
HIPAA PERMITS DISCLOSURE OF POST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

A
Check One

CARDIOPULMONARY RESUSCITATION (CPR):  Person has no pulse and is not breathing.  

Do N R

B
Check One

MEDICAL INTERVENTIONS:  Person has pulse and is breathing.
Comfort Measures  Treat with dignity and respect.  Keep clean, warm, and dry.  

Do not transfer to hospital for life-sustaining treatment.  
Transfer only
Treatment Plan: Maximize comfort through symptom management.

C
Check One
Box Only 
in Each 
Column

MEDICALLY ADMINISTERED FLUIDS AND NUTRITION:  

 (provide other measures to assure comfort)

D
Discussed with:

Health care surrogate Spouse
Court-appointed guardian Parent of Minor Other: (Specify)

MD/DO/APRN/PA Name (Print Full Name) MD/DO/APRN/PA Phone Number

MD/DO/APRN/PA Signature (Mandatory) Date and Time

FORM SHALL  ACCOMPANY PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED
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When not in cardiopulmonary arrest,
follow orders in B, C, and D.

No feeding tube

Feeding tube long-term

(Mandatory) Date

Signature of MD/DO/APRN/PA

INITIAL BOX 

or, if these wishes are unknown or not reasonably ascertainable, my best interests.
INITIAL BOX if you agree to have your POST form, do not resuscitate card, living will and medical Registry Opt-In

Last Name First Middle

Mailing Address

Date of Birth (mm/dd/yyyy)

City/State/Zip

Last 4 SSN

M_____________/________/________________ F

Transfer to hospital if indicated.  Avoid intensive care unit.

indicated.  Transfer to hospital if indicated.  Include intensive care unit.

REVISE ADVANCE DIRECTIVES AS NEEDED
FOR CONSISTENCY WITH POST ORDERS.

SAM
PLE



E
Court-appointed Guardian

NO
NO
NO
NO

YES 
YES 
YES 
YES 

HIPAA PERMITS DISCLOSURE OF POST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

FORM SHALL  ACCOMPANY PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED
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Signature of Person Preparing Form Preparer Name (Print) Date Prepared

Review of POST Form
T

completed. FAX voided form and newly 

Name Address Phone

Person Preparing Form

and adjust the lightness/darkness to contrast depending on your machine so that the form is readable prior to FAXing to the 

877-209-8086.  If you are using POST forms that were printed prior to 2010 and wish to submit them to the Registry, please

Review of this POST Form

Date of Review Reviewer MD/DO/APRN/PA Signature
F

No Change
FORM VOIDED, new form completed
FORM VOIDED, no new form
No Change
FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change
FORM VOIDED, new form completed
FORM VOIDED, no new form
No Change
FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change
FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change
FORM VOIDED, new form completed
FORM VOIDED, no new form

Last Name First Middle
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SAMPLE


