes.
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY
B First  follow these Patient Last Ner Date Form Prepared
form is a legally valid physic O - ent t Nan Patient Date r
not completed implies full treatment for that section |

POLST complements an Advance Directive and | p i dd sl Rocord # (optional)
is not intended to replace that document
Additional Orders
ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth if feasible and desired.
O Long-term artificial nutrition, including feeding tub Additional Orders
- o Tr od of artificial nutrition, including feeding tubes 4

O No arificial means of nutriti i g feedingtobes. 0000000000000
INFORMATION AND SIGNATURES:

Discussed with O Patent atient Has Capacity) 0O Legally Recognized D onmaker

CARDIOPULMONARY RESUSCITATION (CPR):  If patient has no pulse and is not breathing.
If patient Is NOT in cardiopulmonary arrest, fol
[0 Attempt Resuscitation/CPR (Selecting CPR in Section A requires s

0 Do Not Attempt Resuscitation/DNR (Allow Natural Death)
| MEDICAL INTERVENTIONS: __If patient is found with a pulse and/or is breathing.
O Full Treatment - primary goal of prolonging life by all medically effective means.

addition 10 treatment described in Selective Treatment and Comfon-F 3 Treatment, use intubation
alrway interventions, mechanical ventilation, and cardioversi icated

[ Trial Period of Full Treatment

[ Selective Treatment - goal of treating medical conditions while avoiding burdensome measures
Ina to treatment described in Comfort-Focused Treatment, use medical treatm
IV fluids ndicated. Do not intubate. May u: nvasive positive airway pre
inlensive care
O Request transfer to hospital only If comfort needs cannot be met in current locat

Comfort-Focused Treatment - primary goal of maximizing comfort
th medics y an e / ning, and manual

nce Directive dated avatlable and reviewed <2 fealth Care Agenl if named in Advance Directive

Name

Signature of Physician / Nurse Practitioner / Physician Assistant (Physician/NP/PA)

My signature balow indicales 10 the best of my knowledge thal hese orders are consstent with sabent's medh condtion and preferences
Print Physician/NP/PA Name Physician/NP/PA Pho ‘ Physician/PA Licensa #, NP Cert. #
Physican/NP/PA Signature. (required) ‘ Date

Signature of Patlent or Legally Recogmzod Decnsuonmaker

Print Name

ture. (required) Yat |
g y FOR REGISTRY
Mailing Ad ) Phone Number USE ONLY
SEND FORM WITH
*Fomm versions with effactive dates of 1/1/72 1 |




POLST COMMUNICATES A
PATIENT'S WISHES AS

MEDICAL ORDERS

FOR USE IN
OR OUT OF
THE
HOSPITAL
SETTING




SIGNED BY A

PHYSICIAN
OR ADVANCED
PRACTICE
CLINICIAN




POLST IS NOT FOR EVERYONE

AND

DIAGNOSED WITHA  EXPECTED TO LOSE

CAPACITY WITHIN 12
SERIOUS ILLNESS MONTHS



VERY HEALTHY STANDARD CARE

LEGAL
DOCUMENTS

MEDICAL
ORDERS

LEAST
HEALTHY
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YPdhec

South Carolina
Physician Orders for Scope of
Treatment (FOST)

Patlant Last Name: Patiant First Name/M|:

POST Form

“=**ATTACH to Page 1-***

Patient Date of Birth: awonrsnn Patient'Legal Representative

FPhone Numbear:

Patient Full Namea:

Sochal Security Number last 4 digits:
[ Optiowma) XK -0

Gender: [_ln'l |_]F Dtrthar

Form Completion Information (Optional but Helpful)

Patlent Malling Address: (srectiohystateizio)

Patient's Diagmosis:

Reviewed patient's advance directive o confirm
no conflict with POST form: (A POST form does
mot replaca an advance directive such a3 a Health
Care Power of Attorney or lving will.)

| Yes: date of the document reviewsd
Conflict exists, notfied patient (if patient lacks capacity, noted in chart)
Advance directive not available
|| Mo advance directive axists

CARDIOPULMONARY RESUSCITATION (CPR): Unresponsive, pulseless, & not breathing.

