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(Place substance of rules and other info here. Statutory authorily must be given for each rule change. For
information on formatting rules go to http:/state.tn.us/sos/rules/1360/1360.htm)

Amendments
Rufes 1200-08-01-.15 Appendix |, 1200-08-02-.14 Appendix, 1200-08-6-.16 Appendix [, 1200-08-10-.15
Appendix 1, 1200-08-11-.14 Appendix I, 1200-08-15-.15 Appendix |, 1200-08-24-.14 Appendix [, 1200-08-25-
A7 Appendix, 1200-08-26-.15 Appendix |, 1200-08-27-.15 Appendix [, 1200-08-28-.15 Appendix [, 1200-08-

32-.15 Appendix 1, 1200-08-34-.15 Appendix |, 1200-08-36-.18 Appendix | are amended by deleting the rules in
their entirety and substituting the following forms, so that as amended, the new rules shall read as follows:

Appendix |

(1) Physician Orders for Scope of Treatment (POST) Form

(This space intentionally left blank)
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A COPY OF THIS FORM SHALL ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED

Physician Orders for Scope of Treatment (POST)

This is a Physician Order Sheet based on the medical conditions and
wishes of the person identified at right (‘patient”). Any section not
completed indicates full treatment for that section. When need occurs, first
follow these orders, then contact physician,

Patient's Last Name

First NameMiddle Initial

Date of Birth

| CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and/for is not breathing.

[ Resuscitate (CPR) [ Do Not Attempt Resuscitation {(DNR/ no CPR} (Allow Natural Death)
When not in cardiopulmonary arrest, follow orders in B, C, and D.

1 g

4 O Fult Treatment.

MEDICAL INTERVENTIONS. Patient has pulse and/or is breathing.

(3 comfort Measures, Treat with dignity and respect. Keep clean, warm, and dry. Use medication by any
route, positioning, wound care and other measures to relieve pain and suffering. Use oxygen, suction and
manual treatment of airway obstruction as needed for comfort. Do not transfer to hospital for life-
sustaining treatment. Transfer only If comfort needs cannot be met in current location.

Limited Additional Interventions. Includes care described above. Use medical treatment, IV fluids and
cardiac monltoring as Indicated. Do not use intubation, advanced airway interventions, or mechanical
ventilation.

Transfer to hospital if indicated. Avoid intensive care.

includes care above. Use intubalion, advanced airway interventions mechanical
ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.

Other Instructions:

{ ANTIBIOTICS — Treatment for hew medical conditions:

1 O No Antibiotics
1 [ Antibiotics

Other Instructions:

MEDICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fluids & nutrition must be offered if medically

1 [J IV fluids for a defined trial period
1 LI IV fluids long-term if indicated
it Other Instructions:

feasible.
[1 No 1V fiuids (provide other measures to assure comfort) [0 No feeding tube
[l Feeding tube for a defined trial period

[J Feeding tube long-term

| Discussed with: The Basis for These Orders [s: (Must be completed)

| [ Health care agent

{ [ Health care surrogate

[ Patient/Resident [T Patient’s preferences
[] Patient's best interest (patient lacks capacity or preferences unknown)
L1 Medical indications

] (Other)

L1 Court-appointed guardian

(1 Parent of minor

[ Other: (Specify)

Physician Name

Date Physician Phone Number

Physician Signature {Mandatory)

‘pref

references. as g

Name {print) Signature Relationship {write “self’ if patient)
Surrogate Relationship Phone Number
Health Care Professional | Preparer Title Phone Number Date Prepared
Preparing Form

$5-7039 (October 2011)
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HIPAA PERMITS DISCLOSURE OF POST TO OTHER HEALTH CARE PROFESSIONALS AS NECESSARY

Directions for Health Care Professionals

Completing POST

Must be completed by a heaith care professional based on patient preferences, patient best interesi, and medical
indications.

POST must be signed by a physician to be valid. Verbal orders are acceptable with follow-up signature by physician in
accorda;ce with facility/community policy,

Photocopies/faxes of signed POST forms are legal and valid.

Using POST

Any incomplete section of POST implies full treatment for that section,

No defibrillator (including AEDs) should be used on a person who has chosen “Do Not Attempt Resuscitation”,

Oral fluids and nulrition must atways be offered if medically feasible.

When comfort cannot be achieved in the current setling, the person, Including someone with "Comfort Measures Only”,
shiould be transferred to a setting able to provide comfort (e.g., treatment of a hip fracture).

IV medication to enhance comfort may be appropriate for a person who has chosen “Comfort Measures Only”.

Treatment of dehydration is a measure which prolongs life. A person who desires IV fiuids should indicate “Limited
interventions” or “Full Treatment”,

A person with capacity, or the surrogate of a person without capacity, can request alternative treatment.

Reviewing POST

This POST should be reviewed if:

(1) The patient is transferred from cone care setting or care level to another, or
(2) There is a substantial change in the patient’s health status, or

(3) The patient's treatment preferences change.

Draw line through sections A through E and write *VOID” in large letters if POST is replaced or becomes invalid.

" COPY OF FORM SHALL ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED.

(2} Advance Care Plan Form

$8-7039 (October 2011) 6 RDA 1693




ADVANCE CARE PLAN
(Tennessee)

1, , herehy give these advance instructions on how | want {0 he treated
by my doctors and other health care prowders when | can no longer make those treatment decisions myseif.

-Agent: | want the following person to make health care decisions for me. This includes any health care decision |

could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #: Relation:

Address:

Alternate Agent: If the person named above is unable or unwilling to make heaith care decisions for me, |
appoint as alternate the following person to make health care decisions for me. This includes any health care

decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #: Retation:

Address:

My agent is also my personal representative for purposes of federal and state privacy laws, including HIPAA.

When Effective (mark one): 01 give my agent permission to make health care decisions for me at any time, even
if [ have capacity to make decisions for myself. O | do not give such permission (this form applies only when | no

longer have capacity).

Quality of Life: By marking "yes” below, | have indicated conditions | would be willing to five with if given
adequate comfort care and pain management. By marking “no” below, | have indicated conditions | would not be

willing to live with (that to me would create an unacceptable quality of life).

Yes No | chance of ever waking up from the coma.

I} E1 | Permanent Unconscious Condition: | become totally unaware of people or surroundings with little

Yes No | recognize loved ones or cannot have a clear conversation with them.

O R Permanent Confusion: | become unable to remember, understand, or make decisions. | do not

other restorative treatment will not help.

O [1 | Dependent in all Activities of Daily Living: | am no longer able to talk or communicate clearly or
Yes No | move by myself. | depend on others for feeding, bathing, dressing, and walking. Rehabilitation or any

suffocation.

O [0 | End-Stage llinesses: | have an iliness that has reached its final stages in spite of full freatment.
Yes No | Examples: Widespread cancer that no longer responds to treatment; chronic and/or damaged heart
and lungs, where oxygen is needed most of the time and activities are limited due to the feeling of

Treatment: If my quality of life becomes unacceptable to me (as indicated by one or more of the conditions
marked “no” above) and my condition is irreversible (that is, it will not improve), | direct that medically appropriate
treatment be provided as follows. By marking "yes” below, I have indicated treatment | want. By marking “no”

below, | have indicated treatment | do not want.

O O | CPR (Cardiopulmonary Resuscitation}: To make the heart beat again and restore breathing after it
Yes No | has stopped. Usually this involves electric shock, chest compressions, and breathing assistance.

] 3 | Life Support/ Other Artificial Support: Continuous use of breathing machine, [V fiuids, medications,
Yes No | and other equipment that helps the lungs, heart, kidneys, and other organs to continue to work.

Yes No | new condition but will not help the main illness.

| O | Treatment of New Conditions: Use of surgery, blood transfusions, or antibiotics that will deal with a

Yes No | fluids into a vein, which would include artificially delivered nutrition and hydration.

(M| O | Tube feeding/lV fluids: Use of tubes to deliver food and water to a patient’s stomach or use of IV

Please sign on page 2

§8-7039 (Cctober 2011) 7 RDA 1693
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Other instructions, such as burial arrangements, hospice care, etc.:

(Attach additional pages if necessary)

Organ donation: Upon my death, | wish to make the following anatomical gift (mark one):

[ Any organftissue [ My entire body [ Only the following organs/tissues:

O No organitissue donation.

SIGNATURE

Your signature must either be witnessed by two competent adults or notarized. If witnessed, neither witness may
be the person you appointed as your agent or alternate, and at least one of the witnesses must be someone who is
not related to you or entitled to any part of your estate.

Signature: Date:
(Patient)

Witnesses:

1. 1 am a competent aduit who is not named as the agent or

alternate. | witnessed the patient's signature on this form. Signature of witness number 1

2. | am a competent adult who is not named as the agent or
alternate. | am not related to the patient by blood,

marriage, or adoption and [ would not be entitled to any Signature of witness number 2
portion of the patient's estate upon his or her death under

any existing will or codicil or by operation of law. |

witnessed the patient’s signature on this form.

This document may be notarized instead of witnessed:

STATE OF TENNESSEE
COUNTY OF

I am a Notary Public in and for the State and County named above. The person who signed this instrument is
personally known to me (or proved to me on the basis of satisfactory evidence) to be the person who signed as the
“patient.” The patient personally appeared before me and signed above or acknowledged the signature above as
his or her own. { dectare under penalty of perjury that the patient appears to be of sound mind and under no duress,
fraud, or undue influence.

My commission expires;

Signature of Notary Public
WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy to your physician(s)

Keep a copy in your personal files where it is accessible to others
Tell your closest relatives and friends what is in the document
Provide a copy to the person(s) you named as your health care agent

Page 2 of 2

Authority. T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
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New Rule

Chapter 1200-08-35
Standards for Outpatient Diagnostic Centers

Chapter 1200-08-35 is amended by adding new rule 1200-08-35-.15 Appendix | to read as follows:

(1) Physician Orders for Scope of Treatment (POST) Form

{This space intentionally left blank)
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A COPY OF THIS FORM SHALL ACCOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED

Physician Orders for Scope of Treatment (POST) Patient's Last Name

This is a Physician Order Sheet based on the medical conditions and | . —
wishes of the person identified at right (patient’). Any section not | First Name/Middle Initial
completed indicates full treatment for that section. When need occurs, first
follow these orders, then contact physician. Date of Birth

| CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse andlor is not breathing.

1 Resuscitate (CPR) [] Do Not Attempt Resuscitation (DNR/ no CPR) (Allow Natural Death)
When not in cardiopulmonary arrest, follow orders in B, C, and D.

MEDICAL INTERVENTIONS. Patient has pulse and/or is breathing.

[} Comfort Measures. Treal with dignity and respect. Keep clean, warm, and dry. Use medication by any
route, positioning, wound care and other measures to refieve pain and suffering. Use oxygen, suction and
manual treatment of airway obstruction as needed for comfort. Do not transfer to hospital for life-
sustaining treatment. Transfer only if comfort needs cannot be met in current location.

O Limited Additional Interventions. Includes care described above. Use medical treatment, 1V fluids and
cardiac monitoring as indicated. De not use intubation, advanced airway interventions, or mechanical
ventilation.

Transfer to hospital if indicated. Avoid intensive care.

[0 Full Treatment. Includes care above. Use infubation, advanced airway interventions mechanical
ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.

Other Instruclions:
| ANTIBIOTICS - Treatment for new medical conditions:

ne:l [1 No Antibiotics
4 O Antibiotics Other Instructions:

MEDICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fluids & nutrition must be offered if medically
feasible.

{1 No IV fluids (provide other measures to assure comfort) L1 No feading tube

[T WV fluids for a defined trial period [1 Feeding tube for a defined trial period
L1 v fluids long-term if indicated 0O Feeding tube long-term

Other instructions:

Discussed with: The Basis for These Orders Is: (Must be completed) .

['] Patient/Resident (] Patient’s preferences

(] Health care agent [ Patient's best interest (patient lacks capacity or preferences unknown)
L1 Court-appointed guardian {J Medical indications

[1 Health care surrogate 1 (Other)

Physician Name Physician Signature (Mandatory) Date Physician Phone Number

Name (print) Signature Relationship (write “self’ if patient)
Surrogate Relationship Phone Number

Health Care Professional | Preparer Title Phone Number Date Prepared
Preparing Form

§8-7037 (October 2011) ‘ 10 RDA 1693



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

Directions for Health Care Professionals

Completing POST

Must be completed by a health care professional based on patient preferences, patient best interest, and medical
indications.

POST must be signed by a physician to be valid. Verbal orders are acceptable with follow-up signature by physician in
accordance with facility/community policy.

Photocopies/faxes of signed POST forms are legal and valid.

Using POST
Any incomplete section of POST implies full treatment for that section.
No defibrillator {including AEDs} should be used on a person who has chosen “Do Not Attempt Resuscitation®,

Oral fluids and nutrition must always be offered if medically feasible,

When comfort cannot be achieved in the current setting, the person, including someone with "Comfort Measures Only”,
should be transferred to a sefting able to provide comfort {e.g., treatment of a hip fracture).

IV medication lo enhance comfort may be appropriate for a person who has chosen “Comfort Measures Only”,

Treatment of dehydration is a measure which prolongs life. A person who desires 1V fluids should indicate “Limited
Interventions” or "Fuli Treatment”.

A person with capacity, or the surrogate of a person without capacity, can request alternative treatment.

Reviewing POST

This POST should be reviewed if:

{1) The patient is transferred from one care selling or care level to another, or
(2) There is a substantiat change in the patienf's health status, or

{3) The patient's freatment preferences change.

Draw line through sections A thraugh E and write “VOID" in large letters if POST is replaced or becomas invalid.

“7 . COPY OF FORM SHALL ACGOMPANY PATIENT WHEN TRANSFERRED OR DISCHARGED.

(2) Advance Care Pian Form

88-7037 (October 2011) 11 RDA 1693



ADVANCE CARE PLAN
(Tennessee)

1, . hereby give these advance instructions on how | want to be treated
by my doctors and other health care providers when | can no longer make those treatment decisions myself.

Agent: | want the following person to make health care decisions for me. This includes any health care decision |
could have made for myself if able, except that my agent must follow my instructions helow:

Name: Phone #: Relation:
Address:

Alternate Agent: If the person named above is unable or unwilling to make health care decisions for me, |
appoint as alternate the following person to make health care decisions for me. This includes any heaith care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #: Relation:
Address:

My agent is also my personal representative for purposes of federal and state privacy laws, including HIPAA.

When Effective (mark one): O | give my agent permission to make health care decisions for me at any time, even
if | have capacity to make decisions for myself. £ | do not give such permission (this form applies only when | no
longer have capacity).

Quality of Life: By marking "yes” below, | have indicated conditions | would be willing to live with if given
adequate comfort care and pain management. By marking “no” below, | have indicated conditions | would not be
willing to live with (that to me would create an unacceptable quality of life).

O (| Permanent Unconscious Condition: | become totally unaware of people or surroundings with little
Yes No | chance of ever waking up from the coma.
O M Permanent Confusion: | become unable to remember, understand, or make decisions. [ do not

Yes No | recognize loved onhes or cannot have a clear conversation with them.

i [1 | Dependent in all Activities of Daily Living: | am no longer able to talk or communicate clearly or

Yes No | move by myself. | depend on others for feeding, bathing, dressing, and walking. Rehabifitation or any
other restorative treatment will not help.

(I} I End-Stage llinesses: | have an illness that has reached its final stages in spite of full treatment.
Yes No | Examples: Widespread cancer that no longer responds to treatment; chronic andfor damaged heart
and lungs, where oxygen is needed most of the time and activities are fimited due to the feeling of

suffocation. '

Treatment: If my quality of life becomes unacceptable to me (as indicated by one or more of the conditions
marked “no” above) and my condition is irreversible (that is, it will not improve), 1 direct that medically appropriate
treatment be provided as follows. By marking “yes” below, [ have indicated treatment [ want. By marking “no”
below, | have indicated treatment 1 do not want.

O O CPR (Cardiopulmonary Resuscitation): To make the heart beat again and restore breathing after it

Yes No | has stopped. Usually this involves electric shock, chest compressions, and breathing assistance.

O a Life Support / Other Artificial Support: Continuous use of breathing machine, IV fluids, medications,
Yes No | and other equipment that helps the lungs, heart, kidneys, and other organs to continue to work.

W O Treatment of New Conditions: Use of surgery, blood transfusions, or antibiotics that will deal with a
Yes No | new condition but will not help the main illness.
| [d | Jube feeding/lV fluids: Use of tubes to deliver food and water to a patient's stomach or use of IV
Yes No | fluids into a vein, which would include artificially delivered nutrition and hydration. .
Please sign on page 2 Page 1 of 2
$8-7037 {October 2011) RDA 1693
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Other instructions, such as burial arrangements, hospice care, stc.:

(Attach additional pages if necessary)

Organ donation: Upon my death, [ wish to make the following anatomical gift (mark one):

[ Any organftissue I My entire body [] Only the following organsftissues:

[0 No organitissue donation.

SIGNATURE

Your signature must either be witnessed by two competent adults or notarized. If witnessed, neither withess may
be the person you appointed as your agent or alternate, and at least one of the witnesses must be someone who is
not related to you or entitled to any part of your estate.

Signature: ' Date:
{Patient)

Witnesses;

1. I am a competent adult who is not hamed as the agent or

alternate. | witnessed the patient's signature on this form. Signature of witness number 1

2. | am a competent aduit who is not named as the agent or

alternate. 1 am not related to the patient by blood, ; _
marriage, or adoption and | would not be entitied to any ~ Signature of witness number 2
portion of the patient's estate upon his or her death under

any existing will or codicil or by operation of law. |

witnessed the patient's signature on this form.

This document may be notarized instead of withessed:

STATE OF TENNESSEE
COUNTY OF

I am a Notary Public in and for the State and County named above. The person who signed this instrument is
personally known to me (or proved to me on the hasis of satisfactory evidence) to be the person who signed as the
“patient.” The patient personally appeared before me and signed above or acknowledged the signature above as
his or her own. { declare under penaity of perjury that the patient appears to be of sound mind and under no duress,
fraud, or undue influence.

My commission expires:

Signhature of Notary Public

WHAT TO DO WiTH THIS ADVANCE DIRECTIVE

s Provide a copy to your physician(s)

* Keep a copy in your personal files where it is accessible to others

¢ Tell your closest relatives and friends what is in the document

¢ Provide a copy to the person(s) you named as your heaith care agent

Page 2 0of 2
Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
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* If a roli-call vote was necessary, the vote by the Agency on these rulemaking hearing rules was as follows:

Board Member Aye No Abstain Absent Signature
(if required)

Larry Arnold, MD X

Sylvia Burton

Paula Collier

Betsy Cummins

FAX| K| X

Alex Gaddy

Robert Gordon X

Jennifer Gordon- X
Maloney, DDS

Luke Gregory X

Janice Hifl

Roy King, MD

Jeff Lawrence, MD

Carissa Lynch

Annette Marlar

John Marshall

Jim Shulman

D XXX

James Weatherington

| certify that this is an accurate and complete copy of rulemaking hearing rules, lawfully promulgated and adopted
by the Board for Licensing Health Care Facilities on 05/02/2012, and is in compliance with the provisions of
T.C.A § 4-5-222.

[ further certify the following:

Notice of Rulemaking Hearing filed with the Department of State on: 03/09/12
Rulemaking Hearing(s) Conducted on: {add more dates). 05/02/12
Date; 9% ﬁ/,, 0:2‘,@}/2*
Signature: J g
“‘mmmm;;’,% 7 P
SV LOOORE L Name of Officer: _Diona E. Layden /
‘3“ $1a, % Assistant General Counsel *
3 O‘*’F e Title of Officer: _Department ©f Health
fgﬁf £ .:% gé

flf

%&; f?‘ég ;gy !".Sai‘bs bed and sworn to before me on: /3 ;'// F3e
4y o éé\}ﬁx\\& Notary Public Signature: A &

My commission expires on: _/t /3/, 5"

All rulemaking hearing rules provided for herein have been examined by the Attorney General and Reporter of the
State of Tennessee and are approved as to legality pursuant to the provisions of the Administrative Procedures
Act, Tennessee Code Annotated, Title 4, Chapter 5.

7 Rokgrt E. Cooper, Jr.
Attorney General and Reporter
-23-1 2
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Public Hearing Comments

One copy of a document containing responses fo comments made at the public hearing must accompany the
filing pursuant to T.C.A. § 4-5-222. Agencies shall include only their responses to public hearing comments,
which can be summarized. No letters of inquiry from parties questioning the rule will be accepted. When no
comments are received at the public hearing, the agency need only draft a memorandum stating such and include
it with the Rulemaking Hearing Rule filing. Minutes of the meeting will not be accepted. Transcripts are not
_acceptable.

Chris Puri spoke representing the Tennessee Health Care Association and stated the association supported the
changes in the forms. Mr. Puri further stated that nursing homes, especially skilled nursing facilities certified by
Medicare and Medicaid have tension in the survey process regarding advance directive forms. It was requested
that the Board make a statement during the rulemaking stating the intent is to embrace the use of universal
advance directives and increase the use of advance directive forms and ensure it is clear there may be
inadvertent use of prior forms and this will not result in facility non-compliance,

The Board chose not fo make a formatl statement during the rulemaking.

§8-7037 (October 2011) ® RDA 1693



Regulatory Flexibility Addendum
Pursuant to T.C.A. §§ 4-5-401 through 4-5-404, prior to initiating the rule making process as described in T.C.A.
§ 4-5-202(a)(3) and T.C.A. § 4-5-202(a), all agencies shall conduct a review of whether a proposed rule or rule
affects small businesses.
(If applicable, insert Regulatory Flexibility Addendum here)
Regulatory Flexibility Analysis
(1) The proposed revisions to the forms do not overlap, duplicate, or conflict with other federal, state, or local
government rutes.

(2) The proposed revisions to the forms exhibit clarity, conciseness, and lack of ambiguity.

(3) The proposed revisions to the forms give consideration to compliance and reporting requirements for
small businesses.

{4) There are no schedules or deadlines associated with the probosed revisions to the forms.

(5) The proposed revisions to the forms give consideration to compliance and reporting requirements for
small businesses.

(8) The performance standards required in the proposed revisions to the forms are basic and do not
necessitate the establishment of design or operational standards.

(7) There are no unnecessary entry barriers or other effects in the proposed revisions to the forms that would
stifle entrepreneurial activity or curb innovation.

$8-7037 (October 2011) 17 RDA 1693



STATEMENT OF ECONOMIC IMPACT TO SMALL BUSINESSES

1. Types of smail businesses that will be directly affected by the proposed rules:
Assisted-Care Living Facilities; Ambulatory Surgical Treatment Centers; Hospitals; Home Care Organizations
Providing Home Health Services; Nursing Homes; HIV Supportive Living Centers; Homes for the Aged; Home
Care Organizations Providing Professional Support Services; End Stage Renal Dialysis Clinics; Home Care
Organizations Providing Hospice Services; Prescribed Child Care Centers; Residential Hospices; Birthing
Centers; and Adult Care Homes,

2. Types of small businesses that will bear the cost of the proposed rules:
The proposed revisions to the forms should not result in a cost to small businesses.

3. Types of small businesses that will directly benefit from the proposed rules:
Unknown,

4. Description of how small business will be adversely impacted by the proposed rules:

Small businesses should not be adversely impacted by the proposed revisions to the rules.

5. Alternatives to the proposed rule that will accomplish the same objectives but are less burdensome,
and why they are not heing proposed:

The proposed revisions to the forms should not cause a burden to any small business.
6. Comparison with Federal and State Counterparts:

Unknown.
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impact on Local Governments

Pursuant to T.C.A. §§ 4-5-220 and 4-5-228 “any rule proposed to be promuigated shall state in a simple
declarative sentence, without additional comments on the merits of the policy of the rules or regulation, whether
the rufe or regulation may have a projected impact on local governmenis.” (See Public Chapter Number 1070
(hitp://state.tn.us/sosfacts/106/pub/pc1070.pdf) of the 2010 Session of the General Assembly)

These rule amendments and new rule are not expected to have an impact on local governments.
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Additional Information Required by Joint Government Operations Committee
All agencies, upon filing a rule, must also submit the following pursuant to T.C.A. § 4-5-226(i)(1).

(A) A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by
such rule;

The Physician Orders for Scope of Treatment (POST) form, a universal do not resuscitate order, and the
Advance Care Plan form, an advance directive, are being amended. The forms are attached as an appendix to
the rules for the various facility/entity types. With respect to the POST form, the form has been reformatted so
that the signature lines are now on the first page of the form. With respect to the Advance Care Plan form,
clarifying language has been added to the form to make the form more user-friendly and to clearly and
accurately record the individual's healthcare wishes.

(B) A citation to and brief description of any federal law or regulation or any state law or regulation mandating
promulgation of such rule or establishing guidelines relevant thereto;

The applicable law is contained in T.C.A. § 68-11-209 (Rules and regulations governing operation — Adoption by
board); T.C.A. § 68-11-224(i)(1) (Withholding of resuscitative services — Regulations); and T.C.A. § 68-11-1805
(Model! forms — Rules and regulations).

(C) Identification of persons, organizations, corporations or governmental entities most directly affected by this
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or
rejection of this rule; '

The persons, organizations, corporations, and entities affected by these forms will be those who execute end of
life directives and/or who assist individuals execute end of life directives. No one has urged rejection of the
amendments to the forms.

(D) ldentification of any opinions of the attorney general and reporter or any judicial ruling that directly relates to
the rule;

Tenn. Op. Atly. Gen. No. 05-093, 2005 WL 1839873 {Tenn.A.G.) — Authority Under the Tennessee Health Care
Decisions Act

(E} An estimate of the probable increase or decrease in state and local government revenues and expenditures,
if any, resulting from the promulgation of this rule, and assumptions and reasoning upon which the estimate
is based. An agency shall not state that the fiscal impact is minimal if the fiscal impact is more than two
percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), whichever is less;

| The amendments to the forms should result in neither a positive nor a negative fiscal impact. |

{F) ldentification of the appropriate agency representative or representatives, possessing substantial knowledge
and understanding of the rule;

I, as well as Vincent Davis, Director of the Division of Health Care Facilities, possess substantial knowledge and
understanding of the ruie.

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a
scheduled meeting of the commiliees;

, as well as Vincent Davis, Director of the Division of Health Care Facilities, will explain the rules at a scheduled
meeting of the Government Operation Committee.

(H) Office address, telephone number, and email address of the agency representative or representatives who
will explain the rule at a scheduled meeting of the committees; and

Diona E. Layden, Assistant General Counsel, Tennessee Department of Heaith, 220 Athens Way, Suite 210,
Nashvilie, TN 37243, (615) 741-1611, Diona.Layden@tn.qov ; Vincent Davis, Director, Health Care Facilities,

88-7037 (October 2011) 20 RDA 1693



227 French Landing Drive, Suite 501, Nashville, TN 37243, (615) 741-7221, Vincent. Davis@tn.gov

(1}  Any additional information relevant to the rule proposed for continuation that the committee requests.

{ 1 will provide any additional information requested by the Government Operations Committee.
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" S8TANDARDS FOR HOSPITALS CHAPTER 1200-08-01

{Rule 1200-08-01-.14, continued)

Authority:

deferral of elective admission patients and also for the early transfer or discharge
of some current patients if it appears that the number of casualties will exceed
available staffed beds.

Copies of the plan(s), either complete or outlines, including specific emergency
telephone numbers related to that type of disaster, shall be available to staff who
would be assigned non-routine duties during these types of emergencies.
Familiarization information shall be included in employee orientation sessions and
more detailed instruction must be included in continuing education programs.
Records of orientation and education must be maintained for at least three (3)
years.

At least one drill shall be conducted each year for the purpose of educaling staff,
resource determination, and communications with other facilities and community
agencies. Records which document and evaluate these drills must be
maintained for at ieast three (3) years.

As soon as possible, actual community emergency situations that result in the
treatment of more than twenty (20) patients, or fifteen percent (15%) of the
licensed bed capacity, whichever is less, must be documented. Actual situations
that had education and training value may be substituted for a drill. This includes
documented actual plan activation during community emergencies, even if no
patients are received.

(c) Emergency Planning with Local Government Authorities.

1.

All hospitals shall establish and maintain communications with the county
Emergency Management Agency. This includes the provision of the information
and procedures that are needed for the local comprehensive emergency plan.
The facility shall cooperate, to the extent possible, in area disaster drills and local
emergency situations.

Each hospital must rehearse both the Physical Facilty and Community
Emergency plan as required in these regutations, even if the local Emergency
Management Agency is unable to participate.

A file of documents demonstrating communications and cooperation with the
iocal agency must be maintained.

I.C.A. §§4-5-202, 68-11-202, 68-11-204, 68-11-206, 68-11-209, and 68-11-216.
Administrative History: Original rule filed March 18, 2000; effective May 30, 2000.

1200-08-01-.15 APPENDIX |
¢—Physisian-Orders for-Scops-of Treatment{(POST) Form

TFhis-le-aPhysiglan Order Shest based on the madical
condilions-and-wishes of the-parson-identifiod af ight
Fpatisall-Any seclionhot comsloted ndicates full DaleoiEinn
treatment-forthat section.-When nesd scours, first follow s
these-ordots thencortact physician.

Palient's Last bams

Firsi-Namea/Middia-inilial
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" STANDARDS FOR HOSPITALS CHAPTER 1200-08-01

{Rule 1200-08-01-.15, continued)
CARRIOPULMONARY RESUSCITATION (CPRY:—Palisrt has o pulss sndloris not breathing.

[ Baosiemitnts fovmes D Mot A
[ ) L ey ~ A A A

b Devesimmibnia (PVRIEDInm EITSY
iy Pris PP o)

3] (ERxas g

When-nobincardiopalmoenanransst-followorders in B, . and 0

MEDICAL-INTERVENTIONS. Patlsnt-has-pulse-andlor ls breatiing.

E-Comfor Maasures Treat-with-dignity and respeet—Kaep clsan wamm,and dry

—Q%m@ék&%b&%&ma@%«g&sﬁimﬁag,—waunémmeﬁ&@th@pmmawmme—paimwﬁem&
Use-oxygen—sustisn-and-manual baatmant of alnvay obaluclion as nosded-dorcomion—Do not ransfer
to-hospitalfor He-sustaining-treatment—Translorenly i comfod-needs cannot- be-metincurrantlocation.

E}—Lﬁmﬁ@d—.&é&”@é@aﬁaﬁ#a@eweﬂﬁeﬁﬁa&a@e&m%&%ﬁbﬁab@v&@smmmmeﬂwa&d&aﬁé

cardigommonilaning anindicaled Do notuss infuhatine odusnesd singesy interonniinng  or cnaekanisol
G FrofaTt Rdibes g SornmE sl RO VantEG- SRS RIERN G RUO ARG O-Recha e

vepillalion—Transfario-hospilalif Indicaled —Avcid Intensive cate.

E}—E&%—?ma%msaHn@lad@@—sa;s—abev&wuse%%@aﬁe;ﬁ-mméWn@w&nﬁm&eﬁaai@ai

yaniialinn  soned dicversionasindicatad Tranafartn hoeniialifindisstad  Inclode intaneiue aores
eSO, GHGYEFE] RECaiE G —Hahstas HOERHBHROCEa: TR RSN 1858

A

Lthar Instrustinne.