[] Attempt Resuscitatlon/CPR (Seiecting PR requires Ful Treatmena in Section B))
|_] Do Mot Attempt Resuscitation/DNR (fiow Natural Death |

If patient is nol in cardicpulmanary
armest, Tofiow crders in B, Cand O

MEDICAL INTERVENTIONS: If patient has pulse andior Is breathing.

[] Full Treatment. In additon to care described in Comfort Measures Only and Limited Treatment, use
intubation, advanced airway interventions, mechanical ventitation, and cardioversion &s indicated. Transfer
o hospital and‘or infensive care unit if inoicated,
Treatrment Plan: All treatments including breathing machine.

[0 Limited Treatment. in addition to care described in Comfort Meassures Only, use medical treatment,
antiblotics, IV flukds and cardiac monitor as indicated. Mo intubation, advanced airways interventions, or
mechanical ventilation. May consider less invasive airway support (e.g. CPAP, BiPAP). Transfer to
hospital, if indicated. Awvoid ICU If possibie.

Treatment Plan: Provide basic medical treatments.

Comfort Measures Only. Keep clean, warm and dry. Provide treatments io relieve pain and suffering
through the use of any medication by any route, positioning, wound care and other measures. Lise oxygen,
suction and manual treatment of airway obstruction as needed for comiort. Patient prefers mo transfer to
hospital for life-sustaining treatments. Transfer if comfort needs cannot be met in current location.
Treatment Plan: Provide treatments for comfort through symptom management.

Additional Orders:

ANTIBIOTICS

[[] Use antibiatics if life can be prolonged.

[} Determine use or limitation of antiblolics when infection occurs.
Mo antibiotics except for relief of pain and discomfort.

Additional Orders:

ARTIFICIALLY ADMINISTERED NUTRITION AND FLUIDS: Offer food and flulds by mouth If feasible.

[ Long-term artificial nutrition by tuba.
[] Trial period of artificial nutrition by bubs.
H Do niot ingart faeding tube

Decide when'f the sitestion anses. Decide when'f the situation anises.
Additional Orders: Additional Orders:

Long-term 1V fluids.
Tral period of IV fluids.
No [ fluids.

Section E

Signature of

APRN, or £A

Signature of Physiclan, Advanced Practice Reqgistered Nurse, or Physiclan Assistant
My signatre below indicales o Fe best of my knowledge that the: pabient has been dagnosed with a sericus liness o, based upon a
medical dagnosis, may be expecied o loss capadty within 12 maonths, and that these orders are consistent with the pabient's medical

Phveician/ APRMPA Signature: (rapuared)

cordition, diagnosis, and preferences.
|_|P'|:.-5r_' an J__j.l\FF!N _—}:n. [ Salect ane)

Drabe: (MDD YY) | reouied]

Physician/APRMN/PA Rame: (ond)
Physician/ APRKNPA Phone Murmber Phyvsician/APRMNPA License &

Check everyone wha parficipated in discussion: [] Pafsent with decsion-making mapacity [ Legal Representatie [ Other

Section F
Signafure of
Patianf or Laga)
FRepresanfabve

Signature of Patient or Legal Representative

| am awane Tat Tis form is voluntary. | agree that adeguate information has been provided and significant ought has been given & lie-
prodonging measures. Treaiment preferences have been mpressed b the physician, physician assisiant, or advanosd pracice regisiered
nurse and this document reflects those treatment preferences. ¥ signad by @ iegal represeniahve, preisrenoss sxpressad must refect
panent's wisies as hest undersiood by ihe lagal represeniatve

Signature: {réguirsd)

| Relatianship: {wrie 5l & patief]

Print Mame:

Dale: (MMWDDYYYY) (regunred) Phane Number

Section G
Facifator (it
applcahle)

Facllitator Assisting with POST Form Completion (if applicable)

Print Narme | Drabe: {MWDOYY YY)

| Phaone Numiier

DHEC 4061 (023030)

FORM MUST ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED
S0OUTH CAROLINA DEPARTMEMNT OF HEALTH AND ENVIRONMENTAL CONTROL

A POST form is a designalsd decument designed for use as part of advance care planning. the use of which must be limited 1o silualions
wherne the palient has been dagnosed with a sandows liness or, based upon medical disgnosis, may be expecied bo lose capacily within
12 months and consists of a sel of medical orders signed by a palient's physician, APRM, or PA addressing key medical decisions
consislent with patient goals of care concaming trealment al the end of e thal is portable and valid across health cane sellings

A POST form axecubed in South Carclina as provided in the POST Act, or a similar farm exsculed in anather jurisdiction in compliance
with the |&ws of thal jusdiction, musl be deamed a valid expression of a palienls wishes as bo heallh care. A South Canlina health cane
pravider ar health care facility may acospl a propery executed POST form as a valid expression of whether the patient consents: io the
provison of health cane in accordance with Section 44-86-10, &1 seq. of the Sauth Carolina Adull Health Care Consant Act

The sffeclive dale of the form i the dale the POST form has been completed, sxsoubed, and signed by the Physician/APRNPA and the
palient ar the palient’s legal represantafive.

A copy, Bacsimile, or elecironic version of a completed POST form is considered 1o be lega

The execution of a POST form s always voluntary and is for a8 person with an advanced illness. The POST form records a
palient’s wishes for medical ireatment in the patient’s curment stabe of bealth. Preferred medical realment as stabed by the patient on the
POET form may be changed &l any lime by the patient or a designaled health care represeniative or health care agent of the pafent o
reflecl e palienl's new wishes in accordance with the POST Acl.

Any phiysician who i responssble for the creation and execulion of a POST form shall make reasonable efforts to perodicall y review and
updale the POST form with the patient as the patient's nesds dictale bul al |sast once per year

A patient's legal representafive is defined under the POST Acl lo mean a person with priorly 1o make health care decisions for patent
pursuan] 1o Seclion 44-68-10, &1 seg. of the Soulh Carclina Adull Heallh Care Consenl Ao,

An APRN may creale, execubs and sign a POST form il authornzad to do so by his or her practice agreemenl. The POST form must be
Tor a patient of the APRN, the physician with whom the APRN has enlered inlo a praclicos agresmenl, or both.

A PA may areabe, execuls, and sign a POST form il authorized 1o do so by his or her scope of pradice guidelines. The POST form must
b for & patient of thal PA, the PA's suparvising physician, or bath.

Revocation of POST Form

OHELC 4061 (022300)

A POST form may be revoked al ary lime by an oral or weitlen stalement by the patient or a palisnl’s legal represantative

A revocalion is only efective upon communicalion o the health cane provider or health care fadgility by the palient or the patienl's legal
represenbalive

The sxecution of a POST farm by a patient, of the patient's legal representalive, pursiuant ba the POST Adl, aulomaically revakes any
previously exsculed POST farm

A POST horm execubed pursuant o the POST Acl remains effective wnlil revoked or unlil & new POST fomrm s exsculed pursuant 1o he
POSET AcL

Maothing herein shall be construed as legal advice.

FORM MUST ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED
SOUTH CAROLINA DEPARTMENT OF HEALTH AND ENVIRONMEMNTAL CONTROL




A HEALTH CARE PROVIDER...
WHO IN GOOD FAITH COMPLIES WITH A POST FORM,
IS NOT SUBJECT TO CRIMINAL PROSECUTION, CIVIL LIABILITY OR

DISCIPLINARY PENALTY FOR COMPLYING WITH THE POST FORM

EXECUTED IN ACCORDANCE WITH THIS CHAPTER AND THE ADULT HEALTH CARE
CONSENT ACT.

PHYSICIAN ORDERS FOR SCOPE OF TREATMENT ACT
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. FIVE WISHES
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EIVE WISHES
MY WISH FOR:

0 THE PERSON | WANT TOMAKE CARE DECISIONS FOR ME'WHEN | CAN'T
@) THE KIND OF MEDICAL TREATMENT | NANT OR DON'T WANT

&) HOW COMFORTABLE | NANT TO BE
@ HOW | WANT PEOPLE TO TREAT ME

@ WHAT | WANT MY LOVED ONES TO KNOMW




\/x/ l S‘ l "l ] | understand that my Health Care Agent can make health care de isions for me.: Iwant myAsent so be able o do the
- X M following: Please cross out anything you don’t want your Age
The Person | Want To Make Health Care Decisions For Me 8y i BN l
. Aake choice o me abol medical care . . g
When | Can't Make Them For Myse'f' A O R U IECUICAL e *  See and approve release of my medical records

or services, like tests, medicine, or surgery

nt to do that is listed below.)