ANHBIOTCS ~Treatmenl-fornew-madical conditions:

-ho-Antbiclics
Bl -antibistics

Diihgr trabe imbimmp:
B HeES

MEDICALEY- ADMINISTERED FLUIDS AND NUTRITION - Cral fuids andnutition mustbe offsrad i
medically faasible,

El-No fulds {provide sthermeasures te-asswe comfert———-No feeding tube

bt B fuide for-s definsd dial pgri’ o m Feeding tube for-a-definad gl pnﬁeé

P

Pt s FHT

il

& 3
E Pof Fhside trpm Sopre 18 Dol ebon o I Fagdina fubes lnnn taim
bR ORG-S G G toor-F CiRg-HaEORg-18f

g levalepimtio
¥ BITHGHE

&

Discussedwith: Fhe-Basis-for Thess Orders Js.{Must be-completed)
El-patient/Resident El-Patients-preferences

El-Health-care-agent E-Ratient's bestinterastpaten fncks capssity o praferences unkaous)
EH-Gourtappoinisd guardian 1 -Medisabndioations

1 Hsalth-saresurrogale = :

El Parsntobminer then
-

Othe

A

Ehysiclan-blama-(Frsl
Bhyslclan-Signature-{Mandatony

Bhysigian Phone-Mumber

m:Srgﬁif&eaat—iéees@%%%f%aataiaéma%ﬁeMﬁms%&b&emgm&&%%pﬁwmw!em&h
care-professionalis)-This dasumentrafiscts-thesa realiment brafersncas.

é&gﬁ@%ysa#@@a2erﬁmfe;&aae&w&ss&d—m&s%mﬂ%%paﬁ%ﬂsw@h&&m%wa%mwwwgai&}
Bignaturs Blame-(erinty Reigtionshipfwrle-"self i patient}
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" STANDARDS FOR HOSPITALS CHAPTER 1200-08-01

{(Rule 1200-08-01-.15, continued)

Health-Care Professional-Breparing Praparer Tils Ehone-bumber | Date Brepared
Eorm

Dirsstions for Meslth-Gare Brofessionals

Gompleling FOST

ﬁ——M&at-be-seme&L&heaé@hn@a;e-pmie&sies%aL%m@amtée%@smam—p&ﬁ%@e@ﬁn%&rest,—aad—me@isa%
indlcations-:

#@Si—mu&%@m@é%&phy&e@aﬁs%&#aﬁ&%mmmemamesesiabiewith—faiiewpsﬁgmlw&bwhy&ésia%n
aseordance-with-faciib/communilypolicy:

—Bhetosoples/farss ol eigned POST-fomms arslogat-and salid.
Uslng-BOST
Aty lncemplote section-o L ROST Implies full realiment-forthat sectinn,

—MNo-debbrillator finsluding AEDs} should be-wsed-on g persen-who has chesan "Do Met
—Adbempt-Resusaiialion”.

—Sratfuids and-nutdionrust-always be-olfered i medicalivfoasible.
~—rWhami—‘ﬂfGFtr98-?:-?9é%m&ehiev&&%ﬁ—ih&sﬁ%ﬁ?&ﬁiﬁﬁgﬁh@—ﬁe?@e&-%&éiﬁg—%@%%ﬁE}
—with" Comfor-Maasures-Only” should-be transferred-to-a.solling able to provids

—M-medicationto-enbance comforb-may be appropriatefora personh who has-chesen
—Gomfort-Meoasures Onbe

—treatmentsidehydiation-le-a messurewhich-prelongs life— A person-whe-dasires Nilluids
—sheuld indisate-Limited Itarventions™ o Full- Treaiment™.

—A-petsor-with-capacily-erthe sursgate of o persen-wilhoul-cepacity can requast
—alfernalive reatment

Beviewing-POST

—Liia-POST should bareviewad IF
F—Fhe-paliontis-translored-from-one care seiting-orcare-levatig-another, or
Zr—hem-is-a-subslantial-change in the pallent’s health-stalus, of
{3—The-patient's reaiment-prefersnces-change.
Draw-ina-though sections A through-E and write VEI Bin-large-latiens i POST steplaced erbssomes invalld,

Abproved- anessas Deparment of HealihBosrdfor Licensing Healih Dare Facilitlas -Eabiug =

(1) Physician Orders for Scope of Treatment (POST) Farm

TV,
PANY PALER

A CODY OF |

Physician Orders for Scope of Treatment (POSTY Patient's Last Name
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' STANDARDS FOR HOSPITALS

CHAPTER 1200-08-01

(Rule 1200-08-01-.15, continued)

This is a Physician Crder Sheet based on the medica

t_condiions and | First Name/Middie initial

wishes of the person identified at rght (patient™.

Any section not

gompleted indicates full treatmeni for that section. When need ocours, first

ipliow these arders, then conlact physician

Date of Birth

Sérjﬁé

AT
: _,hecﬁf One
& Boy: On!g

| CARDIOPULMONARY RESUSCITATION (CPR}: Patient has no pulse andlor is not breathing,

ol Resuscitate (CPR) [1 Do Not Attempt Resuscitation (DNRf no CPR) (Allow Natural Death)
When not in cardiopulmonary airest, follow orders in B, €, and D.

MEDICAL INTERVENTIONS. Patient has puise andfor is breathing,

| Section

,heak C‘i’i& :

Ll Comfort Measures. Treat with dignity and respect. Keep clean. wanm and dry. Use medication by any
routs, positioning, wound care and other measures fo relieve pain and suffering. Use oxygen, sucltion and
manuat reatment of alrway obstruction as needed for comfort. Do not fransfer to hospital for life-
sustaining {reatment. Transfer only if comfort needs cannot be met in current location.

Limited Additional Interventions. includes care described above, Use medical freaiment, IV fluids and
cardiac monitoring as indicated, Do not use intubation, advanced afrway interventions, of mechanical
ventitation,

Transfer to hospital if indicated. Avosd infensive care.

Ll Full Treatment. Includes care above  Use Infubation. advanced aiway interventions mechanical
veniilation, and cardioversion as indicaled, Transfer to hospifal if indicated. Include intensive care.

Other instructions:

ANTIBIOTICS —~ Treatment for new medical conditions:

‘I'8estion -

C@!umn :

Hiigia

“QCheck One | [J__No Antibiotics

|Box Only | LI Antibiotics Other lnstructions:

[Section | MEDICALLY ADMINISTERED FLUIDS 8 NUTRITION, Oral fiuids & nutrition must be offered if medically

oiipi oo ] feasible.

fheck One | EL_No IV fluids (provide other measures to assure comfort) ] Mo feeding tube

'_EMQ LIV fivids for a defined trial period Ll _Feeding tube for a defined trial periad
Each 0| ]IV flulds longterm If indicated LJ_Feeding tube long-term

Other Insfructions:

Discussed with: The Basis for These Crders |s; (Musf be complated)

 Seti

Lompieted

[1 Patient/Resident I ! Patient's preferences

L ! Mealth care agent Ll Pallent's best interest (patient lacks capacity or prefarences unknown)

5';_ L1 Court-anpointed guardian

[T Medical indioations

L Health care surrogate L} (Cthen

|| £ Other:

Ll Parent of minar

(Specify)

i
{Print

hysician Name

Physician Slgnature (Mandaton Date Physician Phone Number

S!qnature of Patient Parent of Minor, ‘or Guardian!Heai&h Cafa ﬂepresentatwe

mfemnces have been exnressed foa phvsician andlor health care’ Drﬁfesswnat “This form can be revieweci and updated at gmg

me if your preferences change. if ou are unahla £0 make cm‘ owWn heai&h care dac:s!ons _the orders shomd feﬂect our R

(EF -
'Refaisonshm (wnte se}f” if na%zent)

Ssgnatur

3us’rogate

Relationship FPhone Number

H
Hreparing Fomn

eatth Care Professional

FPhone Numnber Date Prepared

FPreparer Title
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' STANDARDS FOR HOSPITALS CHAPTER 1200-08-01

(Rule 1200-08-01-.15, continued)

Directions for Health Care Profassionals

Completing POSY

Must be completed by a health care professional based on patient preferences, patient best inferest and medical
indications,

POST must be signed by a physician to be valid. Verbal orders are acceplable with follow-up gignature by physician in
accordance with faciitv/community policy.

Photocoples/faxes of signed POST forms are lecal and vaid.

Using POST

Any incomplete section of POST implies full reatmant for that sestion.

No defibrifiator (including AEDs) should be used on a person who has chosen “Do Not Aftempt Resuscitation”.

Oral fiuids and nulrition must always be offered if medically feasible,

When comfort cannot be achisved in the current seliing, the person, including someone with “Comiort Measures onhy”
should be ransferred to a selting able o provide comfort {e.q., treatment of a hin fracture),

IV medication fo enhance comiort may be appropriate for a person who has chosen “Comfort Measures Only",

Ireatment of dehydralion is a measurs which prolongs life. A person who desires IV flulds should indicate “Limited
interventions” or "Full Trealment”.

A person with capacity, or the surrogate of & person without capacity, can request allemative reatment.

Reviewing POST
This POST should be reviewed if;

(1} The palient is ransferred from one care sefting or care level to another. or
{2) There s a substantial change in the patient’s health siatus, or
{3} The patient’s treatment preferences change,

Draw line fhrough sections A through E and wiite “VOID" in large leliers if POST is replaced or becomes invalid.

I ( SO ?"}\l:"_ (j VR AL \ ( Ty ARY A “ ‘_",‘ i | ’!Jnf:; =
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STANDARDS FOR HOSPITALS CHAPTER 1200-08-01
(Rule 1200-08-01-.15, continued)

£ Advance Care BlanFonn

Wm&—@emmé@ﬂﬂd&é&&ﬁ%maneeg&t@é—mm%&y—gwmma&imﬁn&as&%sﬂe{w siyyform
ofthelr own-choosing—To-be legally binding the-Advanee Cars-Rlan must be slgnad and sither witnessed o
rotatzed.

h %%M%WM%%%S%MWMW
WWWW%WMWMG%MW%%%W@%W

Agent--+Hwant-the following persontemake-hoallh sare decisions forme:

Blesrpe- I 4 Fualatinm:
TS PG G-hiincise

Addrase:

Alernate-doent iho person named sbove s unabl g-or-thviilng-to-make health-care decislons forme-Lappointas
alternate;

Name: Bhone#: Relatien;

T T

p-me-maintaln-an-acceptable-quality of le-including adeguate-pain maragement A gualliy
%mg@b%m%mwbw@ww%&%ﬂsww%%&@w&%%m%
these-iteme-as-youwanth:

b Parmanent Uncenscious Condilion:—i-becems-tolally unaware-ofpeopleor
surroundings with-liills-chance of sver waking upfrom- the soms.

QMW%FW%HMM@WWMMMWWM
declsions-— do retrecegnize loved ones-orcannot have-a-cloar sehversationwith them,

%M—QWQHHMMMGM%MWMMG%&@@M fcleady

M%@MW&LWMWWW
Rehabliitation-orany otherrestorative reatment-willnothels.

m—%he%aanéa@wme&am#mam@m%amg@%&#%a%w

Treatment:

{Emyguali-of life-bacomes-unascepiable-lo-ms and my-condition s-rreversible tthatisbwillaetimprove), L direct
%hat-maé&eaﬂy—ap—ppawe—#eaém beprovided-as-follows Chesking-“vas means-NANT the lreatment

Emand
B0 CRR {Cardlopuimonars Resusclialiony—To-make the hear-beal-again andresiome
R .\ = broathlng-afisrithas-siepped—Heusly this Ihvelvse-slechic sheck-chest
sompressions-and breathing aseistance.
g1~ Life SuppardiOihar Adificial Supper:Conlinusus use of brealhing mackine, 1/
¥Yeg—No fuide-medicalionsand otheraguipmentihat-haips the lungehoar kidneys-and
elherorgans-to-continueto work.
0 N mmmww@nmwmwewmm@m%m
D T — T wil-deslwith o swm@@mme%‘%mm lp-the-main-liness.
B - -
Yo ——bo ws&@%zé&@ﬁmi%@eﬁ%a@m@&d&aﬁm@mmmw&am
rydration.
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' STANDARDS FOR HOSPITALS CHAPTER 1200-08-01
(Rule 1200-08-01-.15, continued)

Ciherinstrusiionssush-as-burial-arangementshosnies care_ate.

o Tomal 7 ;
Sraan-donation £ ea&@mk%ﬁ%%@mmmmﬁwmﬂm@%ﬁ{p@%&mw
jam) AHH nrﬂan!hc}eulm §_"§ hﬁu a::n{‘w b a¥ataTd =) ffh - T ”r\\“nn ﬁrnanof\‘mgnae

- rga hody -Giahy-thé fol 55

d—tam-a-competentadulbwho-ls not-named-ssihe sgent:
—twitnessed-the patients signalure on-this form. Signature-shwilnessnumberd

Z—lam-acompelentaduliwhe lsnetnamed as-the-agent
—tam-notrelated to the patientby biscd mandage of Sigrature-chwilness-number2

wadepimwmabeﬁm:%ﬁgwwmmf

hig-orhar death-under any exsting

MM%@GMMQQ&F&MWM@&S@M@

—patients-signature onthls form.

siegd of wilnessad:

——Erovide-a-copytoyourphysicianis)
o Koop-acopyinyourperconal-fleswhers itis accessible lo-othars
+«—Telyour closestrelatives-and-flends whatis-in-the document

alih, Boardfor Hsensing- Health-Care FacliliesFabruamn-2-2008
' emﬂspmﬁg—%he-dwa spment-of-ihis-form,
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STANDARDS FOR HOSPITALS CHAPTER 1200-08-01

(Rule 1200-08-01-.15, continued)

{2} Advance Care Plan Form

ADVANCE CARE PLAN
{(Tennessee)

I, hereby give these sdvance instructions on how | want io he
reated by my doctors and other heaith care providers when | can no longer make those treatment
 decisions myself,

Agent: | want the following person to make health care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #:
Relation:
Addrass:

Alternate Agent: [f the person named above is unable or unwilling to make health care decisions for me,
| appoint as allernate the following person to make health care decisions for me. This includes any health
care decision | could have made for myself if able, except that my agent must follow my instructions
helow:

Name: Phone #: - Relation:

Address:

My agent is also my personal representative for purposes of federal and state privacy laws. including
HIPAA,

When Effective {mark one). I | give myv agent permission fo make heaith care decisions for me at any
time, even if | have capacily to_make decisions for myself. [1 | do not give such permission {this form
applies only when | no longer have capacity),

Guality of Life: By marking "ves” below, ! have indicated conditions | would be willing to live with if given
adequate comfort care and pain management. By marking “no” helow, | have indicated conditions | would
not be willing fo live with {that to me would create an unaccentable quality of life),

|5 Permanent Unconscious Condition: | become totally unaware of people of surroundings with little
Yes No | chance of ever waking up from the coma.

0 » Permanent Confusion: | become unabis to remember, understand. or make decisions. | do not
Yes No | recognize loved ones or cannot have a clear conversation with them.

£l 0 Dependent in all Activities of Daily Living: | am ho longer abls o talk or communicate clearly or

Yes No | move by myself. | depend on others for feeding, bathing, dressing. and walking. Rehabilitation or any

olher restorative treatment will not help,

i

|

End-Stage llinesses: | have an liness that has reached is final stages in spite of il freatment.

Yes

No

Examples. Widespread cancer that no longer resnonds to frealment: chronic and/or damaged heart
and lungs, where oxvgen is needed most of the time and activities are imited due to the fesling of
suffocation.

Treatment: If my quelity of fife becomes unacgeptable fo me {35 Indicated by one or more of the

conditions marked “no” above) and my condition is rreversible (that is. it will not improves, | direct that
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' STANDARDS FOR HOSPITALS

CHAPTER 1200-08-01

(Rute 1200-08-01-.15, continued)
medically appropriate reatment be provided as follows. By marking "ves” balow, | have indicated

freatment | want. By marking “no” below, | have indicated treatment | do not want,

£l £l CPR (Cardiopuimonary Resuscifation): To make the hear! heat again and restore breathing after it
Yes No | has stopped. Usually this involves electric shock, chest compressions, and breathing assistance.

£l ] Life Support / Other Artificial Support: Continuous use of breathing machine, IV fuids, medications
Yes No | and other equipment that helps the iungs, heart kidneys, and other organs fo continue to work.

£ ] Treatment of New Conditions: Use of surgery_blood transfusions, or antiblotics that will deal with a
Yes No | new condition but wili not help the main iiiness.

| £ Tube feeding/lV fluids: Use of tubes to deliver food and water to a patient’s stomach or use of IV
Yes No | fivids into a vein, which would include artificially delivered nutrition and hydration.

Please sign on padge 2

Page {1 of 2

Other instructions, such as burlal arrangements, hospice care, efe,:

Altach additional

ages if necessa

Organ donation: Upon mv death, | wish to make the following anatomical gift (mark onel:

El Any organ/tissue

L1 My entire body O] Only the foliowing organsfiissues;

LI No organflissue donation.

SIGNATURE

Your signature must elther be witnessed by fwo competent adults or notarized. If witnessed neither withess

may be the parson vou appoinied as vour agent or aiternale, and at least one of the witnesses must be

semeone who is not reiated to vou or entitled to any part of vour estate

Signature;

Date:

{Patient}

Withasses,

1.1 am a competent adult who is not named as the agent or

aiternate, | witnessed the patlient's signature on this form.

Signature of witness number 1

2.1 am a competent adult who is not named as the agent or

agllernale,

i am not related to the patient by blood,

marriage, or adoption and | would not be eniitied to any

Sionature of witness number 2

portion of the patient's estate upon his of her death under

any exisling will or codicil or by opsration of law |

withessed the patient's signature on this form,

This document may be nolarized instead of withessed:

STATE OF TENNESSEE
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STANDARDS FOR HOSPITALS CHAPTER 1200-08-01

(Rule 1200-08-01-.15, continued)
COUNTY OF

L am a Notary Public in and for the Stale and Gounty named above. The person who signed this instrument
is_personally known fo me {or proved to me on the basis of satisfactory evidence) fo be the person who
signed as the “patient.” The patient personally appeared hefore me and signed above or acknowledged the
signature above as his or her own. | declare under penalty of periury that the patient appears fo be of sound
mind and under no duress, fraud. or undue influence,

My commission expires:

Sianature of Notary Public

WHAT TC DO WITH THIS ADVANCE DIRECTIVE

s Provide a copy to yvour physician(s)

s Keep a copy in vour personsi files where it is accessible to others

e Tel vour closest reiatives and friends what is In the document

= Provide a copy to the personds) vou named as vour heaith care agent

FPage 2 of 2

Authority} T.CA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective Ma y 2, 2007.
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STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02
(Rule 1200-08-02-Appendix C, continued)

Inventory Results;
indicated - medical confirmation of noninfectious status required
not indicated - no further action necessary

Signature;

Date Completed;

Medical Confirmation:
confirmation of noninfectious status received

Signature:

Date Received:

APPENDIX |

T OFRANSG RN

TN

RGELD

Palisnl's LastMams

Thisi Iclan Order-Shost & he-madlioal EirstMameliddia Inilial
w&é&m&a&@wshe&%m%&a@ﬁe&—ewgm
Cpatient—Any sectionnotcomplated indicatas full o TSR
trontmentforthal sectisn.—Alhen-resd oscurs, firel fallow ate-obBi

these-erdersthan contact-physisian.

CARGIOPULMONARY-RESUSCITATION (CRR)_Pallent hasro

Cl-Resusciiate - ORR ElBo-NotAllempt Resuscitate{DNR/ne CRE)

Whas-notincardlopulmenans arrest follow orders in B-5_and O.

ME@@QAL%%MQN&%ﬁen%h&g—puis&aadigﬂs%mamm&

Ei - Consfort Mansuras— Treabwith dighlty andreepect Kesp-clean wamm, and g
Hes-medicatlon by-any rovie poesitioning- wound-eare-and other maasures-to-ralisve pain-and sulfedng.
bhpe SHPRRN.-BH LHSTNY, d ranua-irasirment-olalnuay chstruation-as-neaaded for comior—Be-not transferto
h@aﬁ?g&t for lifa m!za?a{,“[ng tragiment: Transfaronbeif oo reeds-cannet-he matin urrentlocating,

B Limaltad Addifional pigrentinng. dnpniude sare deacibad ab we— s rmedical & ﬂfn.nmhi B fluide -and
sardizn menitoring gedndicsiad D notusa-dnitbalion-adyancad pinvaintan sptions. ormechanical

HCHF S DS O D 1t -t SRR HRE Y 3 +

wm%immxgansﬁe#émw;&rm;;éesatwwémiaaswe—ear-&

FlEull Traatmernt  tnefudacs coem sbro Usa-intubalion advenced -sinusy indanmniion mechanioal

s e aHT — 3 GV o T REERGEEHINEY-HHAPVBRHoRS G

veamaﬁeﬁqmaﬂé%a;ééemém—?@é%%@aasﬁeﬁ&h@sﬁié&#&ﬁ%@és&t&&%Helaé@«m%eas&ews;aitén

Ciibmr fmptromdime o
tHE TR OO R &

| ANHBIOTICS ~ Treatmentiornewmedical sondiions:

El do-Antibistics
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STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02
(Rule 1200-08-02-Appendix 1, continued)

Cithor lnaberrflomens
S TR ERE S

M@l%%@%mmm%@g%&&#m@%@m&ﬁa@%ﬂéﬂ&iﬁ&i@%&%aﬁe%ﬁmeé&aﬂy
feasible.

Et-blo- B Buide-(provida-elhormeasumssto-assure sormfort 1 No-fesdingtube
E-ivfisids for a-defined trlatpasisd Ed-Fesding-tube fora dafinad trlal periad
E3-iv-flulds fongtesm lf indicated {3-Feeding tube-long-temm

fher lnsteondione.
Discugsad with: Fhe Basls-for These-Ordars le{Must be-completed)
Ll-Patiert/Residant - Patlents preforences )
El Health-satsagent [J-Pallonts-best interestipatsntioeks capacity or prefosoncas-uainenm)
ElCourt-appointed guardian ClMsdicalindisations
Cl-Health care-surregate 1 {Othen

Physislan-Phone Number

SEgF@%ﬁsaat—é%é@%&ééﬁ#ﬁ&é%#i?éé%&éﬁééég—&ééiéqéné-ﬁpe%éaséme%r@%@mh&sm@m
health-care professionsl(s)-This-dosument feflasis those treatment preferences.

{H @%ﬁe@%}f—&&!—ﬁe@éQ&,ﬁ%@&%ﬁ%&@*ﬁ&s&s&é%uwﬁ@w&iﬁ%&w@smS—SS%B&NH@E#—S@@S@—G{%%W&Q&%&-}
Slgnature Mame-{print} Eglationship-fwrite "self ifpationt)

Glrectionsfor Heallh-Oare Profassionals

&ompleling ROST

—hust-be-complated by o health-care profeceional bassd on-patient pref rences-patisnt-bestinlersstand-meadical

---—P@S?w%%@%@—%&&%@ﬁé@é&ﬁ%@b@#ﬁﬁérma%ﬁémaW@Mi%liwmm@ﬁw%ﬁﬂ
aceordanse with-faciibcommunity polioy

—Photocoplesfaxes of signed POST forms-ars-Jegal and-valid.
bising BOSY
—Aryincomplete-saction ol ROSTHmplss-full irsatment for thal soclisn.

—-pe-defibrllator (including AEDsrshould be used or-a-person-whe has chosenDo-tat
-—Atterpt Resuseltation®

—Gral Hulds-and-putition rauet always be offerad i madically faasible.
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STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02

(Rule 1200-08-02-Appendix 1, continued)

EWhan-eeméeé—aaa;@s@%&a&%&sv@d—iﬂ—ﬂ%5;&9%&%@%%&&%@&%—%%
—ith-“Comfertbeasuros-Only- should be ransfered do-a-setling-able lo provide

—somfort-{eg-treatrmantof g hip fraciure).

—madicatisn-to-anbancecomfor may be-appropriaie fora-person who-has shosan
—Cemfort-Meastras-Onlyt

i
tad t AR 23] Lra g

—should Indicate-“Limited itsrventions™ or Full Treabment®,

Heatment ol debydrationle-amessurewhich-prolongsie—A pemon-who deslres-iv fuids
~—Feperson-with-sapaciby-orihe surrogate of a persen-wilhout capaciiy can requast
—altemative reatment.

Baviawing POST
—This-POST should be reviewsd i
H—Tha-palisnHs ransierred from-one care selting-orcarelevel io another.of

- Thers-is-a-substantial-change lnthe-patients health-status or
By—The patient's raalment proferences-changs.

D;aw—éiﬁe—ihs’e&gb@a&&isa%waghéﬂaﬁéww%mwgs%&%@ﬂ?@‘?ﬁmm&e&é—a#b&s&m&ﬁm&uéf

{1} Physician Orders for Scope of Treatment (POST) Farm

Physiclan Orders for Scope of Treatment {POST) FPatient's Last Name

his_is a Physiclan Order Sheet based on the medical conditions and

First NameMdiddle Initial

1
wishes of the person [deniified ai right Cpallent™),  Any section rol
gompieted indicates full reatment for that section. When need occurs, first
fi

pifow these orders, then coniact physician, Date of B
e —
: Sggﬁon'; CARDIOPULMONARY RESUSCITATION (CPR); Patient has no pulse andjor Is not breathing.

“heé%@ne | Resuscitate (CPR) L] Do Not Attempt Resuscifation (DNR! no CPR) (Allow Nafural Deaiht

A8ovionky | When not In cardiopulmonary amest, follow orders in B, €, and D
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STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02

(Rule 1200-08-02-Appendix |, continued)

MEDICAL INTERVENTIONS. Patient has pulse andlor is breathing.

| section

L1 Comfort Measures, Treal with dignity and respect. Keen clean. warm. and dry. Use medication by any
route, positioning, wound care and other measures fo relieve paln and suffering. Use oxvean, suction and
manual treatment of alrway obstruction as needed for comfort. Do not transfer to hospita! for life-
sustaining freatment. Transfer only if comfort needs cannof be met in current location,

_ O] _Limited Additional Interventions, Includes care described above. Use medica treatment, IV Buids and

cardiac monitoring as ndicated. Do not use infubstion, advanced airway interventions. of mechanical
Transfer to hospital if indicated. Aveid intensive care.

L} Full Treatment. includes care above, Use intubation, advanced alrway _interventions mechanical
ventilation, and cardioversion as indicated. Transfer to hospital if Indieated. include infensive care,

| Gther instructions:

| ANTIBIOTICS - Treatment for new medical conditions:

Ll No Antibiotics

“hee:k One_ég

1 1] Antibictics Other Instructions:

‘| MEBICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fluids & nutrition must be offered if medically

Aumpiio| feasible.
pheck One | (1 No IV flulds (provide other measures to assure comfort) L1 No feeding tube
:;ﬁO__._L/_X Onlvin.| [ 1 IV fluids for a defined tria! period [l Feeding tube for a defined trial pericd
B [ 1V flulds long-term if indlcated [l Feeding tube long-term
| Other Instructions:
Discussed with: The Basis for These Orders Is: {Must be completed:
L] Patient/Resident U1 Patlenf's preferences
Ll Health care agent L] Palient’s best interest (patient lacks capacity or preferences unknown)
L1 Court-appointed guardian [! Medical indications
_ - | Ll Heaith care surrogate L (Othen)
i m&'_.'_ L] Parent of minor
_"““g""—— L) Other {Specify)
Rhysician Name Physician Signature (Mandatory Bate Physiclan Phone Number
{Ersn%é .

- m
. $tqna§ure of Pat:ent Parent of. Mmar or Guardaani&éeaith Care Representative -
raferences have been expressed fo'a p?wswian andlor heaith care profess! onai ‘This form can be reviewad and uadated at ?;.J{

'r'é-\"zm' :

me i your preferences change. if vou are unable to make vouy own heai%h eare decssions %he crders shoa d res er.t vour s
‘dreferences ag . o T Vi ¥ ERSUE

bast indarstood by vour sirrogate,

Relaﬁtonsha(wn%e ‘self’ fpattené}

Signature
Burrogate Retationship Phone Number
Health Care Professional | Preparer Tille Phone Number Date Prepared
Hreparnng Form
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STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02
(Rule 1200-08-02-Appendix [, continued)

\EHSM@MWQ&%@R@—&@%—&H‘%M&ﬂ@ap&%@é@ﬁﬁéf&%}aygl#aﬂé¥&ﬁ€€49€§%6@i%}ﬁ$ﬁﬁ4ﬂg—mmﬁﬁ-@F&% form
r\@ i, fe-ouen \‘h.rv‘s :r’sg Y fha lﬁﬂﬂ!;i h;nd;pw tha-bd Tt (‘arn Eilan s 1ab b czggrm‘r{ nr{ sithareitnesssd Iy
netarizad,
k heraby ”‘Mh%a%ammwwmwwsm

dgent-bwanithe following parsends-maks healih cars decisions forme:

Blorsea- Ll e Raloiinn:
P i e # HeHs

;ﬁdérnaw:
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STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02

(Rule 1200-08-02-Appendix [, continued)

-ralhtaln-an-acceptable-quallty cHife-including-adequate paln-management-A qualiy
e-means-when-Lhave any o tho-following conditions{you can-check as mamnyof

M@Ww&@s%&@n—%@%@m@mawmﬁw

surreundings-with-lills chanse-sfeverwaking-up-from-the-cema-.

M&@g@&&%&s&—@h&m%@s@@a@h&s—m&aﬁawiw inal slagesin-spiteof
A&é@{ Se e e £ R

S-LEGE

= res-unasceptable-lo-me-and-my-condillons-lrreversible (hatis-bwillnotimprove)Hdirsst
mmmmpgmmmzmmmmémwmw@wmm SAANT-the-freabment.
Chasking-"re’means-L-DO-NOT want the lreatmant.

B ]

B —T

o

Yoy bg

B——B mameaw%mmmm feurgery-blosd-ransfusionsor-antiblotos that

B — will dealwith-a-ne ndition-bubwill not-help-the-malniness.

| R | M%;@%M&MMW&WH@&&W@

¥ag————No srese-ohilfuids-into aveinwhich would-include arificially delivered nulrition-and
hydration.

Otherlnstructions, such-as-butlal arrangementis -hosplce carealo.

tAtachadditicnal-pages-itpecassans

Srgan donallon-{oplionaly Uponmy desth, bwish-lo-make the-following enatemicalgif (pleass markeene):
Ao rrnor oo T8 BEy mebies buee [ et thae folowing.organsfissune:

-Sny-organdtissue- L My antire-body it y-ihafollowing-ergansiissuss:

M&é@w&wﬁﬁe&é@%@y@ammw@

Slgmafire: DATE:
tghabid: b e

Batient)

December, 2009 (Revised) 52



STANDARDS FOR PRESCRIBED CHILD CARE CENTERS CHAPTER 1200-08-02
(Rule 1200-08-02-Appendix 1, continued)

—tam-a-competentadultwhe ls-nol-named as-the-agant
1 LI

—thepatiente-sslate-upon-his-or-her death-undes sy existing
—wiitl-ar-codicilor by operation-of lave—Lwitnessad tha
—patients-slgrature onthis-form.