and personal files. If I need to sign my name to

{1am no longer able to make my own health care . My attending or treating doctor finds | am no This care or service could be to find out what my get any of these files, my Health Care Agent can
I decisions, this form names the person I choose to longer able to make health care choices, AND health problem is, or how (o treat it. It can also sign it for me '
make these choices for me. This person will be my o Another health care professional agrees thay include care to keep me alive. If the treatment or :

J B o <l ale i « care 1 nee
Health Care Agent (or other term that may be used in this is true. o e e Healih Caro Age | ht“L R A o
. Or to carry out 1 >
my state, such as proxy, representative, or surrogate). If my state has a different way of finding that I am not can keep it going or have it stopped carry out my wishes.
This person will make my health care choices if both able to make health care choices, then my state’s way « Interpret any instructions I have given in *  Authorize or refuse to authorize any medication
e i e should be f this form or given in other discussions, according or procedure needed to help with pain.
= R = =3 5 J = to my Health Care Agent’s understanc .

Fake any legal action needed to carry out my wishes.
- ishes and values.
The Person | Choose As My Health Care Agent Is: wishes and values _ i o
*  Donate useable organs or tissues of mine as
=S sy — B - *  Conscnt to admission to an assisted living facility,

allowed by law
First Choice Name Phone

hospital, hospice, or nursing home for me. My
. : - : ¢ Apply for Medicare, Medicaid. or other programs
mneay — Health Care Agent can hire any Kind of health PPy %

Address

. . . : or insurance benefits for me. My Health Care
care worker I may need to help me or take care of G
- : - s i ars e e . Agent can see my personal files, like bank
If this person is not able or willing to make these choices for me, OR is divorced or legally separated from me, me. My Agent may also fire a health care worker, ¢ Y
. . { 1y - 3 o, i
OR this person has dicd, then these people are my next choices: if needed. records, to find out what is needed to fill out
these forms

*  Make the decision to request, take away or not

Second Choice Name Third Choice Name : = *  Listed below are any changes, additions, or
give medical treatments, including artificially- Z
—— —— - : ; limitations on my Health Care Agent’s powers.
Address Address provided fooxd and water, and any other
I T 3 R treatments to keep me alive
City/State/Zip City/State/Zip
Phone Phone =

Picking The Right Person To Be Your Health Care Agent — et , S - .

| Choose someone who knows you very well, and follow your wishes. Your Health Care ‘ — = — _ — —_— —
cares about you, and who can make difficult Agent should be at least 18 years or older (in | Zme . 5 —— — Em—
’ decisions. A spouse or family member may Colorado, 21 years or older) and should not be: | o 5
! not be the best choice because they are too
cemotionally involved. Sometimes they are the *  Yourhealth carc provider, including the . .
ice. Y 7 ; -rator of a he sidential If | Change My Mind About Having A Health Care Agent, | Will
best choice. You know best. Choose someone owner or operator of a health or residents ‘ \'/
who is able to stand up for you so that your Or community care facility serving you. | ol Disst 1l copics of this part of the e  Write the word “Revoked" in large
. > >stroy all copie S pé
wishes are followed. Also, choose some / : i oIS AC] c ¢ of cach
\ ( choose someone who *  Anemployee or spouse of an employee of Five Widhiss OR letters across the name of cach agent
15 likely to be nearby so that they can help when : i ive Wishes form. 3 %
you need them, Wheth h your health care provider. ‘ whose authority I want to cancel.
VG . Whether you choose a spouse, Tall « b r doc
4 2 SR e pprte e v *  Tell someone, such as my doctor or Sl Y nar oot page:
family member, or friend as your Health Care *  Serving as an agent or proxy for 10 or : 1 or change g
‘ Agent, make sure you talk about these wishes more people unless he or she is your family, that I want to cancel or chang
and be sure that this person agrees 1o respect spouse or close relative. my Health Care Agent. OR
L J




N ISHELE 2,
My Wish For The Kind Of Medical Treatment
| Want Or Don’t Want.

' believe that my life is precious and I deserve to be treated with dignity. When the time comes that

I am very sick and am not able to speak for myself, I s the following wishes, and any other

directions I have given to my Health Care Agent, 1o be respected and followed
What You Should Keep In Mind As My Caregiver
» Idonotwant tobe in pain. I want my doctor to * I do not want anything done or omitted by my

give me enough medicine to relieve my pain, doctors or nurses with the intention of taking
even if that means that I will be drowsy or sleep my life.
more than I would otherwise. i

« | want to be offered tood and fluids by

mouth, and kept clean and warm.

What “Life-Support Treatment” Means To Me

Life-support treatment means any medical proce and anything clse meant to keep me alive

nure devices sclicrats OO e als 1 M 1 11

dure, device or medication to keep me alive If I wish to limit the meaning of life-support
ife r satme nelundec: . val 101

Life-support treatment includes: medical treatment because of my religious or personal

devices put in me to help me breathe; food and beliefs, I write this limitation in the space

water supplied by medical device (tube feeding); I do this 1o make very clear what I want and

cardiopulmonary resuscitation (CPR): major under what conditions

surgery; blood transfusions; dialysis; antibiotics:

In Case Of An Emergency — — =

If' you have a medical emergency and signed by a doctor. This form lets ambulance
ambulance personnel arrive, they may look personnel know that you don’t want them to use
10 see if you have a Do Not Resuscitate form life-support treatment when you are dying. Please
or bracelet. Many states require a person to check with your doctor to v.\’ if you n;'cd. to have [
have a Do Not Resuscitate form filled out and a Do Not Resuscitate form ﬁ”a‘('l out.

Here is the kind of medical treatment that I want or don’t want in the four situations listed below. | want my Health

7 r N 1L o\ 730" « rand other serlths o , / {
Care Agent, my family, my doctors and other health care providers, my friends and

Close to death:

If my doctor and another health care professional both
decide that I am likely to die within a short period of
time, and life-support treatment would only delay the

moment of my death (Choose one of the following)

«  I'want to have life-support treatment

1 Idonot want life-support treatment. If it has

been started, 1 want it stopped.

- I'want to have life-support treatment if my doctor

believes it could help. But I want my doctor to
stop giving me life-support treatment if it is not

helping my health condition or symptoms

In A Coma And Not Expected To
Wake Up Or Recover:

If my doctor and another health care professional both

decide that | am 1n 2 coma from which [ am not expected

to wake up or recover, and I have brain damage, and life
support treatment would only delay the moment of my

death (Choose one of the following):

- | want to have life-support treatment

J  1donot want life-support treatment. If it has
been started, I want it stopped.
J 1 want to have life-support treatment if my doctor

believes it could help. But I want my doctor to

stop giving me life-support treatment if it is not

helping my health condition or symploims.

il
1

others to know these directions

Permanent And Severe Brain Damage
And Not Expected To Recover:

If my doctor and another health care professional both
decide that | have permanent and severe brain damage,
(for example, I can open my eyes, but I can not speak
or understand) and I am not expected to get better, and
life-support treatment would only delay the moment of

my death (Choose one of the following):

- ['wantto have life-support treatment.

- I donot want life-support treatment. If it has

been started, [ want it stopped

IJ  Iwantto have life-support treatment if my doctor
believes it could help. But I want my doctor to
stop giving me life-support treatment if it is not

helping my health condition or Symptoms.

In Another Condition Under Which |
Do Not Wish To Be Kept Alive:

[f there is another condition under which I do not wish
to have life-support treatment, I describe it below. In
this condition, I believe that the costs and burdens of
life-support treatment are 100 much and not worth the
benefits to me. Therefore, in this condition, 1 do not want
life-support treatment. (For example, you may write
“end-stage condition.” That means that your health has
gotten worse. You are not able 1o take care of yourself in
any way, mentally or physically. Life-support treatment
will not help you recover. Please leave the space blank if

vou have no other condition to describe.)




WISH 5
My Wish For What | Want My Loved Ones To Know.

(Please cross out anything that you don’t agree with.)