Ly nnf:?g real P\En?nn Dipehiiem

s

Mmmggeﬂmwﬁmmmmw |
s—Brovide-a-copy-lo-the-persenis) you-named-asyourhealth-cate-agent

{2} _Advance Care Pian Form

ADVANCE CARE PLAN
{Tennessee}

L, hereby give these advance instructions on how | want o be
reated by my doctors and other hesith _care providers when | can no longer make those freatment
decisions mvself.

Agent: | wani the following person to make health care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #:
Relation:
Address:

Alternate Agent: If the person named above s unable or unwilling to make health care decisions for me
i appoint as alternate the following person fo make health care decisions for me. This includes any health
care decision | could have made for myself if able, except that my agent must foliow my instructions
below:
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STANDARDS FOR NURSING HOMES

1200-08-06-.16 APPENDIX 1

PISCHARGED

Pallente-Last Mams

CHAPTER 1200-08-06

This s & Physisian Ordes Sh o6 onthe ical Flrst-Mamaididdis-initial
esnditions and-wishesof the-person identiled-at-fght
Fpatient—Any seclion-not-complsted indicales full Dateof B

breaimentforthal soction—\When need socurs, st foliow
these-ordersthen-conlast physician.

@R@@%M@m&iﬂ%@%@%ﬂ@%&%ﬁaﬁeﬂ%ﬁa&g%mﬁélefnés—aei—bma%mﬁgf

1

Hasuecitate (DI
et EERERE Tor

T Do bot Allemal Bosyseibate (ORE ne D5
oo R A A PR R s ! ¥

Frcith T 3

Y
7

Wmmm@iepulmmgaéigwmm&B,—Q,-—ané—ﬁr

MEDICALINTERVENTIONS. Palisnt has pulse andloris bresthing.

E-Comforbnasures Troat with-dignily and respect Kesp-claanwarm, and-drye

%@@Ms&ﬁe%&%ﬁ%ﬁ%éﬁeﬂiﬁ%—%&%%ﬂdﬂ%ﬁam&%m—ée—mliav&gaiﬁaﬂdﬁaﬁeﬁa@
Uss onygen—suclion-and-manua reatment el sirvay-chalruction as nesded-forcamfet Do netlransfer
to-hoespila-fer-fe-sustaining teaalment Transfor-only if combort needs cannoi-be-mebincurrent losation.

Ed--Lited-Additlenat Inlerventions-Jncludescare-described-above—Ues medicalireatment. IV fluids-and
eardias-moniienng-as-indicsied-Do-notuss inlubalion sdvanced-ainvay interventions or machanioal
ventiation—Transferio-hospiial Hndicated —Avsid-inlensivecare,

g—}—iﬁ&éW@tea&meﬁt.—iasiadas-sa;e—aéme.-i}w%éaéie&%&%&@%m&y%&%ﬂ%&a&maeﬁa%&t
vanillationand sardisverslonasindisated-Translerio-hospllal it indicated.inciude Intensive-care.

ANTIBIOTICS Trealment fornow medical conditions:

£ Ko Antlbiotics
El-Antiblotics

Gthernstructions:

MERICALLY ADMINISTERED FLUIDS AND MUTRITION - Oral flulds-and-nutsilion must ba offered
madicaly feanible.

El-ho-iluide{provide-clhermeasiies lo-assuscomiort— 7 No feeding tube
AL Auids for a-defined tdal patiad Ci-feadingtube o
E3-B fiufds-long-tenn i lndicated

dafinad izl nariad
o GehnedtHal-pads
i1

&
=i
nauterrs

i 1232} +

i

Eomeline fube |
TGN E-tEBE

—Cithar

Instruntinng:
tF L

Dlscussed with:

_ The-Basis-for-These Ordersjer{Must be complated)
Ll Patlent/Residant

E1-Ratient's praforences

El-Health care-agant

E]-Ralisats bastiniarost fpationt lscke sspacity ot proforencas urkaawn

E-Cour-appeinted guardian El-Medlcatindications
£l Heslh care-surrogats &

frir {Othen
=
Cibar TAQ;}QI‘*:&;;
Rhysician-dame-Print) Physiglan Phons Mumber
Bhysiclan-8lgnature (Mandatons Bale
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STANDARDS FOR NURSING HOMES CHAPTER 1200-08-06

(Rule 1200-08-06-.16, continued)

oS R s i m;%a i &mea oseiale e o .
healih-careprofessional{s) This-decumentreflacis those-kaatment preferences.

{f slgned-by-surrogate prefarences exprassed must vefiect nalienis wishes as-bastunderstood by suprogale)

Signature Mame{prnty Felationship-fwrile “selZ f natient
Heaié#@a;&&e{%sée%mmaaﬁmg Ersparar-tila Ehone Mumber | Bate-Preparad
Eorm

Dirastionsfor Healih-Cams Professivasls
Co ey T

—Must-bo-complated by-a-health-cars professionsi based on-palient preferences-palient best inlerestand medical
indications.

—POSLmustbesigned by-a physician-to-bevelid Verbal ordars-are seceplablo-with-follovup signalure by physieian in
accordanca-with fasiing } leys

—Rhotocopiosifaxes ot signed POST fome-ars-legal and valld:
Kaing POST
—Any-hcerplisto-sectionof PO THmpliss fullireaimentfor that seclian,

—Mo-defibiliator drnoluding-AEDs) should be usad-on-g petssn who-has-chosen“Do-Net
--fdtemet Besusciation”.

—Oratiulds-and nuddiionrmust alwayes be offerad it madically foasible:

—Ahen-comfort cannct be-achisved-in the surentsaiting the persen;-lncluding somecne
—with-"Comfort Measures Only"-should be ranslfenadlo s seliing abledo-provide
—garmfore-g—treatment of & hip fraciure).

—Aimedisationto-enhancs comfor-may bsaporoprisie-for s person-whe-has chosen
—-GomiorMeasures-Diniy™

—Erestmentof-dahyd;
~-ghoutd-indicate-“Lim

—A-parsen-with-capasiy—orthe-surregato of 5 perssn-withoulcapasilysanveansst
—aternative reatment:

Heviewing POST
—Fhisg-POST should be-raviswed it

Honis-a

2 - s-wnish-prolongs-ife—A porsen-who desires- I fulds
it atons-oe Eull Traalmeni™

4 Fhe-palients ranslered from-one care seliing-orcare lovel io-anethsror
G—there-le-asubstantialchange inthe-patients health slatusrar
{3—The-patientstreatment prefarences change:

Eraw-ine-through sustions-t-ihrough-Eand wite- VAL Indargs leliers - EOS T steplaced-ar bacomes lnvalld,
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STANDARDS FOR NURSING HOMES CHAPTER 1200-08-06

{Rule 1200-08-06-.18, continued)

{1} Physician Orders for Scope of Treatment (POST) Form

Physician Orders for Scope of Treatment (POST) Paflent’s Last Name

Jhis is_a Physician Order Sheet based on the medical condifions and |[-— _ _

wishes of the person identified af right ("patient’). Any section not | First Neme/Middie initial

gempleted indicates full freaiment for that seclion. When need occurs, first

fpllow these orders, then confagt physician. Date of Birth

;| Section | CARDIOPULMONARY RESUSCITATION (CPR): Patlent has no pulse andfor is not breathing,
‘h;ﬁ?ﬁahe’; O Resuscitate (CPR) {1 Bo Not Attempt Resuscitation {DNR/ no GPR) {Atlow Natural Death)

“IBex ORiv] When not in cardiopuimonary arrest. follow orders in 8. &, and .
| Eocony pulmonary :

18ection | MEDICAL INTERVENTIONS, Patient has puise andlfor is breathing.

| Li_Comfort Measures. Treat with dignity and respect. Keep clean, warm, and dry. Use medication by any
i route, positioning, wound cars and gther measures to relisve pain and suffering. Use oxvgen. suction and
manual freatmant of airway obstruction as needed for comforl. Do not transfer to hospital for iife-
sustaining treatment, Transfer only if comfort needs cannot be met in current location.

Ehe_z;k-{):bé'f:- L _Limited Additional Interventions. includes care described above. Use medical treatment, IV flulds and
c|Box Onfy:: cardiac_montoring as indicated. Do not use intubation, advanced airway interveniions, or mechanical
i : ventitation,

Transfer to hosplial if indicated. Avoid intensive care,

L _Full Treatment. Includes care above.  Use inlubation, advanced airway interventions mechanical
ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.

: Other Instrucfions:

“| Section ] ANTIBIOTICS — Treatment for new medical conditions:
1Te

Check One | L1 _No Antibiotics

| Li_ Antibiotics (ther Instructions:

v MEBICALLY ADMINISTERED FLUIDS & NUTRITION, Oral fluids & nutdtion musi be offered i medically

| feasible,

| EJ__No iV fiuids (provide other measures fo assure comfort} [ Neo feeding tube

L1 _1v fluids for a defined trial period {1 Feeding tube for a defined trial period
L] IV fluids long-term if indicated [ Feeding tube long-term

| Other instructions;

| Discussed with: The Basis for These Orders Is: (Must be complelsd)

L1 Patient/Raesident [T Patient's preferences

L J Health care agent [1 Patient's best interest {patlent lacks capacity or preferences unknown)
£ 1 Court-appointed guardian L] Medical indications

L} Heaith care surrogate LJ (Clher)

| Austbe | £ -

Bomploted L Parent of minor .

1T | Ll Cther (Specify)

Bhysician Name Physician Slgnature (Mandatony} Date Physician Phone Number
{Print}

. Signature of Patient, Pare_'nt_oé"_Minor,_'pr_GuardEaniHea_Eth Care _Repres’éﬁaﬁve_”_' ST
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STANDARDS FOR NURSING HOMES CHAPTER 1200-08-06

(Rule 1200-08-06-.16, continued)
Hreferences have been expressad fo.3 physicien andlor health care professional. This fonm can be reviewsd and dpdated at any
lme i vour nraferénces chande. { vou are unable to make vour own hea!ih care dec!sfons, the orders sheuid rsfiet:t vour :
:dreforenices as best understood by Vour surrogate, . RS St

Signalure Re!atzonsh in {Wﬂte "self” Ef patlent)
§urmgata Relationship Fhone Nunther
Health Care Professional | Prenarer Tille Phone Number Date Preparad
Hiepaiing Fomm

Directions for Health Care Professionals

Completing POST

Must be completed by a health care professional based on patlent preferences, palient best inferest. and medical
indicalions,

POSY must be signed by a physician fo be vaild, Verbal orders are scceptable with follow-up signature hy physician in
accordance with facilitv/fcommunity policy,

Pholocopiesffaxes of sioned POST forms are legal and valid,

Using POST

Any incomplete section of FOST implies full reatment for that section.

Ng defibrillator {including AEDs]) should be used on a person who has chosen “Do Not Alempt Resuscliation”,

Oral fluids and nutrifion must always be offered if medically feasible.

Yhen comfort cannot be achieved in the current sefiing, the person. including someone with "Comfort Measures Only"
shotld be transferred to a setting able to provide comfor fe.q., reaiment of a hip fraciure).

[ |V medication to enhance comfort may be appropriate for a person who has chosen “Comfort Measures Only",

Treatment of dehydration is & measure which prolongs life. A person who desires IV flidds should indicate “Limited
interventions” ot “Full Treatment”.

A person with capacily, or the surrogats of a person without capacity, can request alismative trealment,

Reviewing POST
This POST should be reviewed if:

(1} _The patient is transferred from one care setiing or care level 1o another, or
1 {2} Thereis o substantial change in the pafient's healih status, ar
{3} The patient’s reatment preferences change.

Braw line through sections A through E and write "VOID" in farqe fetters I POST is replaced or becomes invalid.
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(Rule 1200-08-06-.16, continued)

Z—Advance Care Rlan Formy

Instrustions:. %&eWthMem%awwmmﬁmWWm%mf
§W@e@m§—1mlega%aémg—§h&#wa%@@ar&ﬂam%&b&-&gﬂ@%ﬁ%&h&m%&m@ema@ﬁz@@

b MMWWM%%M%M@W
doslors-and-other-health-care providers can-hodengermake-thoss treatment-decisionsmysslt

Ageni—twant the-following-person to-make-health care-decisions forme:

Alarna: By gt Palatiaen-
PeEHTH P e BB

Name: Ehone-# Relation;

T iy

i PG HWWQ%MHM@MM%M%MMQWWMf
M&MH&S%?E&MM%WM&W%MHMBW@&% Trat
Heme-as-yowwanty:

MMWMWRM%MWWF

i ding-am-relonger able-totalk clearly
—WMWMWMWWMMWM%—&WWE@M@W

B ——End-Slage-llinssssshave an-linsss that has-reached s -final siages inspils-of
MQ@M@%%&@W&M&%@W&WWWW%%
————-treatmant-chionic-andferdamaged-hearandungs-where-sxygen nesded-mosi of
Wemmwmmwwwmg@m&%aQ%

Frastment:

&Wmmmmwmpmmﬁ@mmmmmmﬁwmgw%
m%maw@mmmm@éwmn@w%%mmmmmm@
no" means L DO HOT wantthe-brasiment.

B EEE-{Cardispulmonary Resuseilallony: To make the-heart beat again and-fesiome

Yeg bl breathing-afterii-has-slopped-Lisually this involves-slectio shock-chest
sompressions—and-breathing assislancs.

| R o L#@&%M#@%MM@%B@#—Q@%M%WW@&%WWW

B — fluide-medicalionsand othersauipmentthat halo g i
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(Rule 1200-08-06-.16, continued)

stherorgansiocontinuedoworc
O i TreatmantetNew Condilicns:-Use-of surgene blogd fransfusions —orantibislics that
¥eg——po will dost with-o new-eendition bubwill not-help- the maininsss.
[0 S s | Tubsfesding/NMAulds: Use ol tubss to-deliver food-and-waler to patisrte-stomach
¥eg— Mo Wmmmmmmmmmmm@%m

WWMW%MW%M%QWW

SIGNATURE

Yoursignature-should eliher be-wiinessed by-twocompelent-adulls srnotarized I witnessed naitherwiiness should
bathe-person-you-appointed-as-youragent-and atleast ona ef the withestes-should be-somecns who-ls-not related
te-you-orenililed fo-any-part of your ssiate.

Signaturg: LT

ttam-acompetentadult whoe ls-nolnamed as-the-agent.
—tuiinaseed the palient's-slgnatureon-thisfom——————— Sianature of wilness rumbert

PG g compatant Aty e ned noesed
rpstentadulibwholsnotbnamed
—tam-netrelaledlotho patisnt-by-bload,- masi

a Slgralurs olwilness-numberd

Fa)
o

——atdoptionand-bweuld-not be-entitleddo any-posion-of

%&M@%%MM&M@%@G&%@E&MW%

—wilercodicil or by anaralion ofiaw—uwilnessed-the
——patient s-signature-onthisform.

BAve r\mmseciﬁw mvnwcao
Pyt i

Slghebie-ol-betary Public
Sigh

M%v@&&eepﬁ&yemmga%{@} . -
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STANDARDS FOR NURSING HOMES CHAPTER 1200-08-06

(Rule 1200-08-06-.16, continued)
%MM&MWMQ&%W

{2} Advance Care Plan Form

ADVANCE CARE PLAN
{Tennessee}

L hereby give these advance instructions on how | want fo be
treated by my doctors and other heaith care providers when | can no longer make those treastment
decisions myseif.

Agent: | wani the following person to make health care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #.
Reiation:
Address:

Alternate Agent: if the person named sbove is unabie or unwilling to make heaith care decisicns for me.
i appoint as alternate the following person fo make heaith care decisions for me. This includes any health
care decision | could have made for myself if able, except thal my agent must follow my instructions
balow:

Name: Phone #: Reiation:

Address:

My _agent is also my personal representative for purposes of federal and state privacy laws, including
HIPAA

When Effective {mark onej; [1 | give mv agent permission to make health care decisions for me at any
time, even if | have capacity to make decisions for myself. 11| do not give such permission (this form
applies only when | no longer have capacity).

Quality of Life: By marking "ves” below, | have indicated conditions | would be willing to live with if given
adequate comfort care and pain management. By marking "no” below, | have indicated conditions |
would not be willing to live with (that o me would create an unaccepfable quality of life}.

i1 £ Permanent Unconscious Condition: | become fotally unaware of peaple or surrcundings with litlle
Yes No | chance of ever waking up from the coma,

£l i1 Permanent Confusion: | become unable to remember, understand, or make decisions. | do not
Yes No | recognize loved ones or cannot have a clear conversation with them,

O [l Dependent in all Activities of Daily Living: | am no lonaer able o talk or communicate clearly or

Yes Ne | move by myself, | depend on cthers for feeding, bathing, dressing, and walking. Rehabilitation or any
other restorative reatment will not hain,

il £l End-Stage liinesses: | have an Yiness that has reached its final stages in spite of full treatment,
Yes No | Examples: Widespread cancer that no longer responds fo freatment: chronic and/or damadged heart
and ungs, where oxygen fs needed most of the time and aclivities are imited due 1o the fesling of
suffocation.
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(Rule 1200-08-06-.18, continued)

Treatment: If mv guality of life becomes unacceptable fo me (as indicated by one or more of the

conditions marked “no” above} and my condition s irreversible {that is. it will not improve), | direct that

medically appropriate treatment be provided as follows. By marking "ves” below. | have indicated

eatment | wanf. By marking "ne” below, | have indicated treatment | do not want,

] il CPR (Cardiopuimonary Resuscitation): To make the heart beat again and resiore breathing after it
Yes No | has stopped: Usually this involves electric shock, chest compressions, and breathing assistance.
[ £l Life Support / Other Artificial Support: Continuous use of breathing machine, IV fluids. medications.
Yes No | and other equipment that helps the lungs, heart, kidneys. and other oraans to confinue to work.
£ 0 Treatment of New Conditions: Use of surgery, blood transfusions. or antibiotics that will deal with a
Yes No | new condition but will not heip the main liness.
0 il Tube feeding/lV fluids: Use of tubes o deliver food and water fo a patient's stomach of use of 1YV
Yes No | fiuids into a vein, which would include artificially delivered nutrition and hvdration.

Please sign on page 2 Page 1

of 2

Other instructions, such as burial arrangements. hospice care, eic,

{(Aftach addiiional pages if necessary)

Organ donation: Upon my death, | wish to make the following anatomical qift (mark one):

L) Any organftissue Ed My enfire body L1 Only the following oraansfiissues:

0 No organftissue donation,

SIGNATURE

Your signature must either be witnessed by two compsatent adulis or notarized.  if witnessed  neither

witness may be the person you appointed as your agent or alternate, and at least one of the witnesses must

be someone who is nof related fo vou or sntitled to any part of vour estate.

Signature: Date:
{Patient)

Witnesses:
1. am a competent adult who is not namsd as the agent or

alternate, | witnessed the patieni's sighature on this form, Signaiure of witness number 1
2.t am a competent aduit who is not named as the agent or

alternate. | am not refated to the patient by blood i i

martiage, or adoption and { would not be entitled to_any Signature of witness number 2

portion of the patient's estate upon his or her death under

any exisiing wili or codicll_or hv operation of law. |

witnessed the patient's signaturs on this form.
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STANDARDS FOR NURSING HOMES CHAPTER 1200-08-06
(Rule 1200-08-06-.16, continued)

This document may be notarized insiead of wilnessed:

STATE OF TENNESSEE
COUNTY OF

| am a Notary Public in and for the State and County named above. The person who signed this instrument
is_personally known {0 me (or proved to me on the basis of salisfactory evidence) to be the person who
signed as the “patient.” The patient personally appeared before me and signed above or acknowledged the
signature above as his or her own. | declare under penaity of perjury that the patient appears {o be of sound
iind and under no duress, fraud, or undue influence.

My commission expires:

Signature of Netary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy fo your physician{s)

Keep a copy In your personal files where i is accessible fo others
Tell your closest relatives and friends what is in the document
Provide g cepy te the person(s) vou named as your heaith care agent

S je | ie

Page 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.
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STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

{Rule 1200-08-10-,14, continued)

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-206, 68-11-209, and 68-11-216.
Administrative History: Original rule filed November 22, 1996; effective August 27, 1997. Repeal and
new rule filed March 21, 2000; effective June 4, 2000. Amendment filed June 1 6, 2003; effeclive August
30, 2003.

1200-08-10-.15 APPENDIX ]
Sh—Physiclan-Orders for Scope-of Treatment{ROST) Form

CORY-OF FORM SHALL- ACCOMPAMNY ZATIENT WHENTRANSEERRED OR-DISCHARGED

T RUEEY i T . g

Physiclan-Orders Patientslast Mams
for Scope-of Trealmen{POST:
Thislea Physician Order Shestl onihermadioal Fhsthiamediddis-tnitial
condiions-and-wishes-of the persenidentified-atsight
Fpatient—Any section-nobcompletad indiates full DaleofBin

treatmentiorthat section—Whan teed cocurs-fistiollow
these-orders{hen contact physician.

%mm&mm%usgﬂmm-}ﬁpeﬁm?haawsﬂmaé!e;—és—&et—b;%ih%

£l Basusciale CRE 3o Mot Attarn

31 &
£ i T t =]

When-netr-eardiopuimanany anest follow-ordans in B-G, and D,

MEDICALINTERVENTIONS—Palient has-pulse and/oris-breathing.

E}——é!—ema‘e&%#easw&s—ﬁea%wi%%i%né—m%eepeie&wamq?aad—é%

u‘wwmgs&msééaaiée#@y-a%wuiw%iﬁéﬁiﬂ@rwsmﬂeamaéath%me%a@s—%mﬁev&mi&aﬂ{maﬁaﬁﬁ@
Heeoxyger-sustion-and-manvalireatment-ot aionay obelusction as nesded for comior- Do net transfer
te-haspital for life-sustalning irealment—Transfer only i comforbneeds cannol ba-mebincurrant
location:

Q—L@ﬂ}i@@é—&ééiﬁaﬂauﬁmw%&éa%r——ms‘!uée&@a&@éss&%@é&%@vﬂse—m&éﬁe&%im@%—@%ﬂma«a nd
aa;éiaermeniEgéﬁg—&sméisate&—m—rmwmabagemm%e&aé;waﬁa&ewenééaswﬁmeshamga%
vgniiiation. Tranafer to-hospitalif indicalad —Avoid Intensive care.

Ed-Full TraatmontIncludes sare-above—Usenlubation, advanced alreay-inlarventions-mechanical

ventiation and cardioversionac-indisaled. Trapsferio-hospialitindicated Inslude intensivecare.

C3ther tnafeesmbioma,
t S ek

ARNHBIONCE ~ Troaimentdor povw madicaleondiions:
[ Ho-Antibiclics
Bl Andibiplics

Sihar Instrustione:

radloally feasible.

Ed-No-hifluids (provids-olher measureste-assurs somiort—— 1Mo fosding tube
&

Pl flericte frr o Adafinad foinl sertmed [ Eeoding bube for o dafimad deial marard
S 1 SA sy oSSR R 33 e

135 it

=
Fampelime toibon e fenree
¥ CHAIG S He-iem

1
S
=
2]
5

it}

uy
L.
]

#

=

&
i

=
%

ol

TR T

Discossadwith: The Basie-for These Orders e {Musthe-somplaiad)
&1 PatientResident {1 Balents preforenses
| E]-Hsaliroare agent - Patient's bestinierest matient lasks capscity-or protersnoasurkamwa)
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STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

Rule‘1200 -08-10-.15 confinued)

inted guardian %—M@é@a&ﬁﬂéi@aﬂaﬁs
El-Heslth cara-surregate
%—Q&r&ﬁk@#ﬂ@iﬂer {Othasn

Othar {Specihd

Bhysiclan Bhens Number

e&g»ht—h&s‘bea%g%mm m&&@ng&maimeﬁ%ﬁ@re%s@nm—havmﬁﬁxg;essedimhyaempraﬂé#m
health-care-professlonalish-This-doscumentisfiests thase-reatment preferences.

swsw%gammmwmeﬂ%t%%m%mﬁa@d@%eé%wumga oy
Signature Name{pial Felalionship-fwiite “self [ palleni)

DirsclicnsforHaaith Care Profoessionals

tating-POST
Bust bha ﬂnwnfaﬁn by a health care profaesionalbassd on nationt nraferenses. potiand heet intornet _and radinsl
GBS0 Cate pronstsienash G-onpadaicpf Hah FRAERRREERT ShL-anaes t
dlcatlons.

mmgmm;mﬁmu@ Sferbalordss-arg-accoplablo-with-follow up-slgnature by physiclan-in
acoordancs with-facliby/commmuniby policy.

~—Rholoceplestanes-of signed POST formearalsgal and valld:
Helng POST
—Any-incomplete sestion-ol POST Implisafull resimentfor that seotion.

—he-defibriliator-dnsiuding AEDs) should be used-on-s personwhe has chosen Do-Not
—Cralfiuide-and nutrtionmust ahwaye-bo ofered i medicaliy feasibla,
%m%nﬁ@%sv@@%%%&&@%ﬁamgw&e@e&sg—semeaﬁe

—with-"ComfortMeasures-Only" should-be lransferred lo-a-seliing ablsloorovide
—combort{e.gtreatment of a hip-fraciure).

—-Bbmedicationfo anhance-comfortmay-be-anproptisie lor-a-porsonwho has chosen
—CopderMensures-Only’,

—Freatment ol dehydralisrle-s measure-whish prolonge e A-parson-who desires IV fluids
-—sheuldindicate “Limited Inlenentions” or Eult Treatmant:

———Aﬁemea-vﬁh—a&pa@%t&%uaHh&sam@ai@o?—a—peéaﬁwiﬁh%w&wwgm&eﬁ
—alternative-freatment.

Beviewing POST
~—TFhis-BOST shauld-be reviewsd &
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STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

(Rule 1200-08-10-.15 conlinued)
H—The patlentls-transieredfrom-one-core selllng-oraare lavelis-anciher, or
&—Fhere-lsgaubstantialchange inthe patlent’s healih-stalus.or
33 —Thepatient's roatmentpreferencaschanga.

Qm%hwmaw@%awgmmm@Mmmm&mmmﬁ4m%

{1) Physician Orders for Scone of Treatment (FOST) Form

Physician Orders for Scone of Trealment (POSTS Fatlent's Last Name

dhis is & Physician Order Sheet based on the madical conditions and

Wishes of the person ideniiied af right {"paient™.  Any section not | Elist NameMiddie Inifial
domplsted indicates full treatment for that section. When need oceurs, frsi

ipllow these orders, then contact physician. Date of Birih

i | | CARDIOPULMONARY RESUSCITATION (CPR}; Patient has no puise andfor is not breathing,
oA
Lheck

..éns _ 1 Resuscitate (CPRY LI Do Not Attempt Resuscitation (DNR/ no CPR (Allow Natural Death)
Bé}g--on:"::-_fz When not in cardiopulmonary arrest, follow ordersin B, C, and D.
| MEDICAL INTERVENTIONS. Patient has pulse andlor is breathing.
L Comfort Measures, Treat with dignilv and respect. Keep clean, warm, and dry, Use medicalion by any
route, positioning, wound care and other measures to relieve pain and suffering. Use oxyoen, suction and

manual frealment of alhway obstruction as needed for comfort. Do not transfer to hospital for life-
sustaining treatment. Transfer only If comfort needs cannot be met in current location.

Limited Additional Interventions, Includes care described above. Use medical reaiment, |V fluids and
cardiac_monitoring as indicated. Do not yse intubation, advanced airway interventions, or mechanical
veniiiation,

Transfer to hospital if indicated. Avoid Intensive care,

L1 Full Treatment includes care above, Use infubalion. advanced airwav interventions mechanical
ventilation. and cardioversion as indlcated, Transfer to hospital if indicated. Include intensive care.

':5 Other Instructions:

ANTIBIOTICS ~ Treatment for new medical conditions:

e
i Check One | [1_No Antibiotics
':5-:' Box Only: | L1 _Antibiotics Other Inskructions:

| MEDICALLY ADMINISTERED FLUIDS & NUTRITION, Oral fuids & nulrition must be offered i medically

17D isashle.
Yheck One’| [1 No IV fluids (provide ofher measures to assure comfort) L _No feeding tube
Box Onlyin | [1 1v fluids for a defined trial period LI Feeding tube for a defined trjal period

£ IV fluids fong-term If Indicated L] Feeding tube long-ferm
1 Cther Insfruciions:
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STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10

CENTERS
(Rule 1200 08-10-.15 continued)

;' Sectmn“ | Discussed with: The Basis for These Orders Is: {Must be completed)
: {1 Patient/Resident [ Patisnt's preferences
{1 Health care agent {1 Patient's best interest (patient lacks capacily or preferences unkaown)
; | L Court-appointed guardian LJ Medical indications
: Masfbe S S:?;i c;?;;ziz;?cqate L (Othen
“Compleled :
i | L Other: (Specify)
Bhysician Name Physician Signature (Mandatory} Date Physician Phone Number
(Print}
T BT A e A I
= Stqﬂatum of Fatsen% Paren! of Msnon or Guas‘d!aniﬂeaiﬁh Care Rearesenfaswe

o rei‘erenaes have been exnressed to'a sahvsmlan andlor health care gmfessionai This form can be reviewed and ugdated at any
flme:if your prefevénces shange. f_you are’ unab!e o mak& vour cwn hea%th care e:iec;smns iha orders shcsu d refiesi vou

‘Hreferences as best'understood by 'y

Si gnatvr

Reiat onshzu {wnte se!f“ fuaitent}

§urrogate Relationship Phons Number

Phone Number Date Preparad ‘

Heallh Care Professional | Preparer Titie
Hreparing Form :

l
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CENTERS

Rule 1200-08-10-,15 confinued)

Directions for Health Care Professionals

Completing POST

Must be completed by a health care professional based on gﬁatient preferances, patient best interest. and medical
indications.

POST must be signed by a physician to be valid, Verbal orders are adceplabls with follow- up signadurs by physician in
accordance with facilit/community policy

Photocopies/faxes of signad PCST forms are legal and vaﬁd.

Using POST

Any incomplete section of POST implies full treatment for that section.

No defibrilator (including AEDS) shouid be used on a person who has chosen “Do Not Attempt Resusciation”

Oraf flulds and nufrition must always bs offered if medically feasible.

When comfort cannot be achisved in the current setting, fhe person, including someone with "Comfort Measures Cnly”
should be ransferred fo a sefting able {o provide comfort (2.g., ireatment of & hip fracture),

VY medicalion to enhance comfort may be appropriate for & nerson who has chosen “Camdort Measures Cnly”

Treatment of dehvydrafion is a measure which prolonas lfe. A person who dessres W Auids should indicate “Limiled
Inferventions” or “Full Treatment”, -

A person with capacity. or the surrogate of a person without capacily, can reguest glternative ireatment,

Reviewing POST
This POST should be reviewed if:

(1) _The patlent is transferred from one care selting or care level io another, or
{2) Thereis a substantial change in the patient's health stalus, or '
{3} The patient's treaiment preferences change,

Draw line through sections A through E and write "VOID” in large leflers it POST is replaced or hacomes invalid,

COPY OF
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' STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

(Rule 1200-08-10-.15 continued)

Instruciions—-Competantadulls and emancipated-minsre-may glve advanss-instrustiong us) ing-bisformorany-form-of
thelrown-choosing—To-be-legally binding-the-Advance Care Blanmust be signed and sither witnessed-or notarzed.

g benss Poassond fe boo Sraotosd kg pe g
FE WA R0 D888 Y-y
5

Mame: Ehoneik Helalion:

Addraszs:

Guality-of Llfe:

%Wm@mﬁnﬁ%@}mwfwn%&%mwiwawmwﬂ%aw
M&%MMG&B@&@ e-me-means-when-thave-any-ofthe-following condilions iyou-can-chacka

; Hon—-beasomatolalr-unawsie of people-or
W%@W%@WWWWMW&

thereforlesding-bathingdressing-and walking,
W~%@ng%mweme@%@mmm@ﬁmm%hew

w%mmwmmwmm@%mmm

Treatment

{Emy-quality-of s becormes unaccepiable-lo-me-and my-conditionds irreversible (hatie fwillnetimprove),-Ldirect
that madicaliy-appropriate-trealment be-provided-as follows—Checking “yes™ means HWANT the freatment- Chacking
‘ne-means-+DOMNOT wantthe reatment.