; iri , 1 vishes. They are import
" ! Y he next three wishes deal with my personal, spiritual and emotional w ishes. The) / ant to
] ] 3 e ike people to do the thing
me. I want to be treated with dignity near the end of my fljt'. so [ would like peoy le the l/u/t..‘n\

' 5 . 1y fami; » doctors and other healt)
written in Wishes 3, 4, and 5 when they can be done. I understand that my family, my doctc er health

: o : oc or are not required by law to do these thing
care providers, my friends, and others may not be able to do these things or are not required Jng

; :
y : 5 ) A < Anrtore or other health care providers
I do not expect the following wishes to place new or added legal duties on my dociors or other health care providers,

[ also do not expect these wishes to excuse niy doctor or other health care providers from giving me the proper care

asked for by law.

WASELES
My Wish For How Comfortable | Want To Be.

(Please cross out anything that you don’t agree with.)

I do not want to be in pain. I want my doctor o [ wish to be massaged with warm oils as often

to give me enough medicine to relieve my pain, as I can be.
:ven if that means I will be drowsy or slee . . : .
A : LS ronsy o sietp o | wish to have my favorite music played when
more than I would otherwise. . - .

: possible until my time of death.

[ wish to have my family and friends
know that I love them.

I wish to be forgiven for the times I have
hurt my family, friends, and others.

[ wish to have my family, friends and
others know that I forgive them for when
they may have hurt me in my life.

[ wish for my family and friends to know

that I do not fear death itself. I think it is not

the end, but a new beginning for me.

I wish for all of my family members to

[ wish for my family and friends and
caregivers to respect my wishes even if
they don’t agree with them.

[ wish for my family and friends to look
at my dying as a time of personal growth
for everyone, including me. This will help
me live a meaningful life in my final days.
I wish for my family and friends to get
counseling if they have trouble with my
death. I want memories of my life to give

them joy and not sorrow.

* IfIshow signs of depression, nausea, shortness e Iwish to have personal care like shaving, nail make peace with each other before my After my death, I would like my body to
- e Y hnemiage . oy ) O ¢ Y ~ PSR TS be (circle one): buried or cremated.
of breath, or hallucinations, I want my care clipping, hair brushing, and teeth brushing, as death, if they can.
givers to do whateve >y ¢an to he < p . s hof P o - / / >mains 2 I
ges 100 whateveriticy Can to iclpmie. long as they do not cause me pain or discomfort I wish for my family and friends to think My body or remains should be put in the
3 . : wing locati S
* 1 wish to have a cool moist cloth put on my e A T T ey o e P ] about what I was like before I became follogungiocations SR
ave religious readings ¢ e o= : ?
head if I have a fever. seriously ill. I want them to remember me The following person knows my funeral
loved poems read aloud when I am near death. TSR R -
* | want my lips and mouth kept moist to in this wayaftermy death. Vishes: 3
; : gk » Iwish to know about options for hospice care to
Stop dryness. . . -
g rovide medical, emotional iritual care for - e A /i ae
: A _ I e medical, emotional and spiritual carc If anyone asks how I want to be remembered, please say the following about me:
* | wish to have warm baths often. I wish to be me and my loved ones,
kept fresh and clean at all times. ¥ = :
WISH 4 BN T : — 2
SH 4 il - A,
My Wish For How | Want PeOpIe To Treat Me. If there is to be a memorial service for me, I wish for this service to include the following
(Please cross out anything that you don’t agree wi (list music, songs, readings or other specific requests that you have):
) ) gree with.) £ &
* I wish to have people with me when possible. * Iwish to be cared for with kindness and _— e
I want someone to be with me when it seems cheerfulness, and not sadness. ¥ K ; z = =
that death may come at any time. . ; : R F '
: * I'wish to have pictures of my loved ones in
* I wishto have my hand held and to be talked my room, near my bed (Please use the space below for any other wishes. For example, you may want to donate any or all parts of your
o i ¥ 2 : i R L AAIVE TNE: ial o ibutions. Please attach +
to when possible, even if I don’t scem to ¢ body when you die. You may also wish to designate charity to receive memorial contributions. Please attach a
e T S R * IfTam not able to control my bowel or b f if oed space.)
> . : e separate sheet of paper if you need more space.
bladder functions, I wish for my clothes and P PADSLLLY.
- 118 av e Y AR A . Z s =
1 wish 1o have others by my side praying for bed linens to be Kept clean, and for them to
me when sible. o)
¢n possible be changed as soon as they can be if they
*  Dwish to have the members of my faith have been soiled. =
community told that I am sick and asked to .

I want to die in my home, if that can

pray for me and visit me. be done
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