I o | CER(Cardiopulmenary-Reosuscitationy Te make-the-heart beat again-andseslore

¥ a5 Bl breathing-aflerit-bas-stopped Lsualbrthis involves elsctic shosk-ghest

B Lo -Suppor/CibesArdificial Support—Conlinuoususe-of breathing machine, 1\

Yes—Ho MW%W%MWE?h@%WQW@MWHQ
otheron fo-continveto-work.

o S %aime%%—ef—ﬁswufseﬁémwwmm rgary blood-fransiuslons orantibislicsthat

Yag——Na will dealwith-a-new condiionbubwill nol-help-the meainiliness.

0 R Fube feeding/lV fiuids: bee ol iubesto-deliver food-and walerio patient's siomach

¥Yog— Bo oruss-stiiulds nloavelnwhichwould-include arificlaliydelivered nutrtion and
hydration:

Otherinstructions, such-as burlal ayangements-hospics care el
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(Rule 1200-08-10-.15 continued)

{Altach-additional pages-Hnecessany

Srgan-donation fm%@ummwwmwmmww@@%@mmm
i Arv seemm oo [Th B eombire el AT TR LR LT OrOans Heeiimn

bbby arganiiesus p-bAantire-bod L foliowing-organsiissuas:

SIGNATURE

{Halisph

Slrmniuro ~f sl e nimbard
Srettra- O RhesE-DERB

WMWMMWMW&%Q@%M—W%MM%%%%mM
—adoptionand-Lweuld-not-be-srililed to-any-portion-of
w&m&mmmwmmmmmsm@

ignature-oihotare Bublic

{2} Advance Care Plan Form
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STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

(Rule 1200-08-10-.15 continued) .
ADVANCE CARE PLAN

Tennessee

[, Chereby give these advance instruclions on how | want to be
treated by my doctors and other health ca{e providers when | can no longer make those treatment
decisions myself,

Agent: | want the following person to make health care decisions for me. This includes any health care
decision I could have made for myself if able, except that my agent must follow my instructions below:

Name: FPhone #:
Relation:
Address:

Alternate Agent: If the person named above is unable or unwilling to make health care decisions for me
| appoint as alternate the following person to make health care decisions for me. This includes any health
care decision | could have made for myself if abie, except that my agent must foliow my instructions
nelow;

Name; ) Phone #; Relation

Address:

My agent is also mvy personal representative for purposes of federal and state privacy laws, including
HIPAA,

When Effective (mark one); [J | give my agent permissicn to make health care decisions for me at any
time, even if | have capacity to make decisions for myself. O | do not give such permission {this form
applies oniy when | no longer have canacity),

Quality of Life: By marking "ves" below, { have indicated conditions { wouid be willing o five with if given
adequate comfort care and pain management By marking “no” below, | have indicated conditions |
woulid not be willing to live with (that to me would create an unacceptable guality of iife).

0 Bl Permanent Unconscious Condition: | become totally unaware of people or surroundings with little
Yes No | chance of ever waking up from the coma.

£l L1 Permanent Confusion: | become unabhle to remember, understand, or make decisions, | do nof
Yes No | recognize loved ones or cannot have a clear conversation with them.

[ 1 Dependent in all Activities of Daily Living: am nio fonger able to talk or communicate clearly or

Yes No | move by myseif. | depend on others for feeding, bathing, dressing. and walking, Rehabilitation or any
other restorative treatment will not help.

] £l End-Stage flinesses: | have an iliness thal has reached ifs final stages in spite of full freatment,

Yes No | Examples: Widespread cancer that no longer responds to treatment: chronic and/or damaged heart

and lungs, where oxygen is needed most of the time and activities are limited due to the fesling of
suffocation,

Treatment: If my quality of iife becomes unacceptable to me (as indicated by one or more of the

conditions marked "no” above) and my condition is irreversible {that is, it will not Improve), 1 direct that

medically appropriate treatment be provided as follows. By marking “ves” below. | have indicaied

treatment | want_ By marking “ne” below, | have indicated treatment | do not want,
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~ STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

{Rule 1200-08-10-.15 continued)

[l 0 CPR (Cardiopuimonary Resuscitation): To make the heart beat again and restore breathing after it
Yes No | has stepped. Usually this involves electric shock, chest compressions. and breething assistance,
0 £ Life Support / Other Artificial Support: Confinuous use of breathing machine, IV fluids. medications..
Yes No | and other eguipment that helps the lungs_heart kidneys, and other organs to continue to wark.
Ll [l Treatiment of New Conditions: Use of surqery, blood transiusions. or antibiotics that will deal with a
Yes No | new condition but will not heip the main iliness,
] £l Tube feeding/lV fluids: Use of tubes to deliver food and water to & patient's stomach or use of IV
Yes No | fluids into a vein, which would include arificially delivered nutrition and hydration.

Piease sign on page 2 Page 10f 2

Other instructions, such as burial arrangements, hospice care, ete,;

{Aftach additional pages if necessary)

Crgan donation: Upon my death, | wish to make the following anatomical gift (mark onel:

1 Any organftissue L1 My entirs body L1 Only the following orqansltissués:

[! No oraanftissue donation.

SIGNATURE

Your signature must either be witnessed by two competent adults or notarized. If withessed. neither

witness may be the person you appointed as your agent or aiternate. and at least one of the witnesses must

be someone who is not related to vou of entiled to any part of vour estate.

Signature; Date:
{Fatient
Withesgses:
1.1 am a compelent adult who is not named as the agent or
alternate, | witnessed the patient's signature on this form. Signature of withess number 1
2. 1 am a competent adult who is nof named as the agent or
alternate. | am not refated to the patient by blood : : -
marriage, or adoption and | would not be eniitled fo any Signature of witness number 2

portion of the patient's estate unon hig or her death under

any_existing will or codicil or by operation of law. |

witnessed the patient's signature on this form.

This document may be notarized instead of witnessed:

STATE OF TENNESSEE

COUNTY OF
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| STANDARDS FOR AMBULATORY SURGICAL TREATMENT CHAPTER 1200-08-10
CENTERS

(Rule 1200-08-10-.15 continued)

Lam a Notary Public in and for the State and County named above. The person who signed fhis instrument
is personally known to me (or proved fo me on the basis of satisfactory evidence) to be the person who
signed as the "patient.” The patient personally appeared before me and signed above or acknowledged the
signature above as his or her own, | declare under penally of periury that the patient appears {o be of sound
mind and under no duress. fraud, or undue influence.

My commission expires:

Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

FProvide a copy fo vour physician(s)

Keep a copy in your personal files where it is accessible to others
Teilt vour closest relatives and friends what is in the document
Provide a copy to the person(s) vou named as your health care agent

& |le I |a

Page 2 of 2

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007,
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STANDARDS FOR AMBULATORY SURGICAL TREATMENT - CHAPTER 1200-08-10
CENTERS

(Rule 1200-08-10-.15 continued)

[ am a Notary Public in and for the State and County named above. The person who signed this instrument
is_personally known to me (or proved to me on the basis of satisfactory evidence) to be the person whe
signed as the "palient.” The patient personally appeared before me and sianaed ahove or acknowledged the
signature above as his or her own, | declare under penalty of perjury that the patient apnears fo be of sound
mind and under no duress, fraud. of undue influence.

My commission expires:

Signaturs of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide 3 copy fo your physicianis}

Keep a gopy in vour personal files whers it is accessible io others
Tel your closes! relatives and friends what is in the document
Provide a copy to the persen(s! vou named as vour heslth care agent

% lae (e le

Page 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: COriginal rule filed February 16, 2007; effective May 2, 2007.
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" STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11
(Rule 1200-08-11-.13, continued)
1. Staff duties;
2. Equipment failures;
3. Evacuation procedures; and
4, Emergency food service.
()  Earthquake Disaster Procedures Plan:
1. Staff duties;
2, Evacuation procedures;
3.  Safety procedures; and
4.  Emergency services,

(2) Al facilities shall participate in the Tennessee Emergency Management Agency local/county
emergency plan on an annual basis. Participation includes filling out and submitting a
questionnaire on a form to be provided by the Tennessee Emergency Management Agency.
Documentation of participation must be maintained and shall be made available to survey
staff as proof of participation.

(3) For facilities which elect to have an emergency generator, the generator shall be designed to
meet the facility's HVAC and essential needs and shall have a minimum of twenty-four (24)
hours of fuel designed to operate at its rated load. This requirement shall be coordinated with

the Disaster Preparedness Plan or with local resources.

(@)  All generators shall be exercised for thirty (30) minutes each month under full load,
including automatic and manual transfer of equipment.

(b)  The emergency generator shall be operated at the existing connected load and not on
dual power, and a monthly log shall be maintained by the facility. The facllity shall
have trained staff familiar with the generator's operation.

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-1 1-2086, and 68-11-209. Administrative
History: Original rule filed February 9, 1998; effective April 25, 1998. Repeal and new rule filed July 27,
2000; effective October 10, 2000.

1200-08-11-.14 APPENDIX |

CORY OF FORM SHALL ACCOMPANY PATIENEWLERN TRANSEERRED OR DISCHARGED

for Scope-of Trealmeni{POST)

Fhis-ie-a-Physlclan Order Shest hassd en-tha medical
conhgiions-and-wishes oithe person-dentified atright
Cpatientk—Anysection not-compisted indloates full TR
treatment-forthat seclion When-nesd ssoure. firstisliow Beteo i
these-grdersthen contact physinian.

Seolion | CARDIOGRULMONARY RESUSCITALION (CREL Pation! has no pulss-andlocls not bresgthing:

EirstMamebdiddla-lnits!
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued)

Ll Resuscitate{CRR) - Bo-hotAllempt-Rosusclale{BNRIne CRR)
When-nobin cardiopuimonans-anest follow-arders in B, Srand D,

MERICALINTERVENTIONS - Patisat has puize-andlor Is breathing.

%WM@%BF@H@&M@M%MW@WG@—K@S&%@H&%H%%
—_ Me&s@aaawy@%m—ﬁ%&emnﬁeugd%%a%i%#mww%mﬁ%n@wﬁem
Yee—oegen-suction and-manusl eatment of airvay-cbsiructinn-as neaded forcomfor—Donot

franefortn he r-nF Horife-sustaing ing braaimant. Traneferonlyifoomf rneeds cannob-be metin

incation.

Urroret
Si=iad-atiy

E}—Lﬂm&ﬁeérAédmeaai—iWﬁ&%@%&am@@%&%&%@@%%@émmﬁ&maﬁvﬂew&am
e&pdm&memtemgma&mé@@a%eéu@emQ%esevéa@e@a&eﬁ—a@w%&aﬁm%ﬁ%@waﬂka%meﬁm%@
venrtilation—Transisrio-hospitalifindisalad Ayvoid-inlensive nare.

b Eull Treaimant  Includees prors abegs 1L iplubating grlusneed singeg Indorsembisres e ebs e imel
- Fe SR e R RGIUG Gk Lazo GilnadonBEVar SRR e R OREREGHERGE:

ventilation—and-cardicversion-as Indicated . Transiorie hospiial it ingicated nclude-intensive care.

Oithasringtructinmo:
TR R o

ANFIBIOHC S — Froatment-{or-revrmedicalcondlions:
El-do-Antiblstics
E1-Antislatics

Cikhpr Inatrustions:

MEDICALLY ADMINISTERED FLUIDS-AMD-NUTRITION. Gral fluldsand nutition-musi be ofered it
redically feasible. -

MM&WQ&@%S&%&H&&S&M&M?@% - Mofasding tube
-8 fuidefora defined inalpafiod - —E{i —Eesding-lubs fora-defined tdat patied
Mﬂwg‘g fem it indinatad anr@ 4 tubea Mnl tarrn

Slsoussadwiths The Baslefor-These Crdere-ls—{(Must be-compleled)
E}—PaﬂwﬂR&s—é@aﬁ-& L1 Patlant's prafersnces

ra-agent £1 Patisni's bestintereskpaent take sapacity-or proferenses anknoan)
E-Cout-appointsd guardian £l Medicalindications
El Health-sare surregate 1
E-Rarentofminor {Gthe)
-
Bbhar: Fre bl
Al pESYT

Bhyelolan-Name{Pdal)

Physician Sigrature-tMandaions

Ssgmﬁsanﬂhé ght—has%eaﬁ@ww sraapmﬂg—%ﬁaatmea#ﬁe&fy&ae&s—ha%&w@s&sﬁa—a@%ﬂ—aaéﬂm
t?»%gm&wgm@%&&m&mww@ﬂ%mmma@meﬁwwmeﬁm

{é@a@ﬁ»@dpby—sawsgateﬁaier@ﬁ@%@xﬁr&ssedm&s@mﬂs&&ah&%‘m&h&&a&%&s%aéam&%@%&%n&ga i)
Sighature Mama{prial) Ralationship fwrite-"selfif palient)
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" STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

{(Rule 1200-08-11-.14, continued)

Heaslth-Care Rrofessional Praparing Eraparar-Lille ' Fhene-Mumber | Dale Pranared
Form

DirectionsforHaalih Care Professionsls
Completing POST

—Must-becompleted by-a-health-cars professional based on-palient prafersncas-patlent best inlerest-and-madical
indications,

—POST-mustbe-sighed-by a physiclan-to-be-valid—Verbatordeis-ate acceplabla-with-follow up sighature by shysician in
accordanse-with-facilibdeommunity policy.

—Pholoceplosieres ol slgred ROST foons are-lagal and valid
Helng POST
—Ancomplele-section of POST Implasfull realmani-for ihat section.

W&%&bﬁbt@%&&d&%é@s}sﬁ%@&b&ua&%m—g&mwhﬁms%&m “Bo-hot
~—Altempt Rosuscitation™

—ral fulde-and nutrition-must-sheays be-offersd Emadically feaslhbls.
—When-cermfortcanhet-be-achieved inthe surent seiling the pemsenincludlng semeone
—with-"Comior Measures Only should be ransfered o o seting-able loprovide
-—gomfor{e-g-ireaiment of g hip-fraciure:

W medisationto-enhanee-oo

—Treatment of dehydration-ls-a measure which prolangs e A persenwho desires W luids
—sheuidindicats "Limited nterventions o Full Trealmeant®:

—Apetsoh-with capacityor the-surrogate of o pamon-withaut capasiby-san request

-—gifernsative iraatment:

Heviewlna POST
-~ This-POSF-should bereviewad i

appropriatefora personwho has chosen

H—thepatlentistransiored from ona care-selting orcars level lo-another or
{&—There-is-a-substantlal change inthe paliont's heallh-siatus oy
B3y—The-patientstrealment prefarenses-changs.

Bravline through-sections-Athrough - E-and wits “WOID indarge lelers L ROST s replaced or besomes - invalid,

Physiclan Orders for Scope of Treatment (POST) Palienfs Last Name
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued)
dhis is a Physician Order Sheel based on the medical conditions and | First NamefMiddle initial
ishes of the person ideniified at right patien?™.  Anv seclion not
dompleted indicates full freatment for that section. When need gccurs, first

fpliow these orders, then contact physician. Bate of Birth
P

Section | CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and/or is not breathing,
o Resuscitate (CPR} [ Do Not Attempt Resuscitation (DNR/ no CPR} (Allow Natural Death}

MEBDICAL INTERVENTIONS. Patient has pulse andfor is breathing,

1 Comfort Measures. Treat with dignity and respect. Keen clean. warm, and dry. Use medication by any
route, positioning. wound care and other measures {o relisye pain and suffering, Use oxyaen, suction and
manual treatment of airway obslruction as nesded for comfort. Bo not transfer to hospital for life-
sustaining treatment. Transfer only If comfort needs cannot be met in current location.

-: L1 Limited Additional Interventions. Includes care described sbove. Use medical reatment, IV fluids and
cardiac_monitoring as indicated. Do not use Intubation. advanced airway inferventions, or mechanical
ventiiation,

Transfer to hospital if indicated. Avoid intensive care.

Ll Full Treatment. Includes care above. Use Iniubalion. advanced afrway interventions mechanical
ventilation, and cardioversion as indicaled. Transfer to hospital if indicated, Include intensive care.

Clher Instructions:

ANTIBIOTICS -- Treatment for new medical conditions:

ne | [ _Ne Antibiotics
2l O Antibiotics Other Instructions:

MEDICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fluids & nutrition must be offered if medicaily
| feasible,

[T NolV fluids (provide other measures fc assure comfort) L] Nofeeding tube
i LIV fluids for a defined trial period ‘ (] _Feeding tube for a defined trial period
=80 LW fluids long-term if indicated [} Feeding tube long-term
. 1 Other Instructions:
n Discussed with: The Basis for These Orders Is: (Mus! be completed)
[ Patient/Resident U] Patient’s preferences
L] Health care agent 1 Patient’s best interest (patient lacks capacity or preferences unknown)
Ll Court-appointed guardian Ll Medical indications
1 L] Health care sutrogate Ll Othen
| L1 Parent of minor
2 L Other: {Specify}
Rhysician Name Physician Sianature (Mandatory) Date Phvsician Phone Number
{Print

L Ssgnamre of Patient, Pamnt cf Minor, or Guaydian.“f—%ea th Care Representatwe

| refwences'have been expressed to a physmfan andim’ heaiih care g}mfessiona! Tms form can be mvzewed and updated atany 7
“Hme i your preferences change. | i [ cssaons the ardars shou d ref ec% ; mﬁr SRR

Skgnature Relaficnship t’wnte "self’ Ef Dahent}
$urrogate Relationship Phone Number
Health Care Professional | Preparer Title Phone Number Dale Preparad
RBrepating Fonn ‘

I
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued)

Directions for Health Care Professionals

Compisfing POST

Must be completed by a health care professional based on patient preferences, patient best interest and medical
indications.

FPOST must be signed by a physician {o be valid, Verbal orders are acceptable with follow-up signature by shysiclan in
accordance with facilitWcommunity policy.

Pholocopiesifaxes of sioned POST forms are legal and valid,

Using POST

Any incomplete section of POST implies full treatment for that section.

Ne defibriflator {including AEDs) should he used on a person who has chosen “Do Not Attempt Resuscitation®,

Orat fluids and nutrfion must always be offered i medically feasible.

When comfori cannot be achieved in the cuirent sefling, the person, including someone with "Comiort Measures Only”
shouid be fransferred to a setting able to provide comfor {e.g., treatment of a hip fraciure),

M medication to enhance comfort may be appropriste for a person whe has chosen *Comfort Measures Only",

Treatment of dehydration Is a measure which prolongs life. A person who desires IV fiulds should indicate “Limited
Interventions” or "Full Treatment”,

A person with capacity, or ihe surrogate of a person without capacity, can reguest allernaiive treatmeant,

Reviewing POST
This POST should ha reviewed if.

(11 _The patient is transferred from one care setting or care level to angther, or
{2) Thereis a substantial change in the patient's heaith stalus, or
{3} The patient's treatment preferences change.

Draw fine throush sections A through E and write "VOID" in large letters if POST is replaced or becomes invatid,

COPY OF F
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued)

MSwma&marmmmaéwmmﬁWMwQ%;m@ iepe-usingthisform orany-fomsof
t%m%hew&a&%ga%m&%h&%m&@a%&m%@b&s&g%@nﬁ& therwitnessed-arnotarzed:

L : erabygive WM%&%&@@M@&QM&W@M@@%&%M

Agent-bwanit-the-following personto-make-health-care decisionsfor e

Mama: Bl - Ealotionn:
e TR B

MWM@&W@M%Q@@QW@Q&%M&M@W g-adeguale paln-mansgement-Agualiby of
Lﬁwmmmm@mmwmmmwmmwmmwwmmm
Hems-as-you-wanty

%M%MWW%&%M%H&W
S Y| % *T0N PP ; en&ans,qmew

Freatment

4 Wnﬁwé%wwwmmwmvwm%
tog-provided-as-fellows—Checking “ves” means LWANT the realment—Checking

i I i GER{(Cardicnulmonary Resuselialiony: To rasks *he—hea;@&s&kwam—ané—mstam

¥es Mo brsathing-alter it has-stopped. Usually this involve
Wma&b@e&imgmw@

B _M@%&W&Mﬁs&e@a@%“m f-Gontinuousd

[ E—

B —11

e a8¢ ide: tse of WM%@G@-&HQWG—E&%&MME%

¥es ——HNo WMHM&MM&WWQMM%M@MM@&@M
bydration.
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued)

SIGHNATHRE

Yoursighature-sheuld-eitherbe-witnessad by bvo-compsient adulis ornolarized—iwilnessed _neitherwithoss shouid
be the-person-you-appoirted as your-agentand-alleast one of the-witnesses-should be semeonewho s ot related
toyoucrentitled to any-part ofysuresiate.

Sionature DATE
HeRatdfe tp
Hatient)
i tama compsatentadullwho lo net namerd o aard
—t e e SR RE R E a8 RS-

wuee-ofwitness-number?

—WW@W&M&@W&M@@&WQ;@@&M

—the-paliante salale-upen his-or-her-death-under any sxisting
—itiloreadich-or by operalion-oflaw—wilnessed the
—patisnt s signaivis ondthis form.
%@WMMM@M%R%@MMMM

— o M W o dEm N W el e R B Mmm EE EET U Gt b mm mmy W PRE M amm mmm

%MM+W&M%GMW%EQRMSW@MMMWM%M
or-her-ewn—deslareunder penalty-of perjuny thatshe-palieniappears o be ol sound mind and underno duress,
fraud-orundus infuance.

f\ﬂu commission ay
ST a3

=

s-of-blotary Public

{21 Advance Care Plan Form
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

{Rule 1200-08-11-.14, continued)
ADVANCE CARE PLAN
{Tennasseea)

i hereby give these advance instructions on how | want to be
treated by my doctors and other health care providers when | can no longer make those treatment
decisions myseif.

Agent: | want the following person to make heaith care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #:
Reiation;
Address:

Alternate Agent: !f the person named above is unable or unwilling to make heaith care decisions for me
i appoint'as alternate the foliowing person to make health care decisions for me, This includes any haaith
care decision | could have made for myself if able, except that my agent must follow my instructions
below:

Name: FPhone #: Relation

Address:

My agent is also my personal represeniative for purposes of federal and state privacy laws, including
HIPAA

When Effective (mark one). O | give my agent permission to make haalth care decisicns for me at any
time, even if | have capacity to make decisions for mvsell. [1 1 do not glve such permission (this form
applies oniy when | no longer have capacityl,

GQuality of Life: By marking "yves” below, | have indicated conditions | would be willing to live with if given
adedquate comfort care and pain management. By marking "no” below. | have indicated conditions |
wouid not be willing fo live with {that io me would create an unacceptable guality of life),

] [ Permanent Unconsclous Condition: | become totally unaware of peonle or surroundings with little

Yes No | chance of ever waking up from the coma,

Ci & Permanent Confusion: | become unable to remember, understand, or make decisions. | do not

Yes No | recognize loved ones or cannet have a clear conversation with them.

] L Dependent in all Activities of Daily Living: | am no longer able to talk or communicate cleariy or

Yes No | move by myself. | depend on others for feeding, bathing, dressing, and walking. Rehabilitation or any

other restorative treatment witt not help,

| [l End-Stage lilnesses; | have an liness that has reached s final stages in spite of full treatment,

Yes No | Examples: Widespread cancer that no longer responds to treatment. chronic andfor damaaed heart

and lungs. where oxygen Is nesded most of the time and activities are limited due to the fesiing of

suffocation,

Treatment: If mv guality of life becomes unacceplable fo me (as indicated by one or more of the
conditions marked "no” abovel ang my condition s irreversible (that s, it will not improve). | direct that
medically appropriate freatment be provided as follows. By marking “ves” below, | have Indicated
ireaiment | want. By marking "no” below, | have indicaled freatment | do not want,
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' STANDARDS FOR HOMES FOR THE AGED - CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued) 4

] Bl CPR {Cardiopulmonary Resusgcifation): To make the heart beat again and restore breathing after it
Yes No | has stopped. Usually this involves electric shock_chest compressions. and breathing assistance.
A Ll Life Support / Other Artificial Support: Continuous use of breathing machine, 1V fuids. medications,
Yes No | and other equipment that helps the lungs, heart. kidnevs, and other organs {o continue o work.
Ll i Treatment of New Condifions: Use of surgery, blood transfusions, or antibiotics that will deal with a
Yes No | new condition but will not heilp the main lliness.
] H Tube feeding/V fluids: Use of tubes o deliver food and water 10 a patient's stomach or use of 1Y
Yes No | fiuids into a vein, which would include artificially delivered nutrition and hydration.

Please sign on page 2 Page1of2

Other instructions, such as burial arrangements, hospice care, etc.:

{Attach additional pages if necessary)

Organ donation:. Upon my death, [ wish fo make the following anatomical gift (mark onel

1 Any organitissue £l My entire body L1 Cnly the following organsftissues:

0 No organ/tissue donation.

SIGNATURE

Your signature must either be wilnessed by two compstent adults or notarized. |If witnessed, neither

witness may be the person vou appointed as vour agent or allernate, and at least one of the witnesses must

he someone wheo is not rela%_ed te vou or entitied o anv part of vour estate,

Signature: ‘ Date:
{Patient)

Withesses:
1.1 am a competent adult who is not named as the agent or

alternate, | witnessed the patient's signature on this form. Signature of witness number 1
2.1 am a competent adult who is not named as the anent or

glternate. | am not related to the patient by blood : :

matriage, or adoption and | would not be entitled to any Signaturs of witness number 2

portion of the patient's estate upon his or her desth under

any_existing will or codicl or by operation of law. |

witnessed the patient's sianature on this form.

This document may be notarized instead of withessed:

STATE OF TENNESSEE

COUNTY OF
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' STANDARDS FOR HOMES FOR THE AGED CHAPTER 1200-08-11

(Rule 1200-08-11-.14, continued)

| arm g Notary Public in and for the State and County named above. The person who slaned this instrument
is_personally known to me (or proved to me on the basis of satisfactory evidence} {o he the nerson who
slgned as the “patient.” The patient personally appeared before me and signed above of acknowledged the
signature above as his or her own. ! declare under penalty of periury that the patient appears to be of spund
mind and under no duress fraud, or undue influence.

My cornmission expires:

Slanature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

s Provide a copy o vour physician(s}

s Keep a copy in vour personal files where i is accessibie to others

= Tel your closest relatives and friends what is in the document

e __Provide a copy to the personfs) you named as vour health care agent

Page 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.
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(Rule 1200-08-15-.14, continued)

6.  The residential hospice shall develop and periodically review with all employees
a pre-arranged plan for the orderly evacuation of all patients and/or residents in
case of a fire, internal disaster or other emergency. The plan of evacuation shall
be posted throughout the facility. Fire drills shall be held at least guarterly for
each work shift for residential hospice personnel in each separate
patient/resident-occupied residential hospice building. There shall be a written
report documenting the evaluation of each drill and the action recommended or
taken for any deficiencies found. Records which document and evaluate these
drills must be maintained for at least three (3) years.

(b)  Emergency Planning with Local Government Authorities.

1. All residential hospices shall establish and maintain communications with the
county Emergency Management Agency. This includes the provision of the
information and procedures that are needed for the local comprehensive
emergency plan. The facllity shall cooperate, to the extent possible, in area
disaster drills and local emergency situations.

2. Each residential hospice must rehearse both the Physical Facility and
Community Emergency plan as required in these regulations, even if the local
Emergency Management Agency is unable to participate.

3. A file of documents demonstrating communications and cooperation with the
local agency must be maintained.

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-1 1-206, and 68-11-209.
Administrative History: Original rule filed August 18, 1995; sffective November 1, 1995. Amendment
filed February 9, 1998; effective April 25, 1998. Repeal and new rule filed April 27, 2000; effective July
11, 2000. Amendment filed November 22, 2005; effective February 5, 2006.

1200-08-18-.15 APPENDIX |

AARGEL

Bhyeician Crders Ballente Last-Mame

This-is-a Physiclan Order Sheslbased en-the madical FirstName/Middienitial

sonditions-antwishes of the person-ldentified-atsight
Epatient—Any sactisnnot completad-indicatas il Galo ol EFE
troatmant forthal section—Whennesd soours, fustfoliaw .

these ordersthen-contaci physician.

CARDICRULMONARY RESUSCITATION {CER)-Patlent-hat no pulze andforis hot-breathing.

El—Resuscitate (CPR} [3- Do dist Attempl-Resussitale {DNR/no CRR)
Whannotin-cardiopulmonananest follow orders InB O _aed D,
MQ%EM%MMY@N&M%&@#WMWQM;@&M&@

E}—G@#M&&%&Immm&gﬂmm{e&mmma&w&a%m&
mwugs&méigaiieaw;e@mrs@sm@ﬁR}Qﬁwsaﬁd—sﬁe—aﬁéﬁibﬂ&%&u%@;@éé@#&ﬁamﬂaﬂ&wﬁeﬂn&
Yee oxygen-suctian-and manval irsatment of alway ebstiuclion as-nesded for comfor—Do notiransfer

tobognital fae ifa talning treslment Tronsfor aonbe f reunfort sasde sarnat ho med i currsnt lns Fin
HEDHE- G Chitiai e o e e AL HOH-NS8E SHBEOHBE-REGR HERHOGEUAN

Bl Limited Additional interventione—includes care-dessibed above.Uss-medical fresiment 1\ fulds and
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(Rule _1_200-08-15-.1 5, continued)

cﬁrﬁ(re:r» meniorng o5 n‘ﬂ ne:?:w{ Da-nolus mﬂi..bui: Ry duanced if‘.’ MJ; intu?‘ﬁ*“*"‘"“ or mmnﬁaﬁ;’gﬂi

wm%ﬂah@m&ansﬁer—;e—hespﬁa@ﬁﬂééeatw —A#e@m&e&a;w—sa;&
E}—Eﬂimea@m&&@-@nsfl:ié8@-8@%@—8@9&‘%@5%9%93&9&%&%&%'m&y—%ﬁt@-ﬁ&ﬁiiﬁﬂﬁ%&%@h&ﬂ@e@i

vantilz Err\n nf{ rdfctrmr: P TS nr{!ﬂnf’nrﬁ T S0 Fﬁréﬁ e ni’w?‘ if L_IA:wqﬁnr{ lmetiarie £y nlr\c:; S DRI

Gihernstructions:
ANTBICTICS — Traabment fornewradical conditichs:
EHNe-Antibistiss

ﬁﬁhar Eﬂﬁ%f ki
MEBICALLY ADMINISTERED ELLUIDS AND NUTRITION. Cralfuids andnmnlion must be olarad i
raedioaibrfoasible,
L} He b fuids {provide other measures te-assur rafor)—-Mofeadingtubs
E}—E&Lﬂmésf mf‘m’nﬂd%rsafp fed [3Fesding tubs-foradefined-rial pariod

Pl fiine innn tamm i indinotad i et bt bnres foame

fidds 3 = dirg- long-tenm

Chitnar i"%*iu"‘ﬂ",”{i
Dlzcussad with: The-BasisferThese Ordersts—{Musibe complated)
Ll Patisnt/Residont 1 Pallents prafarences
El-Health-sareagent E-Pationts-bestinlerest-patentlacks capacty or profersnoas saknowt)
E-Coud-appoinisd guardian %—-Mﬁ&@a@méleaipsns
L Haalth care surogate £l
£l Parent-ofminer {Dthen
[N [ e ity

ther: (Soecihn

Bhyeiclan-Mame (Bdn) Ehysigian Phone-Numbs:

S&gmﬁsaa@%he&gh@h&s—&mww%ﬁe«ws&aemg—k&a%maa%——ﬂ?&i@r&-&%ses—hav&%&&%xg;@s&ed—éa—a—«ahy&}@i&maﬂé!e;
health-care professionalis}This-document refiesis-those traaimant. prederences.

i sigred-by surrogate. preferences-expressad must rsfiact patisnt'swishes as-bast. srdarstood by surrsgates
Sigrature Narns—émmﬁ Eelationship-fwrile-"solf 1 patiand

Surrogale Relationship
Hoalth-Care Professional Braparing Eraparerlills | Bhons-bumbsr | Date-Prepared
Eorm

Birsctiorsfor Heallh Care Brofessionals

Shust be r-nmn[ﬁ(' o b -5 haalth aan prof sionalbased on QE‘;“E‘,’ praforanoas pat Haplbast éﬂtm'ﬂot, s madioal
mdsea%ﬁ&

—POST mustbe-signed by-a-physicianie-be valld. Varbal-ordersare accapiable-with follaw up-slghalera-by-physicianin
aocordence-with-faslib/communily polioy.
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(Rule 1200-08-15-.15, continued)

—Pholocoplestaxes of signed ROST fomns-are-legal and valid.
Yeing POST
—Anincormplete-section of POS T implissfull reatinont for that section.

—Nodefibrlator faslading-AEDs) should-be used-on-a-person who-has-chosen *Dio-Mol
-—Adtempt Resuscitation™

—Oralfuids-and nutdion-must-sbways be-affersd Hinadically feasible:
—When-semfortcannetbe-achieved in-the-curant seliing. the pemer—including sameons
—with-"Comiert Measwres-Only" should-be-transferrsd fo-a-seling sble-do provids
—scomfori{o.gtreatment of & hin-fracture).

—Almedisation-lo-enhance comfolt may-bo appropriale for-a parson-who has chosen
—GCemforMeasuwres-Only™.

—TFreatment-of dehydration-is-a measure-which prolsrgs-life—A parson-who desires I\ uids
—shouldindicate “Limited Intarventions™ o Full Trealment®,

—A-parson-with-capacibe-or-the surrogate-ola parscnwdihoul capacihycan regquest
—altsrnative treatment.

Beviewing 2OST

-—this- PO should be-reviewed s
£ —the-patlentistransfered from-one-sars seliingor care-levelHe-ansther, or
—There-ls-a-substantisbchange inthe pallont's health-slatus, o
3r—Thepatients treatment-preforsnces changs-

Bravline-through-sectiens-Athrough Band wilte “VOID in-large lellers it BOST s replaced or besomes-invalid:

Health Care-Eaciliies, Februane 2, 2008

ALOPY OF Tt

1

Physician Orders for Scope of Treatment (POSTY Patient's Last Name

his is a Physlclan Order Sheet based on the medical conditions and

'_q'ishes of the_person identified at right (“palient’). Any section not | First Name/Middle |nifia]
q

ompleted indicates full treatment for that section. When need occurs, firs!

f

hilow these orders. then contact physician,

Pate of Birlh
PE—— | |
'Sec_:i_i_d : CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse andfor is not breathing.
o ﬂhéﬁonéf |l Resuscitate (CPR) [1 Do Kot Attempt Resuscitation (DNR! ne CPR) (Allow Natural Death)
ggg‘on[y“-:’- When not in cardiopulmonary arrest, follow orders in B, €, and D.
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CHAPTER 1200-08-15

(Rule 1200-08-15-.15, continued)

MEDICAL INTERVENTIONS, Patient has pulse andior is breathing,

‘Chack: One

|Bestion

LI Comfort Measures. Treat with dignity and respec!, Keep clean, warm, and dry. Use medication by any

route, positioning. wound care and oiher measures o relfeve pain and suffering. Use oxyaen, suction and
manual freatment of altway obstruclion as needed for comfort. Do not transfer to hospital for life-
susfaining treatment. Transfer only if comfort needs cannot be met in current location.

[1 _Limited Addlitional Interventions, Includes care described above. Use medical treatment, IV fluids and

_;fi? Box On!y

cardiac moniforing as indicated, Do not use intubation, advanced airway inferveniions. of mechanical

ventilation.
Transfer to hospital if indicated, Avold Intensive care,

L _Full Treatment Includes care above. Use infubalion. advenced alrway interventions mechanical
ventiation, and cafdéovezséqn asg indicated. Transfer to hospital if indicated. include intensive care,

Other Inslructions:

| ANTIBIOTICS — Treatment for new medical gonditions:

| 0 No Antibiotics

(1 Antibiotics Gther tnsfructions:

MEBICALLY ADRMINISTERED FLUIDS & NUTRITION. Oral fluids & nuintion must be offered if medicaily

E@?S_it}iﬁi

L1 Mo IV fluids (provide other measures fo assure comforty
L] iV fiuids for a defined trial periad

[ ¥ fluids long-term if indicated

[7 No feeding tubs
[} Feeding tube for a defined @ial pariod
L] Feeding tube long-term

2| Other instructions:

Discussed with: The Basls for These Orders Is; (Must be completed)

| section

Lot
Lompleted .

LI Patient's preferences

L1 Patient's best interest (patient lacks capacity or preferences unknowni
[ #edical indications

Ll {Ciher

! Patient/Resident
L1 Health care agent
L Court-appointed guardian
[ Heatth care surrogate
L] Parent of minor

L] Other:

{Specifis

hysician Name

Physician Sianature (Mandatory Physician Phone Number

me if your prefersntes change. if voi: are unabie ﬁo make vaur ovm heaim eare dec swns! the m{éers should reﬂect gou
‘references as best inderstood by T

“Vour surrogate,’

ReEa: onsh ip {wn%e se!f“ i t}at!eni}

Signhature

gurmgate

Relationshio Phone Number

Health Care Professional

Phone Number Date Prepared

Preparer Tille

reparing Form
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(Rule 1200-08-15-.15, continued)

Directions for Health Care Professionals

Completing FOST

Must be completed by a health care professional based on patient preferences. patient best interest, and medical
indications,

PCST must be sianed by a physician to be valid. Verbal orders are acceptable with follow-up signature by physician in
accordance with facility/community policy.

Photocopias/faxes of signed POST forms are leaal and valid,

Using FOST

Any Incomplete section of POST implies full treatment for that section.

No defibriilator {including AEDs) should be used on a person who has chosen Do Not Atternpt Resuscitation”.

Oral fuids and nutrition must always be offered i medically feasibis,

When comfort cannot be achieved in the currend seiting, the person, including someene with *Comfort Measures Only™,
shoutd be transferred o a selting able to provide comfort fe.g., reaiment of 2 hip fraciurel,

I medication to enhance comfort may be appropriate for a person who has chosen *Comfort Measures only”,

Treaiment of dehydration is a measure which prolongs life. A person whe dasires |V fuids should indicate “Limitad
Interventions” or "Full Treatment”,

A perscr with capacity, or the surrogate of a person without capacily, can request alfemative fraatment.

Reviewing POST
This POST shouid be reviewed if:

{11 The pafient is fransferred from one care sefting or care level Io another, or
{21 There is a substaniial change in the patient’s health siatus, or
(3} The patient's trealment preferences change,

Draw ling through sections A through E and wiite "VOID® in large letters If POST is replaced or becomes invaild.

m&me%ieﬁse—%mpew&am;naﬂ@améﬁéam&my—gWsa@vaa@eiﬁﬁmdéeﬁwséﬁg—%mnﬁem@
thelrown-chessing—To-belagaliy bindingthe Advanse Care Plon-raust be signed-and eitber withessed or nolarized.

b rhereby givethese-advance- instiuctions op-how-hwant o be-realed by iy
mmmmmsémmmwmmmmwm
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(Rule 1200-08-15-.15, continued)

hMama: D iy e 9 lominiinge:
iR AT 2R e i Ephe Pt

Address:
581

mwmawummmmmwmrwmme
alternate;

Blame: Do H P Et Lt ATt
7 P e PO

malntaln-an-scceplable qualiy-olife Including-adequale-pain-mansgement—A-guality-of
reans-whsn--have-any-ol-the-following conditions {you-can-chedcasmarmyr-ofthese

wW%e%ﬂWﬁ%&W%MW%M&%
————Rehabiiiation-orany-otherrestarative raalmeniwil rot-help.

3 End-Stage linesses|-have an ilnese-ihat has reached s final-stages in spite-of
—wmemmé—éxamﬁ a&%&m&e@m&ha@d@m%{e@p@néﬁﬂwﬂe@%
M@M&a&s%%ﬁe&@u&t@%&i@@ﬁg—s@wﬁmﬂ@w

Treatment:

W%@@%@%ﬁ%%@ﬁ%ﬁ%%%@%&%wmmwgmmﬁm@}wm
MPH@Q&S&&M&F@QH&%@—&%%PM%QQ%%@MW@@W%QHM%WQ@M
“ne” muans-t DO NOT want the reatment.

L1 ary-Bosusclialiony To make-the-hear beat-again-and restore

Yag iy breaihmg—a&er—é%—ha&s%gppeé_@sua ly-this-invelves-slectic-shock-chest
combressions-ang-breathinu sesislanss.

A O Life-SupporfOther-Aelifisial-Suppor-Continucds-use-of breathing machine, 1

Y¥eg—HNo fuids-medicalions-and-olhersguipmentihal-holps-the lunge heard kidneys-and
other oroane-to-continustowerk:

e Treatmentof New ConditionsUse of su load-ransiusions, or antibictics that

L —— Y mmm%mégmwwmewmﬁmwm

i O Tubs fesdingV Aulds: Use-ciiubesio-deliverfond and walsr o patients-stomach

¥ag———bo eruse-of N fuids-inte-avelnwhish-would Indude-arifclaliy-delivered-nutrition-and
bydratlon.

Otherinstrustions such-as-budsl aprangements, he pise-sare alo:

achadd 7 ;
Srgan-donation (oplional-Upon-my death-twish o make-the following -analomical gift (please-markone);
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(Rule 1200-08-15-.15, continued)
E-Any-organfissue— 1 My entire body————f3 Onlythe-following organsfissues

SIENATURE

Hherbawitnessed byrbvo competentadulls or nolarized—fwitnessedneitherwiinsss should
w&wwa%@w&g&n@%&%&s@wﬂﬂhewm%@m%awhmemw

be the-perso
to-youcrantiled io-any-padolyour asiate.

rratires: DATE:
(Rabinnty
Fatisnt

mmmmmwsanf £ ﬂgn fure pon dhic {nrm QQ"WW{W

Mma—e@mpe@e&taéawammmwhe—awm

i state unon wmwemad%mx%&ﬂag
WF@Q@H#@P@}W@&GR@Q&#—H—W@%&SBM&

-patient”The-patient-pereonally-appeared before-me-and signad-abeve-eracknowladged-the slgnature above-as his
or-herown—declare-under penally-siperjure that he palientappears-lo-be-olsound mind-and undarno-duress,
fraudorundus-influspse.

My commission-expiras:

] P cianis]

Approved by Tennessss Beard-for Licensing Haalih-Care Facilitiss-February 2, 2005
mmwwam&mmmﬁﬁmmwmpm%wgm@m

{2} Advance Care Plan Form

ADVANCE CARE PLAN
{Tennessee}

|  hereby give these advance instructions on how | want to be
treated by my doctors and other health care providers wher | can no longer make those freatment
decisions myvself.

December, 2009 (Revised) 53



STANDARDS FOR RESIDENTIAL HOSPICES CHAPTER 1200-08-15

(Rule 1200-08-15-.15, continued)
Agent: | want the following person to make health care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #:
Relation:
Address:

Alternate Agent: |f the person named above is unable or unwilling to make health care decisions for me
| appoint as alternate the following person to make healih care decisions for me. This includes any health
care decision | could have made for myself if able. except that my agent must follow my instructions
below: ‘

Name: Phone #: Kelation:

Address:

My agent is also my personal representative for purposes of federal and state privacy laws. including
HIPAA :

When Effective (mark onel O | give my agent permission lo make health care decisions for me at any
time, even if | have capacity to make decisions for myself. 1 { do not give such permission (this form
applies only when | no longar have capacity).

Quality of Life: By marking "ves” below, | have indicatsd conditions | would be willing to live with if given
adeguate comfort care and pain management. By marking “no’ below, | have indicated conditions |
would not be willing to live with (that to me would create an unacceptable guality of iife),

£l [} Permanent Uncansclous Condition: | hecome totally unaware of peopie or surroundings with litie

Yes No | chance of evar waking up from the coma,

O Ll Permanent Confusion: | become unable to remember, understand. or make decisions. | do not

Yes No | recognize loved ones or cannot have a clear conversation with them,

Ci £l Dependent in all Activities of Daily Living: | am no longer able to talk of communicate clearly or

Yes No | move by myself, | depand on others for feeding, bathing, dressing, and walking. Rehabilitation or any
other restorative freatment will not help.

£l ] End-Stage llinesses: | have an illness that has reached iis final stages in spite of full treatment,

Yes No | Examples: Widespread cancer that no longer responds fo freatment chronic andfor damaged heart
and lungs, where oxygen is needed most of the time and activities are limited due to the feeling of
suffocation,

Treatment: |f my guality of life becomes unacceptable fo me (as indicated by one or more of the

conditions marked "no” above) and my condition is irreversible (that is, if will not improve). | direct that

medically appropriate treatment be provided as follows. By marking “ves” below. | have indicated

treatment [ want. By marking “ne” below, | have indicated treatment | do not want,

O Ll GPR (Cardiopulmonary Resuscitationl: To make the hearf beat again and resiore breathing after i
Yes No | has stopped. Usually this involves slectric shock, chest compressions, and breathing assistance.

{1 0 Life Support / Other Artificial Support: Continuous use of breathing machine, IV fluids, medications.
Yes No | and other equipment that helps the lungs heart kidneys, and other organs fo continue fo work.

;] £l Treatment of New Condiflons: Use of surgery. blood transfusions, or antibiotics that will deal with a
Yes Ne | new condition but will not help the main iiness.

£ ] Tube feeding/IV fluids: Use of tubes to deliver food and water fo a patient’'s stomach of use of IV
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(Rule 1200-08-15-.15, continued)

[ Yes No | fluids into a vein, which would include artificially delivered nutrition and hydration,

Please slgn on page 2 Page 1ot 2

Other instructions, such as burial arrangements. hospice care, efc.:

{Attach additional pages if necessary)

Organ donation: Upon my death, | wish fo make the following anatomical aift (mark onel

01 Any organftissye LI My entire hody L1 Only the following organsftissuss:

[ No organfiissue donation,

SIGNATURE

Your signature must either be witnessed by two competent adulis or notarized. i witnessed neither
witness may be the person you appointed as vour agent or alternate. and at least one of the withesses must
be someone who is not related to vou o entilled to any part of vour estate.

Sighature; Dale:
(Palient

Witnesses:

1. am a competent adult who is not named as the agent or

alternate, | wilnessed the patient's sianature on this form. Signature of witness number 4

2.l am a competent adult who Is not named as the sgent or

alternate. | am not related fo the patient by blood, i ;
marriage, of adoption and | would ot be entitled to any Signature of withess number 2
poriion of the patient's estate upon his or her death under

any_existing will or codicll or by operastion of law. |

witnessed the patient's signature on this form.

This document may be notarized instead of withessed:

STATE OF TENNESSEE
COUNTY OF

L am a Netary Public in and for the State and County named above. The person who signad this instrument
is personally known {o me {or proved to me on the basis of salisfactory evidence) ‘o be the person who
signed as the “patient.” The patient personally appeared before me and sioned above or acknowledaed the
signature above as his or her own. | declare under penalty of periury that the patient appears o be of sound
mind and under no dursss, fraud, or undue influence,

My commission explres:
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(Rule 1200-08-15-.15, continued)
Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy to vour physiclan{s!

Keep a copy in your personal files where it is accessible to others
Tell your closest relatives and friends what is in the document
Provide a copy fo the parson(s) yvou named as your healih care agent

¢ jeje (e

Page 2 of 2

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rule 1200-08-24-.12, continued)
12, 1998. Amendment filed April 28, 2003; effective July 12, 2003. Repeal and new rule filed January 3,
2006; effective March 18, 2006. Amendment filed February 7, 2007; effective April 23, 2007,

1200-08-24-.13 DISASTER PREPAREDNESS.

(1) Physical Facility and Community Emergency Plans.

(a)

(b)

()

(d)

()

Every birthing center shall have a current internal emergency plan, or plans, that
provides for fires, bomb threats, severe weather, utility service failures, plus any local
high risk situations such as floods, earthquakes, toxic fumes and chemical spills.

The plan(s) must include provisions for the relocation of persons within the building
and/or either partial or full building evacuation. Plans that provide for the relocation of
patients to other healthcare faciiities must have written agreements for emergency
transfers. Their agreements may be mutual, i.e., providing for transfer either way.

Copies of the plan(s), either complete or outiines, shall be available to all staff.
Provisions that have security implications may be omitted from the outiine versions.
Familiarization information shall be included in employee orientation sessions and more
detailed instructions must be included in continuing education programs. Records of
orientation and education programs must be maintained for at least three (3) years.

Drills of the fire safety plan shall be conducted at least once a year on each major work
shift, for a minimum of three times a year for each facility. A combined drill of the other
internal emergency plans shall be conducted at least once a year. The risk focus may
vary by drill.  Both types of drills are for the purposes of educating staff, resource
deterntination, testing personal safety provisions and communications with other
facifities and community agencies. Records which document and evaluate these drills
must be maintained for at least three (3) years.

As soon as possible, real situafions that resuit in a response by local authorities must
be documented. This includes a critique of the activation of the plan. Actuai
documented situations that provided educational and training value may be substituted
for a drill.

(2) Emergency Planning with Local Government Authorities.

(@)

(b)

All birthing centers shall establish and maintain communications with the local office of
the Tennessee Emergency Management Agency. This includes the provision of the
information and procedures that are needed for the local comprehensive emergency
plan. The facility shall cooperate, to the extent possible, in area disaster drills and local
emergency situations.

A file of documents demonstrating communications and cooperation with the local
agency must be maintained.

Authority: T.C.A. §§4-5-202, 68-11-202, 68-1 1-204, 68-11-206, and 68-11-209. Administrative
History: Original rule filed March 31, 1998; effoctive June 12, 1998.

1200-08-24-.14

APPENDIX |

SN LR TRAR:
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STANDARDS FOR BIRTHING CENTERS

(Rule 1200-08-24-.14, continued)
Bhysiclan-Ordars
for-Scops-of Treatment-{POST)

Thisls-a-Physiclan Order Shest based on the medica!
condiions-and-wlshes of-the-personideniified st right
Epallent--Anysagiion not completed indicates full
treatmentforthat esclion—When-nesd cesurs first follow
thase orders-then contactphysiclanc

CARBIORULMONARY RESUSCITATION{CRR}--Pallsht- has-re pulseandfor s hol breathing.

Patisntetast Nams

ElrstMame/MiddisInitial

Dale-oiBih

El-Resussitate (GRS

% D Mot Alermot Pasuesiinta (DINE o 0 DR
i O-Aempt e asisciia £ i

kit 7

%

Whannetin-cardicpulmonansansst-llow orders in B Crand D,

MEBIGAL-INTERVENTIONS. Pallenthas pulse-andloris breathing.

Ed-Gomiorhtheasures Treatwith-dignity-and respect—Kesp clean, warm, and-dry
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E—Full Treatment-inciudes-ca re-above—Use intubslion,-advanced-sipvay Interventions-mechanical
vortiistionand-cardioversion-as-indicated—Trensfer fo-hospitabif indlcated noluda-intensive-care,

her-inslucions:

AMHBICTCE ~ Tisatment-fornevwmedical conditions:
Eldeo-sntibiclics
E1 Antiblotics
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CHAPTER 1200-08-24

Ciibvar Lmabes e mtiom
Discussedwith: The -Basis-for These Ordersls—{(Must he complated)
E}-PatientiRosident E1-Patients prefaronces
i-Haalth care-agent El-Patlent's-besiinterasi-paliont lacks capscity or profersnces unimen )
El-Court-appointed guardian 1 Medieabinglsations
El Heaith-sars surnegats -
Cl-Rarsptef minar {Btha

Ehysician-PhoneMumber

i Physiclon-Signatersfbandaions

8l Gt
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health-care-professlonalis)l This-documentrefiesis-ihose tresiment-prelsrences.
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rule 1200-08-24-.14, continued)

_@%@—by—swmgaieﬂa@efwm{m@mﬂa@wﬁeaM&hm&bas&-yﬁdamw{m%&sm""aie—.-}
Sighature Name{pnh) Relalienship-fwrite "salf-if patient)

Surrogats

Health Cars-Professional- Preparing Preparer Tille Phons-humbser | Dale-Preparsed
Eorm

Directions forHeallh Care-Profssslonals
G Hey ST

—Must-be-compieled by-a heallhcare-professional based-onpalisntpraferences, patient bastinlerest_and madical
indications.
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accerdance-with-faciifty/community palisy,

—PhetocoplasHares-of slgned POST forme-are-logal and-valid.

Yeirg POST

Anuincomnolate pasfinn
FAAH-RGOME e

EROST bl frrll fvesmbnmont fap (b pombie
o F Y HhETT ¥ e bkt i

T

—ho defibrliator including AEDer-should bauesd-on o porson-who has shesan Do Not
—fitempt Resusciation®

——Orat-fluldsana-rubritionrmust-always be olered i medisally-feasible.
Mh%eemie%amme%%éémhawmuetﬁgg-;-th&—pa%@&%%in@@emeene
ﬁMthiGemm%M%samQﬁﬁ?shw{é—beémmemd%wﬂWbMWe
—coifer-feg-treatmant of a-hip fracture)

—htmedlcationio-enhance-comior may-be spproptate-for 4 person-who has-chosen
—Ceomiort Meoasures Only™

—Heatment-ofdehvdralionds-ameasure which prolonrgsfile--A persot who deeies iV fiuids
—shouldindicate-"Limited Intorvantions™ or Eull Treatment®. )
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—alernative-reatment:

Reviewing POST
This BOST . i
mem;@mmmmﬁwmwmw%m&aﬁw

£ —Thereis-asubstantial change-inthe patispte hoalth stalus, of
G} -Thepalient's reatment preferances change.
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{1} Physician Orders for Scope of Treatment (POST! Form
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rule 1200-08-24-.14, continued)

Physician Orders for Scope of Treafrment (POST) Patient's Last Names

Ihis is a Physician Order Sheel based on the medical condifions and - - —
wishes of the person identified a! right {"patients.  Any section not | First NamefMiddle initial
gompleted indicates full treatment for that seclion. When nesd ocours, first
ipllow these orders, then contasct physician.

Bxate of Birth

: (s CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse andfor is not breathing,

hecﬁ: Gne. W] Resuscitate {CPR} L] Do Not Attempt Resuscitation (DNR/ no GPR) (Allow Natural Beath}
ch Om" When nof In cardiopulmonary arrest, follow orders in B, €, and D,

i1 Section /| MEDICAL INTERVENTIONS, Patient has puise andior is breathing.

L] Comfort Measures. Treat with dionily and respect, Keen clean, warm, and dry. Lse medication by any
ratte, positioning, wound care and other measures to relieve pain and suffering, Use oxygen suction and

manugl reatment of aloway chstruction as needed for comfort, Do not transfer {o hosnital for life-
sustaining treatment. Transfer only if comfort needs cannot be met in current location.

,Freck--(}ne_:' Limited Additional Interventions. Includes care described above, Use medical treatment, 1V fiuids and
i cardiac_monitoring as indicated. Do nof use Intubation, advanced alrway interventions, or mechanical
veniiiation.

Transfer to hospital if indicated, Avoid intensive care.

L] Full Treatment, Includes care sbove. Use intubalion. advanced airway interventions mechanical
ventilation, and cardioversion as indicated. Transfer to hospifal if indicated. Include Intensive care.

Other Instructions:

| ANTIBIOTICS ~ Treatment for new medical condifions:

| __No Antibiotics
L1 Antibiofics Other Instnuctions:

| MEDICALLY ADMINISTERED FLUIDS & NUTRITION, Oral fivids & nutrifion must be offered i medically
| feasible,

| L1 _No v fluids (provide other measures fo assure comfort) L] Nofeeding tube
1 v flulds for a defined trial period U] Feeding tube for a defined trial period
| L3IV fluids long-term if indigated [ Feeding tube long-term
| Other Instructions: .
Discussed with: The Basis for These Orders is: Must be complated)
| L} Patient/Resident L1 Patient's preferences
| [J Heslih care agent L] Patient's best inferest {patient lacks capacity or preferences unknown)
1 [l Court-appointed guardian [} Medical indications
[ Health care surragate L (Othen)
L Parent of minor
| L other (Specify}
e
Hhysician Name Physician Stanature (Mandatory) Bate Physician Phone Number
{Print
o

G Siqnature of Faﬁent Parent of Mmar or Gua?dianfﬁeaiéh Care Representatwe

Reéatsonshm Ewnte seifa if Qaiienﬁ}

Ssgnatur
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24
(Rule 1200-08-24-,14, continued)

I Jurrogate Relationship Phone Number I
Health Care Profsssional | Preparer Title Phone Number Date Prepared
Hreparng Form

I LiF ER HEAL TH CAIRE PROFESS

Directions for Health Care Professionals

Completing POST

Must be completed by a heallh care professional based on patient preferences, paiient best interest, and medical
indicalions,

POST must be slaned by a physiclan to be vaiid. Verbal orders are acceptable with follow-up signature by physician in
accerdance with facility/community policy,

Photocopiestfaxes of signed POST forms are legal and valid.

Using POST

Any incomplete section of POST implies full freatment for that section.

No defibritator (including AEDs) shouid be used on a parson who has chosen “Do Not Aftempt Resuseiiation”,

QOral fluids and nutrition must always be offered If medically feasible,

When comfert cannot be achieved in the current seffing, the person. including someone with "Comiort Measures only”
should be transferred fo a setting able to provide comfor (e.g. freatment of a hip fracture),

IV medication o enhance comfort may be appropriate for 2 persen who has chesen “Comfort Measures Oniy™,

Treatment of dehydration is a measure which proiongs life. A person who desires IV fivids should indicate “Limited
Interventions” or "Full Treatiment”.

A person with capacity, or the surrogate of a person without capacily, can reguest alternative ireaimant,

Reviewing POST
This POST should be reviewed if:

{1}_The patient is transferred from one care setiing or care lave! to another. or
(2} Thereis a substantial change In the patient's health siatus, or
{31 The patlent's trealment preferences change,

Draw line threuah sections A through E and write "WOIDY in large letters if POST s replaced or becomss invalid.

l COPY OF FORM SHALL ACCOMPANY PATIENT WHEN TR/
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rule 1200-08-24-.14, continued)

t2)-—~Advance Care-Rlan Form

mgimshew\mpeteat—a%%&amam;»pa&eé%%%mmas,&gwe—aa—mﬁewaamﬁwsm«g—mmwwmgﬁ
MWWéWM%méLRMM%F%Q&WWMJQ nad-and-aither witnessed-or

%, —heraby-gi EMWMMWMMMW@M@
_ she _gg,gwﬁ@,_ig Germ 1 .

Agent—bwart-ihe-following-parsor-io-make health-care desisions forme:

Blame: Phone#h Felalion:

Sl oo
G g

Ww&m&m&me@b&w&%wrwﬁ%g&%hﬁwwé%mm
aiterate:

Mame: Dibs evrigy H- Lipinmtimm.
Heirer PG R eSS

W@W%%WW%@MWHWMfWQ&WMWWWW
ofiife-thatis-unacs Asans-when-thave-any-ofthefoliowing-sonditionsfysu-can-check-as-many-of

yeCondition: | becometolalivunaware-oipacpla ar
wmémg%&%ﬁ%&%%%&wp@m&hmm

mem%mmemm&aa%%

ngerablado-ialikclagely
ove-By spend-en ihmieﬁs@é{%a%agm@aﬁ@wm
mamg@m%wwe@mwm&mmﬂmm%

Wr@m&an@%ﬁ%gme&%@%&wxﬁwm‘%t of
——the-time-and activilies am limited dueio-ihe-fosling of suffosation.
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rule 1200-08-24-.14, cont;nued)

Fwish-to-make-the-following-anatomical-gift (plsase mark one)
El-Anyerganitissus-L)-My entize-body——[T}-Oniy the foliowing organsiiissues:

adg-nnt p m,gé_a iha nmné’
‘HMM@%%—-—%WMMWW

MW&M@MQ@%@W—WW% agant,

Sighatura ol wilnessnumber2

STATE-GF TERNESSEE

ammmﬁmwmmaw%m@wmmmﬂmgmm
fraud-orundus-infiusnce.

isslon-expiros
HTIFBE:

Signature-of Notary Bublic

essee-Lepariment-oi-Healih, Boardfor Licensing Health-Care-Faciliios, Februany 2. 2008
WWMM&QW%@WM%
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rute 1200-08-24-.14, continued)
(2% Advance Cars Plan Form

ADVANCE CARE PLAN
{Tennesses)

| hereby give these advance instructions on how ! want to be
treated by my doctors and other health care providers when | can no longer make those treatment
decisions myself,

Agent: | want the following person fo make health care decisions for me. This includes any heaith care
decision | could have made for myself if able, except that my agent must follow my Instructions below:

Name; . Phone #:
Relation;
Address;

Alternate Agent: f the berson named above is unable or unwilling to make health care decisions for me,
L appoint as aliernate the following person to make health care decisions for me. This includes any health
care decision | could have made for myself if able, except that my agent must foilow my instructions
below:

Name: - " Phone #: Relation:

Address:

My agent is also my personal representative for nurnoses of faderal and state privacy laws, including
HIPAA,

When Effective (mark onej. L1 | give my agent permission to make health care decisions for me at any
time, even if | have capacity o make desisions for myseif. £1 | do not give such permission (this form
applies only when | no longer have capacityl,

Qualify of Life: By marking “ves” below, | have indicated conditions | would be withing to live with if given
adequate comfort care and pain management. By marking “ne” below. | have indicated conditions | would
not be willing to live with (that to me would create an unacceptable guality of life),

g0 Permanent Unconscious Condition: | become totally unaware of people or surroundings with little

Yes No chance of ever waking up from the coma.

£ 0 Permanent Confusion; | become unable to remember. understand. or make decisions. | do not

Yes No recognize loved ones or cannet have a clear conversation with them.

B O Dependent in all Activities of Dally Living: | am no longer able fo talk or communicate clearly or

Yes No move by myself. | depend on others for feeding, bathing, dressing, and walking. Rehabilitation of any
other restorative treatment witl not help.

BB End-Stage llinesses: | have an iinsss that has reached its final stages in soite of full treatment.

¥es No Examples: Widespread cancer that no longer resnonds to treatment: chronic and/or damaged heart
and lungs, where oxyden is needed most of the time and activities are limited due o the feeling of
suffocation,

Treatment: If my quality of life becomes unacceptiable to me (as indicated by one or more of the
conditions marked "no” above) and my condition is irreversibie (that is, it will not improve’. | direct that
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STANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

{Rule 1200-08-24-.14, continued)
medically appropriate treatment be provided as follows. By marking “ves” below, | have indicated
freatment | want, By marking "ne" below, | have indicated freatment | do not want,

0 g CPR (Cardicpulmonary Resuscitation): To make the heart beat again and restore breathing after it
Yes No nas stopped. Usually this involves electric shock, chest compressions, and hreathing assistance.
i B Life Support / Other Artificial Support: Continuous use of breathing machine, 1V fluids, medications.
Yes No and other equipment that helps the lungs, hearl, kidneys. and other organs o continue to work,
B8 Treatment of New Conditions: Use of surgery, blood fransfusions, or antibiotics that will deal with a
Yag No new condition but will not help the main iliness,
3] Tuhe feeding/IV fluids: Use of fubes to deliver food and water fo a patient's stomach or use of IV
Yes No fluids into a vein, which would include artificially deliverad nutrition and hydration.

Please sigh on page 2 Page 1aof 2

Other instructions, such as burial arrangements, hospice care, sfc.;

(Attach additional pages if necessany

Crgan donation. Upon my death, | wish to make the following anatomical gift {mark cnel:

L) Anv organflissue £1 My entire body L1 Only the following organsfissues;

£l No organfissue donation,

SIGNATURE

Your signature must either be witnessed by two competent adulis or notarized. If witnessed. neither witness
may be the person you appointed as your agent or allernate. and at least one of the witnesses must be
someons who is nof related to vou or entifled ko anv part of your esiate,

Sianature: Data:
{Patient

Witnegses:

1.1 am a competent adult who is not named as the agent or

aiternate. | withessed the patient's slgnature on this form. Signature of witness number 1

2.1 am a competent adult who is not named as the agent ar
alternate. | am not related to the patient by blood,

marriage, or adoption and | would not be eniitled to any Signature of witness number 2

portion of the patient’'s estate upon his or her death under
anv_existing will or_codicil_or by operastion of law. |
witnessed the patient's sionature on this form.

This document may be notarized instead of witnessed:

STATE OF TENNESSEE
COUNTY OF
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| éTANDARDS FOR BIRTHING CENTERS CHAPTER 1200-08-24

(Rule 1200-08-24-.14, continued)

| am a Notary Public in and for the State and County named above. The person who signed this instrument

is_personally known to me (or proved to me on the basis of sall staciory evidence] to be the nerson who

signied as the "patient.” The patient personally appeared before me and signed above or acknowledoed the
signature above as his or her own. | declare under penalty of periury that the patient appears fo be of sound

mind and under no duress, fraud, or undue influence.

My commission expires:

Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy to your physician(s)

Keep a copy in your personal files where it is accessible to others
Tell your closest relatives and friends what is in the document
Provide a copy to the person{s) you named as your health care agent

@ e jla [@

Page2of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

1200-08-25-.17 APPENDIX.

CORY.

CARBIOPULMONARY RESUSCITATION-(CPRY Ratient hasne pulse andlor s not breathing.
[i-Resuscitata (CPR) Do ot Allempt Resussitate (DNR/no SR}

Whmﬁmm%e%mydmw@smmra%

MEDICALINTERMENTIONS. -Ratient has-pilse andioris brealhing.

Q»Qem?eﬁwﬁ%@awm—iﬁma%wiM@gﬁi%&%&&g&&tﬁ%ﬁﬁepm&wamraﬁddwv
----- %ﬁaamsé%ea&égﬂ@}awmaae?«;}&&i&i@nlng-;W%Mamand@imF-%wfeammwam-a«nd
sufferingtise owygen-sustion-and manuai bealmeni of sinvey-cheliuctisnas nesded-Jorsomioe

By tirannfar fo hosnita! for We.sustaininabrasimant.  Tranniac anb i mamferd o ode ransed e rook
BoRo=HnREE HESRIEO ot I - SO T R R L HE RS SR - - CORHBA- Ne G CanRsTe-m

in-currentloaation.

Q&m&%&m@muﬁﬁmﬁeasmiﬁemées—sawﬁesaﬁbeé—amwsemémHr@a%m&ﬁ%;-@mwds
%%meﬁét%wgém%@w%%ném%%ma%aéwaymtewenééqpf&,-e;
mechanicabventiation—Transferlo hospitalilindicated. Avoidiniensive-sare,

B3 Full Treatment—insludes-cate above—lse Intub Hen-advanced alavayinlerventions—meshanical
yontiisgiion ond cordisionreion oo fmrisntad  Traoe foe o snitaldf indirotiord  [nealids intamelie o
ventiiation and candioversion hetsaea--Hansisrlo-hoepishifindicaisd{noiude intansive cara.

{netructions.

ABTBIOTICS— Troaiment-fer new medical conditions:
E-Bo Antibiatics

Ei-Anilbiotics

e LIthar

tastructiona:

MEDICALLY ARMINISTERED-FLUIDS AND HUTRITION. Gralfulds ahd nulition must-beofisrea i

Ne-NMuide-fprovide sthermeaswesto-assute sonfor) L1 be fesdiagtube
Blilulde-for s defined-tdal pericd Li--Feading tuba for-a-defirad-idal
narind

B fuidefong-tern i indioaled Ld-Fasding-lubs long-tem
—Other
tnstounions:;
Dissussed with: The-Basisfor Thase Ordsre-ls—{Bust bo-completed)
ClFatlent/Residont El-Palienis praferences
Healih-cara-agent Ed-Patlsnte-bestinterssiipatentiscks capseity or prafaren
ElCour-appointed-guardian vakiowa)

December, 2009 (Revised) 43



STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

{Rule 1200-08-25-.17, continued)
T L1 Healkcare surragate L Msdicalindications
gﬁmwm =l

iCthar

Other =

Physiclan-arme (Bt
BEhysiclan-Sighalure (Mandators

Bhysiclan-Bhone Numbar

i b & ntative
Sigmﬁeatheasgmh&s—é@aﬂgm%e%%f%%ﬂé@%%!%@%ﬂ%&%&%e&m@mhﬁmmm;
health-care-professienalisl—This dosument raflecis thosa ealment prefetences.

_M@bﬁu%g&%mﬁs@ﬂmmrmm%mﬁee&—@aEE@%M&&%@M&@S&WR@&WWWM

Sigralure Mame{pdal Reialicnship-fweite-"self i patiant)

R@E&n @i@néﬁéﬁ

Health Care Professicnal Preparing Braparer Tile Fhone-Number | Dats Prepared

Birsetions for Haalth-Care Rrofossionals

Complating POST
BAemt e mrmeedoto by health care srofosslonal basad on natisnt nraforancan mationt hasl intoract sned eeadios]
Hroor e Lo PIBIBG-2Y B ReaRa- 0TS B EInn HeauantLreeiat TRSTESIREEHHReresTahRa-keasal
indleations:
2 st baslonad by a-ahusinian to bausiid  Yarholormarm sre necantabio it fallswn sinnaiure fu nhuaisian s
t hilrE—E ERESo i PGB OFE ST ¥ BT YR OW-E B-SIg Rae DY-BaVEIGIa IR

accordance with faciliylcommunity policy.
—Photesapissffaxss-ol slgned ROST forna-are Jegal andalid.
Hsing POST
—Anyincomplote sectlon ol POSTmples il bealmant for thatssotion.

—Ho-defibtllator (neluding AEDe} should ba usad on-a pesenwho has-chosan “Da-bot

M%Ma@mé—%tﬁﬁ%m%%ahvays—be—eﬁam@éﬁm@é@eaéiyieeaéé@&
wWhBﬂ—G@%F@%W—Q@@GHSV&é—m—%hW&M%@@R&-ﬁk&%?&@%@ﬁ%é@ﬂg@%%ﬂﬁ
—with-Comfor-heasures Only”-should be franslared 1o-a selilng able Lo provids
—sorrfor(e.gfreatrrant-of o hip-fracturel.

—Wmedicaliontc-ertiance somiotmay be appropiiate foraperson who-has-chosan
—Geomfort Massires Onbe™

—Heatment chdehydralionis g measums-which-prolonus life. A person who desires 1V flaids
—should indloateUmited Intamantions” ar-Eull Trealmants,

—Apemenwithcapacity, or the suvogaie-of-a parson withoul capacify,-oan raguast
—alternative-lreaiment

Heviewing-POST

th-—The patientis-transtarrad from one-care seiting-er-care levelic-ancihar o
Ey—Themw s o subsiantisl change-inths pallents-heallh-stalus, or
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES

CHAPTER 1200-08-25

{Rule 1200-08-25-.17, continued)

Ag

B} —The-patients-ireatment proferonces change.
9FawL‘tne%h;e«agh@e@;&i{;Q&A«Shmugh%%MRMQLM{gmm%ep%mwemmﬁ&

£ O OF THES [

ANY PATL

SHALL ACCORE,

his is _a Physician Qrder Shest based on lhe medical conditions and

Physician Orders for Scope of Treatment (POST) Patient's Last Name

First Name/Middle initial

Any saclion _not

]
wishes of the person identifed af right (“patient).
gompleted indicates full freatment for that section. When need acours, first

fb!éow these orders, then coniact physician,

Dale of Birth

| Section | CARDIOPULMONARY RESUSCITATION (CPR}; Patient has no pulse and’or is not breathing.
heé?c One.:. L Resuscitate (CPR) L] Do Not Attempt Resuscitation (DNR/ no CPR} (Allow Natura! Death)
:[Box Only.| YWhen not in cardiopulimenary arrest, follow orders in B, C, and .

MEDICAL INTERVENTIONS. Patient has pulse andfor is breathing.

if%‘l@:ﬁ [ _Limited Additional Interventions. Inciudes care described above. Use medical reatmeant, 1V fluids and
(X cardiac_monitaring as_ndicated. Do not use intubation, advanced airway inferventions. or mechanical

- Sle';:iéon'

L1 Comfort Measures. Treat with dignity and respect, Keep clean wann, and diy. Use medication by any
route, posifioning, wound care and other measures to relisve pain and suffering. Use oxyoen, suction and
manual freatmend of alrway ohstruction as needed for comfort. Do not fransfer fo hospitai for life.
sustaining treatment, Transfer only if comfort needs cannot be met in current location,

ventilation,
Transfer fo hospital if indicated. Avoid intensive care.

L] Full Treatment. Includes care above. Yse intubalion, advanced alway interventions mechanical
ventilation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.

Other Instructions:
ANTIBIOTICS ~ Treatment for new medical condifions:

[] No Antibiotics
L Antibictics

Qther Instructions:

1 MERICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fluids & nuirition must be offered if medically

| feasible,

1 L1 _No IV fluids (provide ofher measures io assure comford)
L) ¥ fluids for a defined trial period

L1 1V fluids long-term if indicated

Other Insfructions:

[1 Nofeeding tube
[} Feeding tube for a defined trial period
L1 Feeding tube long-term
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

(Rule 1200 08-25-.17, continued)

53{;&50!’3 7| Piscussed with; The Basis for These Orders Is: (Must be completed)
- L] Patient/Resident LI Patient's preferences _
[ Health care agent L] Patient's best interest (patient lacks capacity or preferences unknown;
[1 Court-appointed guardian [] Medical indications
{1 Health care surrogate L] {Othen
;| L1 Parent of minor
L] Other: {Specifyl

Rhysician Name
{Prinf)

: '._j_-.-'Sic;nature of Patsent Parent of Minor,

Physician Stanature (Mandatory) Date Physician Phone Number

GF Guard:aniﬁeaith Care. Regresantatw :

e

eferemes have been exﬁmssed to a ths clanandlor health care nre!‘essmnai “This form can be rewewed and gdated af any:
me i your préferences changs i vou are tinable fo make vour own heaiih cam dscisicns %he orﬁers shou cﬁ refiect vour

flreferences’ ashestnnderstomi 5y 3 our surrabate, T : Sl S

ReEai;onshm fwnte self’ sf pai:em}

Rreparing Form

§ur{ogate Relationshin Phone Number
Hesith Care Professional | Preparer Tille Phone Number Date Preparad

FIRE OF POST 1O 0T}
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25
(Rule 1200-08-25-.17, continued)

Directions for Health Care Professionals

Completing POST

Must be completed by a health care professicnal based on palient preferences, pafient best interest and medical
indications.

POST must be signed by a physician fo be valid. Verbal orders are acceptable wilh follow-up sighature by physiclan in
gccordance with facllityfcommunity polioy.

Pholocopiesfiaxes of signed POST forms are legal and valid.

Using POST

Any incomplete section of POST mplies full treaiment for that section.

Ne defibriliator {including AEDs) should be used on a person who has chosen "Do Not Atterpl Resuscitation?”,

Oral fluids and nulrtion must always be offered i medically leasible,

When comfort cannot be achieved in the currert setfing, the person, including someons with “Comiort Measures Only"
should be transferred fo a seiting able to provide comfort (e.q., freatment of a hip fracture),

IV medication to enhance comiort mav be appropriate for a person who has chosen “Comfort Measures Only".

Treatment of dehydration is a measure which prolonas fifs. A person who desires IV fluids should indicate “Limited
interventions” or “Full Treatment”.

A person with capacly, or the surrogate of a person without capacity, can request alternative freatment.

Reviewing POST
This POST should be reviewed if:

(1) The patient is transferred from one care sefting or care leval lo another, or
{2} There is a subsiantial change in the patlent's health status, or
{31 The patlent's reatment preferences change.

Draw line through sections A through E and wiite “VOIDY in large letiers if POST Is replaced of becormes invalid,

COPY OF FO ALL ACCOMPANY PAVIENT WHEN TRANSE ORDISCHARGED,
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

(Rule 1200-08-25-.17, continued)

mﬂm%%@msmm@mwﬁmﬁe%m;s%mwweadmnaa%&e{mmsmg%ms%@m—emwemi
éh%e%w&%%éwa@%&a%mmm;@mﬁwmm and-eitherwitnessed oraslarzed:

i . ~hereby-glva these-advanss ‘a%%@m%wmm%e&b%my
WWWWQ&WWQ%WMWW@

Agept-bwant-the following person-to-make healib care-decisionsfor me:

hame: Bhangf: Balation:
Mame; FRGRE-H Helation:

Addroee:
it e

M#WWMMWWMQMW%@W@WW%
alternate;

hame: Hhone#: Halation

%%Ma%@n&%&&mﬁ@%mms&@%@m

strroundings-with-lile chance of sverwaking up-from-the coma.

Bl Permansnt Confusion: | become unabls-toremember_understand or make
dasislons—|-do nolresognize-loved-onos oroannat have-a clest-conyversationwith-them.

iho-lehgerable to-talkcleary
m—m_wwwm&@@mgmm%évm%@mgaﬂmm
———Rahabilitallonorany otherresiorative realment will- nol-help,

vave-antiness-thathas reached s finalstagesin-spite-of
%Mmﬁwwmmmmwﬁéamm
m_mmmmmmmg@@hmmﬁngmmewﬁmmm
e tha-dime and activitios-are limited dus-to-the fesling-of sullasation,

compressionsand-breathing Qs&szan@en

BH—F] Life-Suppor/Other-briificlal Susport: - Continuous use-of breathing tmachine 1/

Yes———blg mmmmwmmammmawwmm
ster-organs (o conlinualowork,

i S Treatmentol New bondilisns:-Usa of surgery_blsed {ransfusions oranibiclice-that

¥ag———>lp witkdeal-with-a-new condition bubwiltnot hels-the mainiliness.

305 EE o | mm;mwﬂwm%ﬁmmm@m&mmm@mm
; ; suldinclude arifisial-delivered nutiion-and

Othsrinstructions such-as-butdal arangemenis-hospise care-elc.:
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(Rule 1200-08-25-.17, continued)

(Adtach-additionatpagesifnessssand
@g%@nmtmwwmwam@mwmm@awwmmp@mmm
1 Any orannMenim I8 By somtlem bmedur ﬁ ﬂni\ }hm fn”nu ing-oroansiissuns.
fbAny-ergan/issy t-My-satire-body g-organsiissuss:

{RPalianh

Wilnesses:

Hmpe@e%éa%whm&nemmud ae-the-agent:
et 4 a-ar-thisform: Sigrature-of wilnessnumber 1

e-t-am-a-competentadultwhois-notnamed-as the-agent
m%mwm@mmw@m B0

f?

ignaiure ofwilness nureber.2
TPt s RBE e

mwmwmwmm@%mmamﬁmmwmm
psm%%k%m&ame{ewmwé&ew& -

%@W@s&s&&awmﬁww%ﬁq%ﬁm“mﬁ%amm%g Srind-and-y
fraud-—orundue-nfivance.

Signature-aihlatary Public

(2} Advance Cars Plan Form
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

(Rule 1200-08-25-.17, continued)

L,

ADVANCE CARE PLAN
(Tennessee}

hereby give these advance instructions on how | want io be

treated by mv doctors and other health care providers when | can no longer make those freatment

decisions myself,

Agent: | want the following person to make heaith care decisions for me. This includes any health care

decision | could have made for myself if able. except that my agent must follow my instructions below:

Name:

Phone #:

Relation:

Address:

Alternate Agent: If the person named above is unable or unwiling to make health care decisions for me

| appoint as alternate the following person tc make health care dacisions for me. This includes any health

care decision | could have made for myself if able, except that my agent must follow my instructions

helow:

Name:

Phone #: Relation:

Address:

My agent is alsc my personal representative for purposes of federal and state privacy laws, includin

HIPAA,

When Effective (mark one}: E1 1 give my agent permission to make health care decisions for me at any

time, even if | have capacity to make decisions for myself. [1 | do not give such permission {this form-

applies only when i no fonger have capacity).

Guality of Life: By marking "ves” below, | have indicated conditions | would be wi illing to live with if given

adeguate comfort care and pain management. By marking “ne” pelow, | have indicated conditions |

would not be willing to live with {that tc me would create an unacceptable guali ty of life),

ol M Permanent Unconscious Condition: | become totally unaware of people or surroundings with fitle

Yes No | chance of ever waking up from the coma,

| N Permanent Confusion: | become unable to remember, understand, or make decisions. | do not

Yeg Mo | recognize loved gnes or cannot have a clear conversation with them.

1 O Dependent in all Activities of Dailv Living: | am no lonaer able to talk or communicate clearly or

Yas No | move by myself. | depend on others for feeding. bathing, dressing, and walking. Rehabilitation or any
other restorative freatment will not help.

i [ End-Stage Hinesses: | have an lliness that has reached its final stages in spite of ful] treatment.

Yes No | Examples: Widespread cancer that no longer responds to treatment; chronic andfor damaged heart
and lungs. where oxygen is needed most of the time and activities are limited due to the feeling of
suffocation.

Treatment: [f my quality of life becomes unacceptable to me (as indicated by cne or more of the
conditions marked “no” above) and my condition is irreversible (that is. it will not improvel, | direct that
medically appropriate treatment be provided as follows. By marking “ves’ below. | have indicated
treatment | want. By marking "no” below, | have indicated treatment | do nof want,
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

(Rule 1200-08-25-.17, continued)

] £l | EPR (Cardiopulmonary Resuscitation): To make the heart beat again and restore breathing after it
Yes No | has stopped. Usually this involves eleciric shock, chest compressions, and breathing assistance.
i1 3 Life Support / Other Artificial Support: Continuous use of breathing machine, IV fluids, medications,
Yes No | and other equipment that helps the lungs, heart, kidneys, and other organs fo continue to work.
I 1 Treatment of New Conditions: Use of surgery, blood transfusions, or antibiotics that will daal with &
Yes No | new condition but will not help the main iliness.
3 ] Tube feeding/lV fluids: Use of tubes to deliver food and water to a patient's storach or use of IV
Yesg No | fiuids into a vein, which would include artificially delivered nutrition and hydration.

Piease slan on page 2 Page 10f2

Other instructions, such as burial arrangements, hospice care, efg,:

{Afiach additional pages if necessary)

Oraan donation: Upon my death. | wish to make the foliowing anatomical gift imark onel:

L1 Any organftissue 1 My entire body L Cnly the following croansftissues:

L1 No organ/tissue donation,

SIGNATURE

Your sianature must elfher be wilnessed by two competent adults or nolarized. | witnessad, neither

witness may be the person you appointed as vour acent or alternate. and at least one of the withesses must

be someone who is not related to vou of entitied to any part of vour estate,

Signature: Date:
(Patient}
Withesses:
1.1 am a competent adult who is not named as the agent or
alternate, | witnessed the natient's signature on this form. Signature of witness number 1

2. | am a competent aduit who is not named as the agent or

giternate.

[_am not refated fo the patient by binod,

marriage, or adoptign and | would not be entitied to any

Signature of withess number 2

poriion of the patient's estate upon his or her death under

any existing will or codicll or hy operation of law, |

witnessed the patient's signature on this form.

This dogument may be nolarized instead of withessed:

STATE OF TENNESSEE

COUNTY OF
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STANDARDS FOR ASSISTED-CARE LIVING FACILITIES CHAPTER 1200-08-25

(Rule 1200-08-25-.17, continued)

f.am & Notary Public in and for the State and Countv named above. The person whe signed this instrument
is personally known _fo me {or proved to me on the basis of satisfactory evidence) to be the person who
signed as the “patient.” The patient nersonally appesred before me and signed above or acknowledged the
signature above as his or her own. | declare under penalty of periury that the patient appears to be of sound
mind and under no duress, fracd, or undue influence.

My commission expires:

Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy fo your physician{s}

Kesp a copy in your persenal files where it is accessible to others
Tell vour closest relatives and friends what is in the document
Provide a copy to the person{s) you named as vour health care agent

@i je (@

Page 2of 2

Authority: T.CA. §§ 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805. Administrative
History: Public necessily rule filed May 13, 2008; effective through Oclober 25, 2009. Emergency rule
filed October 22, 2009; effective through April 20, 2010. Amendment filed September 24, 2009; effactive
December 23, 2009,
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STANDARDS FOR HOMECARE ORGANIZATIONS PROVIDING HOME CHAPTER 1200-08-26
HEALTH SERVICES

1200-08-26-.14 DISASTER PREPAREDNESS.

(1) All agencies shall establish and maintain communications with the local office of the
Tennessee Emergency Management Agency. This includes the provision of the information
and procedures that are needed for the local comprehensive emergency plan. The agency
shall cooperate, to the extent possible, in area disaster drills and local emergency situations.

(2) A file of documents demonstrating communications and cooperation with the local agency
must be maintained.

Authority: T.CA §§4-5-202, 4-5-204, 68-11-202, and 68-11-209. Administrative History: Original
rule filed May 31, 2000; effective August 14, 2000.

1200-08-26-.15 APPENDIX |

OAHERN TRA

B

Baliant's Last-Mame

This ls-a Physician Order.S: ; he-madical First-Mame/biddle initial
sondiffons-and-wishes of the-personidentifed stright
Epatient’yAny cociion-nol somplstied-indicales full FPPWY I
traatmoentior that sectionWhan-nead oocurs, st follow #en

these-crders-then contastphyeician.

GM@PQ&MQNAMESUSWQWR—};—-P&ii&ﬁﬁ}a{%ﬂe—ﬁgmanémﬁsﬂt}ewmtﬁﬁ%

El-Resuscilate (CRPR i4--De-Neb-Atlempt Resuscilate {DNR/no GPRY
Whesnotincardiopulmenary-anest fellow orders-in B, C and 0n

M&Q&Q&HM—E—WEM@N&%%E@HI—E&S-&&@B@&R&@BS—BF&&&§ﬁ§;~

E}——Q@mi@#&%s&au;es—ls%t%’e&#éigﬁiiy—ané—ms9@9%:4488&@4&3%%%,—%@4%
—tseraadication byv-any route-positioning-wound care a nd-ether measures-lo rellove-painand-suifering.
Yee trygen—suction-and manuatirealment-of alnvay-obslruchion-as needed for comio.-Da not transfer

fo-bostital forifo-suniaining ireaimant Transfor mnbu lf memfark namde ronnmd e roed in Surrant
PR EE-HIO- B HB HRERE— a4 R HE R8O G e-I8-TREHR-GUTSNRL

lesaticn

@Lm&ém&%mawan%éens—%ns@aé@&em%w@e@-abw&—rummeémm%t;Maida—aaé
sardiacwonliotng-se-ndisatad—Do notuse iniubalionadvanced slnvay-interventions, or-mechanioal

ventilstion—Transfor-io-hospital i indicated—Aveid intensive care.

1 Byl Treatment  inclecdar poes obeors 0 lng inlobheting
[wn g RS R R Ss-GAre 4 T FedreRlon,

ventitation-and-sardiovarslon as-IndlestedTransfor to hoepitat indloated Include intensive care.

duysnoad-abwav intarventinne reorbhaninel
Sy anGic-tHinA Y SR e HERE-Resnanioat

Pyfhar naterdlmpm .
RS R SRR

ANTBIOHGS — Trealment fornew medical-conditions:
El No-Antiblictize
E-Antiblalics

Eaxbbmr bnobresnbiromm.
£ RS GERGST

MEDICALLY ADMINISTERED FLUIDS AND NUTRILION, Crafuide and nuidiion mustbe cfared i
msdically feasibie.
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Rule 1200-08-26-.15, continued)
£ " Tl bl W folde frreadrdn odbues rmaeres, br oreiirg frrrf s 1 An fapding tuhe
o B flulde {provide-other mesa £ wre comios =1 seding-tub
LB fulds for-adefinad-drial perisd Ci-Eseding tubs-foradefinedidal-poriod
Tl et b B pen B8 el ] Faadinatuba lanodanms
- aids long-lerm-dbin 3 ing-tubs-long-demm
ﬁghm' '“5“.5} §iman
Biscussedwith: The-Baslefor These-Drders s ust be complatad)
El PatientBesident 1 Patients praforences
E1 Hesith-carsagent E1-Patients bestinlereshipatent lscks tapestyorproforencasymknon]
E1-Courd-appointad guardian £l Medisalindisations
£} -Haalth cars-suirogate 0o
E-Parert-of minor {ihas
e
Bhysiclan Phone Mumbsr

SWHHW%M&%&@%M@%—%&%&%H@&%W&W&MM@re«sead«te»a-phys%eiawﬁdie;
msm%mﬁe&a@eﬁaE&Hhé&éee&meaweﬁe@&%hes&%memﬁwm%mm@&

ﬁsigneé—bwﬁagat&mée%en%w%%ém%a?M%ﬂ%&a%sﬂaéem@%@y&am&%@a
Signature MName{print Falationship-fwrte "self Lpatlent)

Surrogats Relstlenship Phona-humber
Health-Care-Professional Proparing Fraparar-Tide #hone-Mumbe: | DatePrapared
Form

Birgolions for-Health Care Profosslonals

Cormplelin
Mustbe completed by-a-heallh care-professional- based on-palient praferences, pationt bestinterest, and medical
indications,

~—P@st'—m%@b&sﬁg@%@y@ph»ysieéam&bewﬁdu.mumfgaie&dammaee@piab#a-wiméeﬂewweignawmb%siaéamn
ascordance-with-faclibfcommunity nolley.

—PholssopiesHaxes-of slgred POST fomms are legaland valid.
Heing POST
~—AmHneemplolo section-ef BOST implies full treaimaent for that soction.

—No-defibrillator fineluding AEDs should bs ussd on-a person whe-has chosenDa ok
—Altempt Resuecistion™

—CraHidideand-nutriflonmust abvaye-be offarsd Emedically fazeibla,

Wihan momifort moreef e oebio ol in ik sireant patino. tha narcee tmelirding somaonnm

Wheneomiotcannet be achisvedin the-cunent seliing -4 finsltding-someena
—-wiéh—ﬁ@gmémwgae—aF&&Qn&%s%ﬁ%%wﬁy&d-é&&s&%mmm;@v@e
—comrfortla.g troatment of o hip fracturel

W ometioatinn bn osnbamnes cmmafnrd me g srevmpririsde f nErenn ey B elhene e

Y meticalion hanse comisfmay-be-agproptiste-fora whe-hagchessn
—Comfort Megsures Onlyd.
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(Rule 1200-08-26-.15, continued)

—Freaiment sh-dehydrationis-a messure-which-prolongs-life— A perscn whe deslres IV flulds
—should-indicate “Himited Interventions™ or-Full Trealments,

—Aperson-with-capaclyor the surogate-ota person withoul capacity, can reguast
—alornative-lroatment.

Beviswing BOST
—This POST should-bereviowed iG
3 The patisntis-transforred from one-care-saliing or cars lsvel o gnotherof

H—There s substantisb change-inthe palient's healthslatus, or
E—-The-patient's resiment praferences chakgs.

Diravy o dhrenpnb soedinme & fhranb B2 ghagrife VAU te dore 10t FROST e ranlored ne honnmas fnuatid
PV IRE-LRFGHE A R QUG AR 3 Vo G B e BB S m i PR § Re&-RYET:

Lot HealthBoeard for Licansing Healih-Cars Facilities, B

(1) Physician Orders for Scope of Treaiment (POST) Form

3 171

A COPY OF THIS FORM SHALL ACCOMPANY PATIENT WHEN TF

Physiclan Qrders for Scope of Treatment (POST) Patient’s Last Name

his s a Physiclan Crder Sheei based on the medical conditions and _ i _
ishes of the person identified at right (‘patient’). Any section not | First Name/Middie Inifial
dompisted indicates full treatment for that section. When need ocours. Grst
fbllow these arders, then contact nhvsician,

Exate of Birth

“| CARDIOPULMONARY RESUSCITATION {CPR): Patient has no nulse andlor is not breathing.

£l Resuscifate (CPR) L} Do Not Attempt Resuscitation (DNR/ no CPR] iAllow Natural Death}
| When notin cardiopuimonary arrest, follow orders in B, €, and D,

| MEDICAL INTERVENTIONS, Patient hag pulse andior is breathing,

L] Comfort Measures, Treat with dignity and respect. Keep clean. warm. and dry. Use medicalion by any
route, pesitioning, wound care and nther measures o relieve pain and suffering. Use oxvaen. sucilon and
manuat freatment of airway obstruction ss needed for comfor. Do not transfer to hospital for life-
sustaining treatment. Transfer only if comfort needs cannot be met in current iocation.

‘Check One | [ _Limited Additional Interventions. Inciudes care described above. Use medical treatmend, 1V fluids and

“1Box Only cardiac monitoring as indicated. Do not use intubstion, advanced airway inlerventions, or mechanical
At ventilation,

Transfer {c hospltal if indicated, Avold intensive care,

| D3__Full Treatment. includes care sbove. Use intubation. advanced alrway inferventions mechanical
ventifation, and cardioversion as indicaled. Transfer to hospital if indicated, include Intensive care.

| Cwrer instructions:
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SRu e 1200-08-26-.15, continued)

Secéson i

ANTIBIOTICS — Treatment for new medical conditions:

“heck Ons.

1 Nec Antibiotics

;.:j Box Qnly.

L] _Antibiotics Other insfructions:

‘heé}—( One
__max On!g in

| feasible.

MEDICALLY ADMINISTERED FLUIDS & NUTRITION, Oral fluids & nuirition must be offeraed if medically

L1 No IV fluids (provide other measurss fo assure comfort) L) No feeding tube

| LIV Buids for a defined trial period ! Feeding tube for a defined frial period
LI IV fluids long-term if indicated [1_Feeding tube long-term

Qther Instructions:

Discussed with: The Basis for These Orders Is: (Must be completed)

L] Patient/Resident L1 Patient's preferences

[ Health care agent ] Patient's best interest (patient lacks capacily or preferances unknown®

L} Court-appointed quardian (1 Medical ingications

L7 Parent of minor

[l Healih care sunnuaie Ll tOthen

_____ i‘J Other: (Specify)
s

H hysician Name Physiclan Signature (Mandaton) Dale “Physician Phone NumBer
{Print)

_ O
qur_mture of Patlent. Parent of Mmar, oF. Guardianlﬁea%th Care Renresentatwe

ﬂreferemes have'been emressed toa nhvs:cian ‘andlor health care pmfessional This form can be revzewed and updated at anv
Hmeif vour preferences change, Rid sfs'm are unabfe to make wua‘ cwn heaﬁh care dec:swns the orders shou!d re!Eect yc}ur'- :
greferences as hesat’ undersmod -_.;__ surrogate; ol G Sl LT

ReEat:onshm fwme seif” [:f pa%ient)

reparing Fomm

ﬁurmgate Relstionship Phone Number
ealth Care Professional | Preparer Tilie Phone Number Dale Prepared
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Rule 1200-08-26-.15, continued)

Directions for Health Care Professionals

Completing POST

Must be completed by a health care professional based on patisnt preferences, patient best interest and medical
indicalions,

POST must be signed by a physician fo be valid. Verba! orders are acceplabie with follow- un signature by physician in
accordance with faciliivicommunity policy.

Photocopies/faxes of signed POST forms are legat and valid,

Using POST

Any incomplete section of POST impilies full treaiment for that section.

Ne defibrillator (including AEDS) should be used on a person who has chosen "Do Not Alternpt Resuscitation”.

Cral fluids and nutrition must always be offered if medically feasible.

When comfort cannot be achisved in the cumrent setting, the person, including somscne with "Comfort Measures Oniy",
should be transferred o a setting able to provide comiort {s.q., treaiment of & hip fracture’,

iV medication {o enhance comfort may be apprapriate for a person who has chosen "Coméon Measures Only”

Treatment of dehvd{at‘on is a8 _measure which profongs e, A person whe desires IV fluids should indicate “Limied
interventions” or “Full Treatment”,

A person with capacity. or the surrogate of & narson wilhout capacity, can request alternative reatment,

Reviewing POST
This POST should be reviewed if:

{1} The patient is transferred from one care setiing or care level o another, or
(2} There is a substantial change in the patient's heallh status, or
{31 _The patient's treatment preferences change.

Draw line through sections A through E and write *VOID" in large leflers ¥ POST is replaced or becomes invalid,

Instructione & m;pr:ﬂané gaulie-and-am hmp:}iar{ minors PR g advance inssctioneg gly s this-forma-or qnwé’ i

tmwm%ewmmwmwm%aw@emﬁm %&&gﬁ&é—aﬂ&—@ﬁ@%ﬁ!—%iﬁe&a@d—-@%ﬂe@aﬂm
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(Ru!e 1200-08-26-.15, continued)

a-ie-unable-or-unwillingte make-healih-care desisions formeLappaint as

MName: Bhora Ealation:

Swiality of Life:

bwantmy-doclors-to-help-me-maintain-an-acceptable qual beoflife-including adequate-pain management—A-gqualibtof
MG%MWMMQMM%WMH%@MMW@&%MWW
ltems-as-you wani:

b ———Rarmanent Unconsclous Condition:-| become-totally unaware of peopls-o
sufrotndings-with-itle-shance of everwaking-up-drom-the-cema,

E——Permanent-Confusion:—i-become unable-to remember, understand-ormake
dadlslons—|-do-not-recegnize loved ones or cannot have s-clear conversation with them.

Mmﬂmmm%@a&mm Ham-no-longer-able-to-taik-clearly
S Ny—— apend-ca-othersforfesdingbathing, dressingend-walidrg.
mm%mtmmmmmmﬂmmnm thelp.

Q}m—gﬁé&a&e&mmw%w&amﬁ%a&mmhm&m%mwm
w%mm%wmwm@aammwmw%m@%
———traaiment; chronle-andior damaged heartand lungs.whers nwyoen neadad-mestol
MMWHMMMSMQMM&%QWKM

Treatmenk

WWM%WWW&&;W@%MWMMWM
MWWWWﬁMQMWWMMW&%%
‘no’ means | DONOT wantihe roatment

Ee 1 SFR-{Cardlopuimonary Resussiialionk-—To-makelhe hear beat-again-and restore

Yeg—Nog breathing-aflerithasslopped--Usualiy-thleinvolves-alesiric shosicchest
e@mpmaﬂ&-aﬁéuma%ﬁgamw

e T Ho-Supnar, se-Arificial-Support Continuous use-oibresibing rmachine, IV

Y85 bl %M@WM&%@Q&WM&%M&W&MH@%&HQ
ctherorgsns-to-conlinuetowark

Heoe 3 Iregtmentof New Conditions-Hes ot surgeny, blood-iransfusions.-or-antiblotics that

¥e§— g wééwmmv&%ﬁ%eﬁmb&iw iHnothelstha maindlness.

i R B s—&s&eﬂué&s&e—de&w&ﬁm@w&%‘p&n@mm

¥og ———ho into-a-veinwhich-would-inslude anrificieiy deliverad nutdiion-and
éwé#ai—ieﬂ—

Ctharinstruclionssush-as-budalarangements hosples-care - elo.
; shda-arangemenis-hosploa-care-elos
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SIGNATURE
Your sigrature should-sither bg%mﬁ%@é%%%%%mmme@mmwmwﬂ%&sm
MW%@WW%

Hmmtemwmamsé as-the-agent

{tmono o dne r\caéemn&‘e signature ot-this-form. (e o 1
witnessed th GF g iretdbe Y L=t

MMQMWWWMM
maéemwwwmmmmesmwme%f

—ihe palientssslate-upon-his-orher dealh-under any-axleling
mméwmmpmmwmmme@—w

Ih;s—é%ym@nmay;bmtamémﬁeaé—emmm

%@wwwmmwaw4&ae@easm%w
s—Teltyaurslosest elalives and fdends whatis-in the document
+—FProvide-a-copy-ic-the-persen(s) you-named as-your-heaith-care-sgent

- L@iﬁe&é@%@&@%@m;&gﬁ@a&h@%ﬁa&%%ﬁ@b@a%&
E-forineplring-the development ol this-form.

{2) Advance Care Plan Form

ADVANCE CARE PLAN
{Tennesces)

December, 2009 (Revised) 37
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L . hereby give these advance insfructions on how | want fo be
treated by my doctors and other health care providers when [ can no lonager make those treatment
decisions myself,

Agent: | want the following person to make health care decisions for me, This includes any heslith care
decision | could have made for myself if able, except that my agent mus! follow my instructions helow:

Name: Phone #:
Relation:
Address:

Alternate Agent: [f the person named above is unabie or unwilling to make hesith care decisions for me,
| appoint as alternate the following person to make health care decisions for me. This inciudes any health
care decision | could have made for myself if able, except thal my agent must follow my instructions
below,

Name: Phone #; Relgtion:

Addrass:

My agent is also my personal representative for purboses of federal and state privacy laws, including
HIFPAA,

When Effective {mark one): [1 1 give mv agent permission to make healih care decisions for me at any
time, even if | have capacity to make degisions for myself. £ | do not glve such permission (this form
applies only when | no longer have canacity’,

Quality of Life: By marking "ves" below,. | have Indicated conditions | would be willing to five with ¥ given
adequate comfort cars and pain management. By marking "ne” below, | have indicated conditions |
would not be wiliing to live with (that to me would create an unacceptable quality of life).

i £l Permanent Unconscious Condition: | become totally unaware of people of surroundings with little
Yes No | ghance of ever waking up from the coma.

L] [ Permanent Confusion: | become unable to remember, understand, or make decisions. 1 do not
Yes No | recognize loved ones or cannot have a clear conversation with them.

Ll i1 Bependent in all Activities of Daily Living: | am no longer able to talk or communicate cleatly or

Yag No | move by myself, ! depend on others for feeding, bathing. dressing. and walking. Rehabilitation or any
other restorative treatment will not heip,

[ £l End-Stage llinesses: | have an iiness that has reached its fina! stages in spite of full treatment.

Yes No | Examples: Widespread cancer that no longer responds to treatment: chronic and/or damaged heart

and lungs, where oxygen Is needed most of the time and activitiss are limited due %o the feeling of
suffocation,

Treatment: If my quality of life becomes unacceplabie to me (as indicated by one or more of the
conditions marked “no” above) and my condition is Irreversible (that is. # will not improve] | direct that
medically appropriate treatment be provided as follows, By marking “ves’ beiow, | have indicated
treatment | want. By marking "no” helow, | have indicated treatment | do not want,

0 O CPR [Cardiopulmonary Resuscitation); To make the heart beat acain and resiore breathing after it

Yes No | has stopped. Usualiv this involves electiic shock. chest compressions, and bregthing gssistance.
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£l C Life Support / Other Artificial Support: Continuous use of breathing machine. IV fluids. medications
Yes No | and cther equipment that helps the jungs. heart, kidnevs, and other oraans fo continue to work.
El I Treatment of New Conditions: Use of surgery, bicod fransfusions. or antibiotics that will deal with &
Yes No | new condition bul will not hein the main diness,
[ £l Tube feeding/IV fluids: Use of tubes to deliver food and water o a patient's stomach of use of IV
Yes Mo | flulds into a vein, which would include artificially delivered nulrition and hvdration.

Please sign on page 2 Page 1 of 2

Other instructions, such as burial arrangements, hospice care, efc.!

(Aftach additional pages if necessary)

Organ donation: Upon my death, | wish to make the following anatomical aift (mark onel

E1 Anv oraanftissue L1 My entire body Ll Gnly the following organsfiissues:

LT No orgapftissue donation.

SIGNATURE

Your signature must either be witnessed by two competent adults or notarized. i witnessed, neither

witness may be the person you appointed as vour agent or alternate. and at least one of the withesses must

be someone who is not related to vou or entitied to any part of vour estale.

Signature; Dale:
{Patienh

Withesseas;
1.1 am a competent adult who is not named as the agent or

alternate, | withessed the patient's signature on this form. Signature of wilness number 1
2.1 am a competent adult who is not named as the agent or

allernate. | am not related to the patient by blood : i

marriage, or adoption and | weould not be entifled to any Signature of witness number 2

portion of the patient's estate upen his or her death under

any existing will or codicil or by operation of law. |

witnessed the patient's signature on this form,

This document may be notarized instead of withessed:

STATE OF TEKNNESSEE

COUNTY OF

L am a Notary Public in and for the State and County named above. The person who signed this instrument

is personaily known to me {or proved fo me on the basis of safisfactory evidence’ to be the nerson who
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signed as the “patient.” The patient personally appeared before me and signed above or acknowledged tha
sighature above as his or her own. | declare under penalty of periury that the patient appears fo be of sound
mind and under no duress, fraud, or undue influence.

My commission expires:

Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy to your shysician{s}

Keep a copy in your personal fles where it is accessible to others
Tell vour closest refatives and friends what is in the document
Provide a copy to the person{s} vou named as vour health care agent

@ e (e ie

Page 2 of 2

Authority: T.C.A. §§4-56-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007: effective May 2, 2007.

December, 2009 (Revised) 40
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1200-08-27-.14 DISASTER PREPAREDNESS.

(1) Al agencies shall establish and maintain communications with the local office of the
Tennessee Emergency Management Agency. This includes the provision of the information
and procedures that are needed for the local comprehensive emergency plan. The agency
shall cooperate, to the extent possible, in area disaster drills and local emergency situations.

{2) A file of documents demonstrating communications and cooperation with the local agency
must be maintained.

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, and 68-11-209. Administrative History: Original
rule fited April 17, 2000; effective July 1, 2000.

1200-08-27-.15 APPENDIX |

Patisnbs-tast Mams

Thisis-a Physisian Order.s { ) dical Flrst-Nameaddiddia-nita

sendittons-and-wishes-of the perscr-identified-al fight
CpationtAnysestion-net-complated fndicates full Dale oiBiin
eatment for that sesction—When need cocurs, Sistiollow HEHE

these-orders~{hen contact physician:

QA%F@MQNAW%SQSEM%QW%%@QEW%ué&e—ﬁﬁéﬁe@—%&%@t—bf@a%@ﬁ%

-Besussitate (GRS Tl Do Met Attermpt Besusoitale (DNR/no CRRY

Whennotincardiopulmonary arnast followormernsin B Srand Dy

MEBICALINTERVENTIONS Patlont-bas pulss-andior ls brealhing.

Q—-@mfe%waas%—%i#%@mﬂ%p&%»@ws&%m—wamq—,—ané—d%
Mmmmaﬂeﬂ%wwm%sééismag;waap&%&n@eiﬁ%mum&%&m&w&-ﬁai%mgﬁem&

Llen mwunan podioe ool e ml fromdem ot ~f ndeassis sbuobeeediog ma g ool ey P ot e fr e
$6-0xygen-sustionand-mandatirealment olatrway obstruction-ss nesded-for combor ot fransfer
te-hospital-forie-sustaining-froatment-Transfor oply-H comion-needs sannalbo-mal In currentiocation.

Q—um#edﬁddét&aaMemni@n&é&a@ée&@aﬁée@sﬁé&deb&v&»ﬁa@ﬁe@%ﬁ;&a&m&ﬁ%ﬁ%ﬁé
cardlac-monitering-as-indiceled -Do-not use-inlubation advensed slrvayinlenentions,ormechanisal
vertiaton—Transfarfo-hosplie it indicalad  Aveidinlensive nare.

E-Eull Treatment—includes-sare sbove—Uss inlubation, advanssd ainvay intenventions mechanical

wanhilatlng and eardiccmraiom indlogisd—Trapsfocdo hosnital i indicatad Irneiudn ntenclve oo
verthirrae it Ho G ts G RS — T 8R BHhpndrir REIEHEE—IRE HREREY A

Cithar Ineteueflaee:
iaaTionadasios ir g

ARHBICHGS — Trastmentfor new - madical conditions:
El-No-Antibicticg

MESICALLY ADMINISTERED FLLEDS AND NUTRITION.-Oral fulds and nulilion musl be olarea
medically foaslble.

ElNo- WV fuids (provide-cther imeasurestoassurs-somiod— ] Nofeeding lube
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CHAPTER 1200-08-27

L/ fuide-for o definad gl pesfiod L} Eaeding lubaJjor-a definad izl period
m A fuids lopg-term-tindic Farvf Eapding tiche lonodams
- ingtub
therinsiuclions:

Biscussed-with: The-Baosisfor These-Orders-la-Must be completed:
El-Patient/Rasident Eh-Patiente nreforences

gant El Pationt's bestinterest tpatent lacke capaciy-orpraf PRI
LHCour-appoinied guardian 1 dadisalindisations
Ll-Health sare-surrogate |

feinor {Othary
i P -

94@%3%#\1&;%%9;;@&-} Physislan Phone-blumber
HEhyslolan-Signalure flandatonsd

Lf !mnnd b‘,’ Surrngage" prv fngt:;nr-as & prcnnar‘ W‘:Ju% guﬂncé pui:msr 4, 1_!&5:%1 5 58 53881- : Anrv@ﬂn{f b:a sarrﬂng@ﬂ;}
Sigrature Mams-fpriat Healslionshis furite-“sel i palianty
'Su%egate Fhone Number
Haalth Care-Professional Rreparing EreparerTills Fhona-dumbser | Dale-Frepared
Eorm
Birsclons-for Haslth Care Brofessionals
e £ o8t
B rmb ey v ranbetoned buip o by lth cara nrofocninnol bheosd mn moabiant mredorormron  malleod ool Sobermad ool mariieal
Must-bs-cer ed by & ] prafer patientbeskind s-madical
indications.
—POSTmustbe-slghed by phyelslanio ba valld—Marbal orders are asceniable-with follow up-slgnatira-by physlolandn
aeeeréanse—wﬁh»ﬁa@kiy#e&mm&maske@p
—Photosopiesfiaxes-of slgned POST forns are lsgaland valid.
Using POST
~—Any-incomplote section ot POST Impliss-full rsatmant-for that section.
~MNo-defibrliater-dncluding AEDs)} should-be used ong-personwho hasehesen Do Mei
—Srabluide-and-nutdtion-mustalways be offered Emsdically loasibla,
Whemsemfeﬁeame@b&aah&we@n—ihwmés«s@ﬁn& ~Ba-pemson - Insludingsomesns
—w&t@—@emieé%%eam&@ﬂ%she&é—b@%&anafs%ﬁemﬁmg@%&pmm
—oomford{o.g reaiment ofa-hip frasturs)
#mmem&mmgmmwwmimwmmhw&ma
-—Gomfort-Measures-Oal/,
—+rreatment-oldebydrationls-a-measiure whish-prolongs-ife. A persenwha-desiios 1V fluids
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—should-indisate "Lirsited Inlorvantions” or Bull Tragiments

mkwm@wm%pm%eﬂh&swegat&sﬁ&ssmewwmm;a@ﬁ%m%ﬂ
—alternative-breatment.

Bevlewing POST
—FaisROET should-bareviewsd I

Y Thenotiont je brameforrmf Frmpon mn
t P RS T e e a T

{2y Thersde-a-substential change-inthe-patient's health statusor
&p—The-patient's trealment prefersnceschange,

cate setlno or nara lounl 5 annther
ehE-S e +HErEREY R0 BnRoINas

Bmwﬁa%%&e%%@#@a@w@%&@%ﬁg&@&%@ﬁﬂ&mpmmmMé&

Physiclan Orders for Scope of Treatment (FOST)

1his is a Physician Order Sheet based on the medical condifions and

Patlent's Last Name

Wishes of the person identified at rghi (“patient’),

Any_seclion not

domplated indicates full treatment for that section. When need ocours, first

Ipliow these orders, then contact physician,

First Name/Middle inifial

Date of Birth

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse andfor Is not hreathing,

] Resuscitate ICPR) LI Do Not Attempt Resuscitation (DNR! no CPR] {Allow Natural Death)
-1 When not in cardiopuimonary arrest, follow orders In B, ©, and B.

MEDICAL INTERVEKTIONS. Patient has nulse andior is breathing.

Ll GComfort Measures, Treat with dignity and respect. Keep clean. warm. and dry. Use medication by any
route, positioning, wound care and other measures to relieve pain and suffering. Use oxvagen, suction and
manual kealment of airway ghsiruetion as needed for comfort, Do not fransfer to hospital for life-
sustaining treatment. Transfer only if comfort needs cannot be met in current location.

L _Limited Additional Interventions. inciudes care described above. Use medical freagtment, IV fluids and
cardiac monitoring as Indicated. Do nof use intubation, advanced airway Intervertions, or mechanical
vantifation,

Transfer to hospital if indicated. Avoid infensive care,

£l Full Treatment. includes care above. Use intubation. advanced airway interventions mechanical
ventilation, and cardioversion as indicaied. Transfer tc hospital if indicated. Include Intensive care,

| Other Instructions:

ANTIBIOTICS — Treatment for new medical conditions:

| B No Antibiotics
L1 Antibiotics

Cther fnstrictions:
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STANDARDS FOR HOMECARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-27
HOSPICE SERVICES

_ ! ule 1200 08-27-.15, continued)

$ectmn i MEDICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fuids & nulrition must be offered if medica
: feasible.

.f:_,heek One

L] _No IV fluids {provide ofher measures to assure comfort) L] No feeding tube

-_ém | L1V fluids for a defined frial period L] _Fesding tube for a defined trial period
cegan o LIV fluids long-term if indicated L] Feeding tube long-term

= | Other Instructions:

i | Discussed with: The Basis for These Orders Is: (Must be complsied)

A | C Patient/Resident L1 Patient's preferences

. {1 Health care agent [l Patient's best interest (patient jacks capacity or preferences unknown)
L] Court-appointed guardian [ Medical indications

[ Health care surrogate L1 (Othen

E L] Parent of minor

1 | Lother {Spaciiy)

B hysacran Name Bhysician Sighature (Mandatory) Dats Physiclan Phone Number
Print
-

sgn ture of Patsent ?’arent of Mmcr ar Guardsanfﬁeaﬁh Care Reprasamatwe

: referencas have hean ax resﬁed toaph "sic:an amifor health care p:e{essiuna! _This form ‘can be. mv%ewed and updated at anv
$me 1f vour preferences change. If you are unable ic mak& vcmr own health cam decssmns %he orders shouid raﬂest your
‘Hréferences as bost understood by vour surrogate. L e ; G

ReEaE;onshsp (wn%e self” Ef paﬁéent}

Sionature
ﬁurrogate Relationship Phone Number
Health Cate Professional | Preparer Title Phone Number Date Prepared
Hreparing Form )
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Directions for Health Care Professionals

Compisting POST

Must be completed by a heslih care professional bassd on patient preferences. paient best inferest. and medical
indicalions.

POST must be signed by a physician to be valid. Verbal orders are acceniable with follow-up signature by physician in
accordance with facilifycommunity polley,

Photocopies/faxes of signed POST forms are leaal and vaiid,

Using POST

Any incomplete section of FOST implies fisl tfreatment for that sechion.

No defibrillator (including AEDs) should be used on a person who has chosen “Do Not Attempt Resuscitation”.

Oral fluids and nutriion must always he offered If medically feasible.

When comfort cannot be achigved in the curent setiing, the person, including somecne with “Comfort Measuras Cniy”,
should be transferred to a sefiing able to provide comiort (e.q., treatment of a hip fracture),

{V medication to enhance comfori may be anpropriale for a parson wha has chosen “Comfort Measures only.

Ireatment of dehydration is a measure which prolongs ife. A person who desires IV fluids should indicate “Limited
interventions” or "Full Treatment”.

A person with capacity, or the surrogate of a person without capacity, can reguest alternative treatmsnt.

Reviewing POST
This POST should be reviewed if:

{1} The patient is transferred from one care setfing or care level to another, or
(2) There s a substantial change in the patienf's heatth status. or
{31 _The patient’s treaimeant preferences change.

Draw line through sections A through £ and write “VOID” In large letfers if POST is replaced or becomas invalid,
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&m%%&%MGHMM@%WWEM%WW%mMM;%MEm@ay—#emi
theirown choosing—Te-halegaliy bl raing-the-Advanse Care Plan-must be signad-and sitherwitnessed-senctarized:

Irl harmb‘: gmm thoca-adyenca-insiy clinne an how | \;:agﬁg_b%%@d_b}f_my
] ar-Ro-leRgerm ke%hawﬁsaimen%—ée&smwwa@#

mmwmmm@mm»@mmgmwmmmwammmﬁ
life-thatis-unaccaplable-fo mem sans-when-Hhave-any-of-the-followingconditions-(vou cancheckas many-of thess

MWWM@M@@%{@%M%M%&%
W%gﬁ%&%ﬁm%%@h&v@m sn-with thas

O —Depandentinal %@Wi%&@%ammw&m&mmw
MM@&%@&M@@@WM%W&%%@M&@%

W%&m&a@%@a&ﬁ&m%%mé&&mmm@&%ﬁﬂmﬂm@m%ﬁ%&
§ te-treatmentbe provided-as follows—Chesling “yes™ means HWANT the freatment Cheslking
‘ne--means HDONOT wantthe Yrealment.

Bk i osuscliation),-To-rmakethe-heart beat-again-andrestore

Yog—bo bma@hmgaﬁm@ha&s&epp&é%s&aﬂy%mﬂwm%&smmm
wmp&e&ssw&é@m%n@m@am&

He support/Cliher Adificlal Supnort: Condinuous use-ofbreathing-mashine,

Yo Ng Mmmmahem&&me%mﬂ%@WM%&m&mW

& ans-te-conlinus-lowork:

o O mwmw@mwmﬁmmmwwmm@

Yag—— ——big will deal-with-a new condilfon-bubwill nothalp the-maindiness.

H N tubs-fesdingAV-fulds- Uss oftubesto-dsliverfood and-water o patient's slomach

Yeg— o oFuse-et i fude nlo-a velnwhich would nclude-arificlally deliverad nutrtion-and
hydration,

Otherinstructions such-as-budal arangemante-bosploe-care, elog
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o ?"! Onlgthe fesllrnarizn raansiissuss

ik ¥ - Il

SIGNATURE

WWW@@W@%@%M%Q%MMWW@%&W@@%@G

Slonature: DATE:
JiRemtim s
tatisnt
Wilnesses:
F-tarr-a-competent adulbwhols-neinamed-as-tbs agent,
—witnessed-the-patient’s-signature-on-blsform:, Sigratere-obwitness-number 1
" 42l M~ Tat R MY T, i natog
M_E_am_ggt_r_e_l,aimﬁ (et naticnt b hl nr*i mgrnnﬂm oY Ciraredy tpey ~F oaitemon nyrpbor 9
tedietha pa by a5 ignabire olwitness numbar 2

WHATTO DOWITH THIS ADVARCE DUBECTIE
Beayi hysician(s)
= Kaep-a-sopy-in-your personalfles where [bis acoscsibla o others
s—J el your-closestrelativas-and fends what is-inthe document
w——Frovide-a-copy-to-the-peresnis}you named ae your health care agent

WWWWWGM@%%QWM@E&%?MM%
Adknowledgement fo-Prolect GRAGE forinspiting the developmant of ihis form,

{2) Advance Care Plan Form
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ADVANCE CARE PL AN
{Tennessee)

P hereby give these advance instructions on how | want to he
freated by my doctors and other health care nroviders when [ cen na longer make those treatment
decisions myseif.

Agent: | want the following persen to make health care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #:
Reiation:
Address:

Alternate Agent: If the persen named above is unable or unwilling to make health care decisions for me
| appoint as alternate the following person to make health care decisions for me. This inciudes any health
care decisjon | could have made for myseif if able. except that my agent must follow my instructions
balow;

Name: Phone #; Relation:

Address:

My agent is alsc my personal representative for purnoses of federal and state arivacy laws, including
HIPAA,

When Effective (mark one):. 1 | give my agent permission to make health care decisions for me at any
time, even if | have capacily o make decisions for myself [1 | do not give such permission {this form
applles only when | no longer have capacityl,

GQuality of Life: By marking "ves” below, | have indicated conditions | would be willing 1o live with if alven
adeguate comfort care and pain management. By marking “ng’ below, | have indicated conditions |
would not be willing to five with (that to me would create an unaccentable guality of life).

£l i Permanent Unconscious Condition: | become totally unaware of people or surroundings with little

Yes No | chance of ever waking up from the coma.

W] £l Permanent Confusion: { become unable to remember, understand, or make decisions, | do not

Yes No | recognize loved ones or cannot have a clear conversation with them.

Ll i Bependent in alf Activities of Daily Living: | am no longer able to talk or communicate clearly or

Yes No | move by myself. | depend on others for feeding. bathina. dressing, and walking, Rehabllifation or any
other restorative treatment will not help.

O il End-Stage Hinesses: | have an jiness that has reached its final stages in spite of full treatment.

Yes No | Examples; Widespread cancer that no longer resnonds to freatment; chronic and/or damaged heart
and fungs, where oxygen is needed most of the time and activities are limited dus to the fegling of
suffocation.

Treatment: If my quality of life becomes unacceptable to me {as indicated bv one or more of the
¢onditions marked "no” above) and v condition is irreversibie (that is. it will not Improve) | direct that
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STANDARDS FOR HOMECARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-27
HOSPICE SERVICES

(Rule 1200-08-27-.15, continued)
medically appropriate treatment be provided as follows. By marking “ves” below, | have indicated

treatment | want. By marking "no” beiow, | have indicated treatment | do not want.

[ El CPR (Cardiopuimonary Resuscitation): To make the heart beat again and restore breathing after it
Yes No | has stopped. Usually this involves electric shock, chest compressions, and breathing assistance.
£l [ Life Support / Other Artificial Support; Continuous use of breathina machine. [V fiuids medications,
Yes No | and other equipment that helps the lungs, heart, kidneys. and other organs to continue fo work,
£ [ Treatment of New Condijtions: Use of surgery, blood transfusions. or antibiatics that will deal with a
Yes No | new condition but will not help the main iliness.
%] £l Tube feeding/V fluids: Use of tubes to deliver food and water to a patient's stomach ar use of 1V
Yes No | fiuids intc a vein,_which would include artificially deliverad nutrition and hydration.

Please sign on page 2 Page 1 of 2

Other instructions, such as burial arrangements, hospice care, efc.:

{Altach additional pages if necessary}

Grgan donation: Upon my death, | wish to make the following anatomica gifi (mark one):

3 Any organftissue O My entire hody £1 Only the following oraansfissues:

E3 No organftissue donation,

SIGNATURE

Your signature must either be witnessed by two competent adulls oF notarized. If witnessed, neither

witness may be the person vou appointed as vour agent or alternate. and at least one of the withesses must

be someone whe is not related to vou or entitled to any nart of vour estate.

Signature: Date:
{Patient)

Witnesses:
1. | am a competent adult who is not named as the agent or

alternate. | witnessed the patient's signature on this form, Sighature of wilness number 1
2.1 am a competent adult who is not named as the agent or

giternate. | am not related o the patient by bload, i _

marriage. or adoption and | would not be entitled to any Signature of witness number 2

portich of the patient's estate upon his or her death under

any _existing will or codicil or by operalion of law. |

witnassed the patient's signature on this form.

This document may be notarized instead of witnessed:

December, 2009 (Revised) 41




STANDARDS FOR HOMECARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-27
HOSPICE SERVICES

(Rule 1200-08-27-.15, continued)
STATE OF TENNESSEE
COUNTY QOF

! am a Notary Public in and for the State and County named above. The person who signed this instrument
Is personally known t¢ me {or proved to me on the basis of satisfactory evidence) io be the person who
signed as the “patient.” The patient personally appeared before me and signed above or acknowledged the
signature above as his or her own. | deciare under penafty of periury that the patient appears e be of sound
mind and under no duress, fraud. or undue influence.

My commission expires:

Sighature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy fo vour physician(s)

Keep a copy in your personal files where if is accessible to others
Teif your closest ralatives and friends what is in the document
Provide a copy to the person(s) you named as your health care agent

& |8 ja |le

Paga 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-1 1-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007: effective May 2, 2007.
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAFTER 1200-08-28
(Rule 1200-08-28-.14, continued)

()  Fighting the fire

(IV) Evacuation procedures

(V)  Staff functions by department and job assignment

(VI} Fire drill schedules (fire drills shall be held at least guarterly on each
work shift)

(i) External disaster procedures plan (for tornado, flood, earthquakes) shall
include:

()  Staff duties by department and job assignment
(I}  Evacuation procedures

(i) Bomb Threat Procedures Plan:
(I}  Staff duties by department and job assignment
(II) Search team, searching the premises

6. The HIV supportive living facility shall develop and periodically Review with all
employees a pre-arranged plan for the orderly evacuation of all residents in case
of a fire, internal disaster or other emergency. The plan of evacuation shall be
posted throughout the facility. Fire drills shall be held at least quarteriy for each
work shift for HIV supportive living facility personnel in each separate resident
occupied HIV supportive living facility building. There shall be a written report
documenting the evaluation of each driil and the action recommended or taken
for any deficiencies found. Records which document and evaluate these drills
must be maintained for at least three (3) years.

{(b) Emergency Planning with Local Government Authorities.

1. All HIV supportive living facilities shall establish and maintain communications
with the county Emergency Management Agency. This includes the provision of
the information and procedures that are needed for the local comprehensive
emergency plan. The facility shall cooperate, to the extent possible, in area
disaster drills and local emergency situations.

2. Each HIV supportive living facility must rehearse both the Physical Facility and
Community Emergency plan as required in these regulations, even if the logal
Emergency Management Agency is unable to participate.

3. A file of documents demonstrating communications and cooperation with the
iocal agency must be maintained.

Authority: T.CA. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-206, 68-11-209, and 68-11-216.
Administrative History: Original rule filed July 27, 2000; effective October 10, 2000. Amendment filed
December 15, 2005; effective February 28, 2006.

1200-08-28-.15 APPENDIX |
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28
(Rule 1200-08-28-.15, continued)
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28

(Rule 1200-08-28-.15, continued)
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28

(Rule 1200-08-28-.15, continued)
(1) Physician Qrders for Scope of Treatment (POST) Form

Physiclan Orders for Scope of Treatment (POST) Palient's Last Name

his is a Physician Order Sheet based on the méd%ca! conditicns and

ormpleted indicates full treatment for that section, When reed ccours, first

L : - -
wishes of the person idenlified at right {“patent’, Anv section not | Elist Name/Middie [nitial
]

f

pliow ihese orders, then contact physician, Dale of Brih

I Section

CARDIOCPULMONARY RESUSCITATION {CPR}): Patient has no pulse andior is not breathing,

. $heck One

1 Resuscitate {CPR} L1 Do Not Attempt Resuscitation (DNR/ no CPR] {Allow Natura! Death}

|BoxOnly | ¥¥hen notin cardiopulmonary arrest, foliow orders in B, €, and D,
MEDICAL INTERVENTIONS. Patient hias pulse andlor is breathing.

| 8ection.

[ Comfort Measures. Treat with dignily and respect. Keep clean, warm, and dry. Use medicalion by any
ioute, positioning, wound care and other measures to relieve nain and suffering. Use oxygen, suction and
manual freatment of airway obstruclion as needed for comfort. Do not transfer to hospital for life.
sustaining treatment. Transfer only if comfort neads cannot be met in current location,

Ll Limited Additional Interventions. Includes care described ahove, Use medical freatment, 1V fluids and

cardiac monitoring as _indicated. Do not use intubation, advanced airway interventions. or mechanical
ventitation,
Transfer to hospital if Indicated. Avoid intensive care.

|| EJ__Full Treatment. Includes care above. Use infubation, advanced alrwav interventions mecharical

ventiiation. and cardioversion as indicated. Transfer to hospital if indicated, Include intensive care.

| Other Instructions:

i| ANTIBIOTICS - Treatment for new medieal conditions:

, | O No Antibiotics

L] Antibiotics Ofher Inslructions:

: _6,«!789!( Gne';-
Box. On.‘g tn_-
| Each - | [T v fluids long-term if indicated L1 Fesding tube long-term

MEDICALLY ADMINISTERED FLUIDS & NUTRITION. Oral fluids & nulrition must be offered if medically
feasible,

L1 No IV fluids (provide other measures o asslire comiort) (1 No feeding tube

L} IV flulds for 2 defined trial period L1 Feeding tube for a defined trial period

Other Instructions:
| Biscussed with: The Basis for These Orders Is: (Must be compleied)
2 [ patient/Resident . £ ] Pallent's preferences
[ ! Heatth care agent 1 Paflent's hest interest (patient lacks capacity or preferences unknown)
LI Court-appointed guardian L] Medical indications
Lann L] Health care suriogate [ (Cthen
Bompleted L1 Parent of minor
1 | L other {Specify)
Hhysician Name Physician Signature (Mandatory) Date Ehysiclan Phone Number

{Print)

S B N e s
-'___g‘nafure of Patient, Parent of Minor, or Guardian/Heaith Care Res:sreseniatwe

'-:Hr_eferenws have baen ex;}ressed toa phvsi tan andior heaith sare professnonai Tms form can be reviewed and undated a% anv =
‘tline 1f vour proferences change. If vou are unabie o make vouf awrz heatm care decﬁs:ons, the erders shau d refsect vour
dreferances as best understood by AL ; el . ;

YOur surronate.
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STANDARDS FOR HiV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28
(Rule 1200-08-28-.15, continued)

ame (print Signature Relationship (write “self” if patientt
Jurregats Relationship Phone Number
Heafth Care Professicnal | Preparer Tile Phone Number Date Prapared
Hreparing Formn

| HIPAA 5 IISCHOSU)

Directions for Health Care Frofessionals

Completing POST

Must be completed by a healih care professional based on patient preferences, palient best interest, and medica!
indications.

POST must be signed by a physiclan {o bs valld. Verbal orders are acceptable with follow-up signature by physiclan In
accordance with facllity/community policy.

Photocopiesfaxes of signed POST forms are legal and valid,

Using POST

Any incomplete section of POST implies full treatment for that section.

No defibriflator {including AEDs) should be used on a person who has chosen “Do Not Afternpt Resuscitation”

Oral fluids and nutrition must always he offered ¥ medically feasible.

When comfort cannot be achieved in the current selfing, the persen, including someone with “Comforl Measures Only’,
should be transferred to a seffing able o provide comfort (e.q. treatiment of a hip fracture),

IV medication to enhance comfort mav be appropriate for & person who has chosen “Comiort Measures Only”,

Treatment of dehvdration Is a measure which prolongs life. A person who desires IV fluids should Indicats “Lirnited
interventions” or “Full Treatment”

A persan with capacity, or the surrogate of & person without capacity, can request aliernative traatment,

Reviewing POST
This POST should be reviewed if:

{1} The patient is tfransferred from one care setiing of care level to another. ar
(2} There is a substantial change in the patient's health sfatus. or
{3) The patient's ireatment preferences changs,

Draw line through sections A through £ and write “VOID" in large letiers If POST is replaced or hecomes invalid,

WY PATIEM) W
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(Rule 1200-08-28-.15, continued)
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STANDARDS FOR H1V SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28

(Rule 1200-08-28-,15, continued) .
| [ bydration. |
Gtharinstructions, such-as-burzlawangements, hospice-care-ale:
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28

(Rule 1200-08-28-.15, continued)
(2) Advance Care Plan Form

ADVANCE CARE PLAN
(Tennessee)

[, hereby give these advange instructions on how | want to be
freated by myv doclors and other heaith care providers when | can no fonger make those freatment
decisions myself.

Agent: |wantthe following person to make health care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below;

Namae: . Phone #:
Relation: :
Address:

Alternate Agent: If the person named above is unable or unwilling to make health care decisions for me
[ apnoint as alternate the following person to make health care decisions for me. This includes any health
care decision | could have made for myself if able. except that my agent must follow my instructions
helow:

Name: Phone #: Relation:

Address:

My agent is also my personal represeniative for purposes of federal and state privacy laws, inciuding
HIPAA,

When Effective (mark cne): [ | give my agent permission to make heaith care decisions for me at any
time, even if | have capacity fo make decisions for myself. [1 | do not give such permission {this form
applies only when | no longer have capacitvy,

Quality of Life: By marking "ves” below, | have indicated condiiions | would be willing 1o live with if given
adequate comfort care and pain management. By marking “no” below. | have indicated conditicns |
wotrd not be willing to live with (that to me wouid create an unacceptable qguality of life).

L ] Permanent Unconscious Condition: ! become totally unaware of people or surroundinas with little
Yes Nog | chance of ever waking up from the coma,

0l N Permanent Confusion: | become unable to remember, understand, or make decisions. | do hot
Yes No | recognize loved ones or cannot have a clear conversation with them.,

b3 [ Dependent in all Activities of Daily Living: | am no longer able to talk or communicate clearly or

Yesg No | move by myself. | depend on others for feeding, bathing, dressing, and walking. Rehabilitation or any

other restorative frealment will not halp,

Cl ] End-Stage llinesses: | have an iliness that has reached its final stages in spite of full reatment.

Yes Ne | Examples: Widespread cancer that no longer responds to treatment: chronic andfor damaged haari

and lungs, where oxygen is needed most of the time and activities are limited due to the fecling of

suffocation.

Treatment: If my guality of life becomes unacceptable to me (as indicated by one or more of the
conditions marked "no” above) and my condition is irreversible (that is, it will not improve). | direct that
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28

(Rule 1200-08-28-.15, continued)
medically appropriate treatment be provided as follows. By marking “ves® below. | have indicated
treatment | want. By marking “no” below, | have indicated treatment | do not want,

[ N CPR {Cardiopulmonary Resuscitation): To make the heart beat again and restore breathing after i
Yes No | has sfopped. Usually this invelves slectric shock, chest compressions, and breathing assistance,

g O Life Support / Other Artificial Support; Continuous use of breathing machine, 1V fluids. medications
Yes No | and other eguipment that helps the lungs, heart, kidnevs. and other organs o continue to wark,

J £l Treatment of New Conditions: Use of surgery, biood transfusions, or antibiotics that wiki ceal with
Yes No | new condition but will not help the main inass.

£l Ll Tube feeding/IV fluids: Use of tubes to deliver food and water to a patient's stomach or use of IV
Yes No | fiulds into a vein, which would include artificially delivered nutrition and hydration.

Please sign on page 2 Faos 1 0f2

Other instructions, such as burial arrangements, hospice care, efc,:

{Attach additional pages if necessary)

Oraan donation: Upcn my death | wish fo make the following anatomical gift imark ohel:

£]1 Anv organftissue L1 My entire body LI Only the following oraansitissues:

1 No organflissue donation.

SIGNATURE

Your signature must either he wilnessed by fwo competent adults or notarlzed.  if witnessed, neither
witness may be the person you appointed as your agent or alternate. and at (east one of the witnesses must
be someone who s not related to vou of entitled fo any part of vour estate.

Signaturs: Date;
{Patient)

Witnesses:

1.1 am a comnpetent adult who is not named as the agent or
alternate, | witnessed the patient's signature on this form. Sianature of withess number 1

2.1 am a competent adult who is not named as the agent or
glternate. | am not related to the patient by biood. : _
marriage, or adoption and | would not be entitted to any Signature of witness number 2
portion of the patient's estate upon his or her death under
any existing will or codicll or by operation of law. |
witnessed the patient's signaiure on this form.

This document mayv be notarized instead of withessed:

STATE OF TENNESSEE
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STANDARDS FOR HIV SUPPORTIVE LIVING FACILITIES CHAPTER 1200-08-28

{Rule 1200-08-28-.15, continued)
COUNTY OF

| am a Notary Public in and for the State and County named above. The person who slaned this instrument

is personally known to me {or proved to me on the basis of salisfaclory evidence! o be the person who

signed as the “patient.” The patient personally appeared hefore me and signed ahove or acknowledged the

sianature above as his ar her own. | declare under penaity of periury that the natient appears to be of sound
mind and under no duress, fraud. or undus influence.

My commission expires:

Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy to vour physician(s)

Keep a copy In vour personal files where it is accessible to others
Tell your closest relatives and friends what ig in the document
Provide & copy to the person(s] vou named as vour health care agent

& la e i@

Page 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.
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STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32

{(Rule 1200-08-32-.14, continued)
2. Evacuation procedures;

3.  Safety procedures; and
4.  Emergency services.

All facilities shall parficipate in the Tennessee Emergency Management local/county
emergency plan on an annual basis. Participation includes but is not limited to filling out and
submitting a questionnaire on a form to be provided by the Tennessee Emergency
Management Agency. Documentation of participation shall be maintained and shall be made
available to survey staff as proof of participation.

(2)  In the event of natural disaster or electrical power failure, no new dialysis procedures shall be
begun, and dialysis procedures in progress shall be brought to conciusion as soon as
possible.

Authority: T.CA. §8§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-206, and 68-11-209.
Administrative History: Original rule filed April 22, 2003; effective July 6, 2003.

1200-08-32-15 APPENDIX |
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PR E-RE-BReRtRIRG:

1 Sapuseitabs (0D D blat Atiar
cliate-lo 2R} 1

5
L LxE

HResuscliate {DNB/ne CRRY

Y

Wh%ﬂeﬁaw&%manew%s&%@eww@emmﬁrgﬁm—&

MEDICAL INTERVENTIONS. Patient has pulse andforis broathing.
E}—GW&@MG&&%M&M&!Migﬁ%yam@sp%%@ep%awHni—aﬁédw;

oo mardlnatinn by oo resibey sonpifiamin Roun core and othar rramntrae be relons mrin sl oo rien

SHSTRBHSSHDROY- Al ot Ry * S8 e Eo-+ S-Eaiana SRR

Heo owvosm guolinmn nmed manis! feeobomnd aingayobesinsctionasveaded foroomfor Do neb franefor in
SRy et HEaEn S PR OO HGH B85 N HoF WO -8 RE-RanEley

et g

hgspitakispé#e-sgslamg—k&atmank%aasf&%%‘@emﬁe%aeé&%we%&m%m;Fepfueeaﬁam

QM@M%#&@%HH&W@EM%MH@MMWhava;——ﬂése-meéieal-{mime% W fuldeand
sardlac-maeniicrng asindisated—Donotuse Intubation advansed alrway-intesantisne or mechanieal
ventiation-—Transfer o hoepitalifindicated—Aveld-intensiva care.

f ELll Traotmeanb.. inelipdoe mope ol Llag inbishatine sduomnand ainpoy Intanimntines meesbopsisg!
T aSIRe k- R GHGeE-Sale 85 T B RAUGTH SRRV EREBE-BRMaY- L SO F G

T tLe)

ventiiation, and-cardloversion-as lndicated- Trancferio hospilalif indicaled.noludedniensive cars,

Oibhar bnpteofimme:
TR G

AMNHBIOTICS . Treatrmant for new medical conditions:
C1No-Antiblot!
[}-Antiblatics
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' STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32

(Rule 1200-08-32-.15, continued)

Other Ingtruntione:
Hei R U GHERE,

MEQ;@A&ALAQMma&%ms#mwmm@mw%mmmﬁem@ﬁmeé@s&w

foasible.

El-MNo W flulds (mrovide-other measures te-assure comion £1 No-fesdingtubs

[ BL8uide fnra dafinan frint nariad Y Enarding tuba fara dafinad feial paiod
- fuide fora definad-tlal perled Cd-Faading-tub a-defined sl per
1 flatde tnnotaroa ATt ey 1A T3 Eenrdine ighe lnnm torms

B A fluidstong.$ - ngtub

11

estrustion

Biscusged with: The-Baslsfor These Orders s+ {Mustbe compleisd)

£ Batieni/Residant - Eationi’s prefarences

El-Healhcare agent E-Ratient's bestinterestipatientiasie sapacity.of prolsroncas urieewe)
-Cout-aspelnted guardian E3 Medisalindleations

£l Healibcare-sufrogats EliQthen)

Ei-Pareat-ofminee

Clhex Spesihy

Bhysiclan Mame-{Frint Bhysiclan-Phons Mumber

Physlclan-Signature (Mandatons) Salg

Signiﬁe;ammgght—ha&éssn»givemwéfe—ws@amﬁﬁg%ea%maak%ei&reme&hav&bemmmmm a-n—&néilef
health-care-professionalis)—This document rellecis those reatment praferences.

HEsigned by surronslis oraforanoen-arrrescasd.oniet rallont mellont's inke s me bhast andarstond by aurroaates b
T OIGhECoy SUHOGE BT PG Al CHESE S TEnEotDansne PRS- A8-DEET HREBISI0 00 - SUHGgaIe)
Sigrature Hame {print} Relalionshin-fwrite-Tseif if pationty

o oSO s - s e
Health-Gare-Profsssional-Preparing Praparer-Tills Bhons Number | Date-Prepared
Form

Birections for- Health Care-Profossionals
st QST

%w@@e&ms@&!&%y&%&%&%&ss@e@aﬁb&a&e%&t@a&pmﬁe@a@%ﬁaﬁeR%—%@@i—iﬁ%@ms&%&medéea%
indications.

MPQSJLFH%&-@&—S@ﬂs@%&p&y&é@%&wﬁéﬁi&%imﬁemma%@m&m&w@m%pﬁgaa%u#e»-b{g—ﬁhyeéeiaﬁia
aceardance-with-fasiiboommunity policy.

mphe%a%pi%xes@ﬁsigﬂsépggﬁsms&e—@g%m—wﬁéﬂ
Helng ROST
—Any-theomplete-section of POST mplies-full irsatment forthat ssstion.

Ne-defibriliatorfineiuding AEDS) should-be usad on-a persen-whohae-choson *Do-Net

—atempt-Resuscitation”
—Cral-fiuidsand nubrition rust ahwaye be offerad- i madically foasihls.

Mhen corafort comrab e gebioged o b LEEE:
RGP REE FHBY-SEHRER f

3 Biimor bo reorn feaediseliye oo e e
VB GO G LEFER R e i GG HEGH
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' STANDARDS FOR END STAGE RENAL DIALYSIS GLINICS CHAPTER 1200-08-32

(Rule 1200-08-32-.15, continued)
~—with-"Comfert Measures-Only" should-bs-iransiarad {o-o solling sble to provide
—earmforte-grtrestmentofa-hip fraciure).

—Blmedicationto-enhance comfor-may-be approptatefor g pamsonwho has chosan
~—Gerfor-Measures Only

—Treatmentof dehydration is-a-measurswhish nrelongs e A pereon who desires IV fiuids
—shotldindisate timitedinterventions®or Full Treatment’

—A-person with-capaciy—orthe-surogate of a-persen-without-capacity santegusst
—alternative-regtment.

Jeviswing POST
—FhisRPOST should-bareviswed it
%Hh&pgt@ﬁ#ﬁ%@ﬁ@d#%@maﬁ&%ﬂg@mm@%@aﬁeihs%;

(& Fhereds-a-substantial change in-the-pationis health-sialus o
{33—Thepatiente-traatment preferenceschange-

Brawlins-through sactions-Athrough-E-and write “VOID  n large-lsliers L POST s replaced or becomas Invalid

WD ORD

Physician Orders for Scone of Treatment (POST) Patienfs Lasi Name

Ihis is a Physiclan Order Sheet based on_the medicsl conditions and
yishes of the person identified al right (“patient.  Any section not
dompleted indicates full reatment for that section, When need gceurs, first

First Name/Middle initial

fbliow these grders, then contact physician, Date of Birth

'Sectio’n 5

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and/or is not breathing.
o Resuscifate (CPR) | Do Not Atternpt Resuscitation (DNR/ no CPR] {Aliow Nateral Deatin)
When not in cardionpuimonary arrest, follow orders In B, €, and D,

Lheck One
S| Box Only
' | MEDICAL INTERVENTIONS, Patient has pulse and/or is breathing,

L]__Comfort Measures, Treat with dignity and respect. Keep clean wanm, and dry. Use medication by any
route, positioning. weund care and other measures to relieve pain and suffering. Use oxvaen, suction and
manual treaiment of airway obsiruction as nesded for comfort. Do net transfer to hospital for life-
sustaining treatment. Transfer only if comfort needs cannot be met in current location.

“Gheck One; £l _Limited Additional Interventions. includes care described above. Use medical treatment, 1V fuids and
\Box Onlv cardiac monitoring as indicated. Do not use intubation, advanced alrway Interventions, or mechanics!

vantilation,
Transfer to hospital if indicated, Avold intensive care.

| C1__Full Treatment. Includes care shove. Use intubation, advanced alrway inlerventions mechanical
ventilation, and cardioversion as indicaled. Transier to hospital if indicated. |nclude intensive care,

| Other Instructions:
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' STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32

{Rule 1200-08-32-.15, continued)
Section - | ANTIBIOTICS - Treatment for new medical conditions:

L No Antibiotics
L] Antibictics

Other Insinictions:

MEDECALLY ADMINISTERED FLUIDS & NUTRITION, Oral fluids & nutrition must be offered if medically
feasihie,

[]_No IV fiuids (provide other measures o assure comiorhy

LI 1V fluids for a defined trial period

C1 v fluids long-term if indicated
Other Instructions:

L] Nofseding fube
{1 Feeding fube for a defined trial period
L] Feeding tube long-term

Biscussed with:
L] Patient/Resident
[ ] Health care agent

The Basis for These Orders is: (Must be completed)
[} Patient's preferences
L] Patisnt’s best interest (natient lacks capaciy or preferencas unknown:

L] Court-appointed guardian

L1 Medical indications

| £l Heaith care surrogate
! Parent of minor
D Other:

L] (Othen

{Specify)
Physician Signature (Mandalony

Date Physician Phone Number

i# hgszcian Name
(Print

Swgﬂatuz’e of Paﬂen% Parent of Minor, or Guardian/Health Care Representative

: E ¢ a physician and}a heaith ‘care refessfsﬁai Thas form’ can be revlewadand uptated at ar&
t me {f your praferences chanqe H gau are unable to makﬁ vour own health care decfssnn ;%he arders utd reffeet ywr

‘greferances ‘as'Best understood by your strrogate;

Signature

R tati onshp(w:s e seEf’ nfpaisent}

iunogate

Relationship

Phone Number

Preparer Tifie

ealth Care Professional
reparng Fonm

Phone Number

iJate Prepared

]

FIPAA PERRITS |
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" STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32
{Rule 1200-08-32-.15, continued)

Birections for Health Care Professionals

Completing POST

Must be complefed by a health care professional based on patient preferences patient best interest, and medical
indications,

POST must be signed by a physiclan 1o be valid. Verbal orders are acceptable with follow-up slgnature by physician in
accordance with facility/community policy.

FPhotocopies/faxes of signed POST forms are leqgal and valid.

Using POST

Any incomplete seclion of POST implies full freatiment for that section.

No defibrillator {inciuding AEDs) should be used on a parson who has chosan “Do Not Altermipt Resuscitation”

Orai fluids and nudrlion must always be offered if medically feasibla,

When comfort cannot be achieved in the current setting, the person, including someone with *Comfort Measures Only™,
should be transferred to a setting able o provide comfort (e.q. frealment of a hip fracture).

[V medication to enhance carfort may be anpropriate for a person who has chasen “Comfort Meastires Only",

Treatment of dehydration is & measure which projongs life, A person who desires IV fluids should indicate “Limited
Interventions” or "Full Treatment™.

A person with capacity, or the surroaate of a person without capacity, can reguest allernative freatment.

Reviewing POST
This POST should be reviewed If;

(1)_The patient is transferred from one care seffing or care level to another, or
{£} There is a substantial change in the patient's healih sfaius. or
{3} The patienf's reatment proferences change.

Draw line through sections A through E and wiite “VOID" in larce lefters iF POST Is replaced or becomes invalid,

SHALL AC

Instructions: Competent adults and emancipated minors may give advance instructions using this form or any form
of their own choosing. To be legally binding, the Advance Gare Plan must be signed and either withessad or
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" STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS ' CHAPTER 1200-08-32
(Rule 1200-08-32-.15, continued)

Mame: Phone#; Halation:

[acas ta st iin

-above-ls-unable-erurwilling-tormake health-care decisionsformeLappoint as

Blama: Ehnneo #- Eroiation-
PETHEN RO TrEteE O

Q——-—Q&WWWWMWGMMW{W?M
WWM&QMM&WRMMWhM&

Mmmmmmwmndwmm
docisions—| do netresognize-lov nes-oroanhobhave a clearconversationwith them.

MWMM&WWHM@M kcleary

ngs-where-oxygen-readed mosbof
WM%W%WWMWMMMMG%@W
Troatment:
W@MM&W%W@WMWM§mW;MM@ﬁ%mmWMM
that-medically-appropriate-treatment-beprovided as-follows.—Checking “yes” m
Ghecking—nelmeans- 00 NOT-wantthe breatment.
H— m—To-make-the hear-bastagain and restors
Yag Mo sthing e is-nvolves electic shock chast
somptestions—ang
0 I | %yﬁhﬁﬂfwﬁmm%—%ﬁmgmmmmw
¥os—No fide,medications and-othersquiprmentihat-helps-the lungsbeart kidreys-and
stherorganstocontinuefo work.
B Treatmentof Mow Condiions: Useofsurgary-blood transfusions orantblotice ihat
Yes 8 Blg MM@&MM%%%R@MH@WMWM@BMHQME-
¥Yos—— No M@&mmmmmwamemmm%m
hydration.
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' STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32

{(Rule 1200-08-32-.15, continued)

Signature; BATE:

s forme. Slgnalure ofwilness-numberd

~—tam-netrelated-to-the patisnt-by-blood - mariags s Signaiurs-obwiingss number 2

’ A sknowledged the-signature abova-as-his
QWWM%W%%MMW%QWWMGWW@Wum%
fravd-orundus-influsncs.

Bfv commeniceine syl
Py FREFHES:GH-BxpHa 8-

=—Erpvide-a copyto-yourphvsisianis)

sKoep a-copy-inyourpersonat fles where iHs ascessibis to-olhers
s—Tellyour closastralatives-and fdends what is-in-the dosument
s—Provide-a-copy-to-the-pereon(e) you-named-as your-healih care-agent

A_p o
A%Meég&mﬂ%@@m;e&@%@éﬁ%smg&heﬁe%gm%%@%g

{2} Advance Care Plan Form

ADVANCE CARE PLAN
{Tennessee}

i hereby give these advance instructions on how | want o be
treated by my docfors and ofher hesith care providers when | can no lonaer make those treatment
decisions myself.

Agent: | want the following person to make health care decisions for me. This includes any health care
decision | could have made for myself if able_except that my agent must foliow my instructions helow:
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' STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32

(Rule 1200-08-32-.15, continued)

Name: Phone #:
Relation:
Address:

Alternate Agent: [f the person named above is unable or unwilling to make health care decisions for me
[ appoint as alternate the following person to make health care decisions for me. This includes any heaith
care decision | could have made for myself if able_except that my agent must follow my instructions
helow:

Name: Phone #; Relation;

Address:

My agent is also my personal representative for purposes of federal and state privacy laws. inciuding
HIPAA,

When Effective {mark one) [ ! give my agent permission to make health care decisions for me at any
time, even if | have capacity to make decisions for myself. T | do not give such permission (this form
anplies only when | no longer have capacity’,

Quality of Life: By marking “yes" below, | have indicated conditions | would be willing to live with if given
adequate comfort care and pain management. By marking “no” below. | have indicated conditions | would
not be willing to live with (that to me would create an unacceptable guality of life).

O £l Permanent Uncaonscious Condition: | become fotally unaware of people or surroundings with little
Yes No I chance of ever waking up from the coma.

[ ] Permanent Confusion: I become unable tc remember, understand, or meake decisions. | do not
Yes No | recognize oved ones or cannot have a clear conversation with them.

£l | Degendent in all Activities of Daily Living: | am no longer able to falk or communicate cleatly or

Yes No | move by myself. ! depend on others for feeding, bathing, dressing. and walking. Rehabilitation or any
gther restorative treatment will not heip,

Ll | End-Stage Hinesses: ! have an iliness that has reached its final siaqes in spite of full traatment.
Yes No | Examples: Widespread cancer that no fonger responds to treatment: chronic and/for damaded heart
and lungs, where oxygen is needed most of the time and activities are limited due to the feeling of
suffocation.

Treatment: If my guality of life becomes unacceptable to me {as indicated by one or more of the
conditions marked “no” above) and my condition is irreversible (that is, it will not improve), | direct that
medically appropriate treatment be provided as follows. By marking “ves” below, | have indicated
freatment L want. By marking "ne" below, | have.indicated treatment | do not want.

] L CPR (Cardiopulmonary Resuscitation): To make the heart beat again and restore breathing after it
Yes Ne | has sfopped, Usually this involves eleciric shock, chest compressions. and breathing assistance.

| Ll Life Support f Other Artificial Support: Continucus use of breathing machine, 1V fluids. medications.
Yes No | and ofher equipment that helps the lungs, heart, kidnevs, and other organs to continue to work.

c £ Treatment of New Conditions: Use of surgery. blood transfusions, or antibiotics that will deal with a
Yes No | new condition but will not help the main ilness.

1] [ Tube feedinallV fluids: Use of lubes to deliver food and waler o a patient's stomach or use of IV
Yes No | fiuids into a vein, which would include ariificially delivered nutrition and hydration.
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~ STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS : CHAPTER 1200-08-32

(Rule 1200-08-32-.15, continued)

Pleage glan on page 2 Page 102

Other instructions, such as burial arrangements, hospice care, efc.:

(Altach addifional pages if necessary)

Organ donation: Upon my death, | wish fo make the following anatomical aift (mark onel:

L1 Any organ/tissue £J My entire body 1 Cnly the following organsfissues:

£3 No oraanftissue donation.

SIGNATURE

Your signature must either be witnessad by two competent adults or notarized. If wilnessed. neither withess
may be the person you appointed as vour agent or alternate, and at least one of the witnesses must be
someone who is nof related to vou of entitied to anv part of vour estats.

Signature: Date:
{Palient)

Witnhesseas;

1.1 am a competent adult whe is not named as the agent or

alternate. | witnessed the patient's signature on this form. Siagnature of witness number 1

2. 1 am a competent aduit who is not named as the agent or
alternate. | am not related to the patient by biood

marriage, of adoption and | would not be entitied to any Signature of witness number 2
pertion of the patient's estate upon his or her death under

any_ existing will or codicll or by operation of law. |

witnessead the patient's sianaiure on this form.

This document may be notarized instead of witnessed:

STATE OF TENNESSEE
COUNTY OF

|.am a Notary Public in and for the State and County named ahove. The person who sianed ihis instrument
is_personally known to me (or proved to me on the basis of satisfactory evidence) to be the persen who
signed as the "patient.” The patient personally appeared before me and signed above or acknowledaed the
signature above as his or her own. | declare under penaity of perjury that the patient appears o be of sound
mind and under no duress, fraud, or undue influence.,

My commission expires:
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' STANDARDS FOR END STAGE RENAL DIALYSIS CLINICS CHAPTER 1200-08-32

(Rule 1200-08-32-.15, continued)
Signature of Notary Public

WHAT TO DO WIiTH THIS ADVANCE DIRECTIVE

Provide a copy fo your physician(s)

Keep a copy in your psrsonal files where it is accessibie to others
Telt vour closest relatives and friends what is in the document
Provide a copy to the person(s) you named as vour heglth care agent

e (@ je e

Fage 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.

March, 2011 (Revised) 53



' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

1200-08-34-15 APPENDIX|

Hanba-Lasl Name

for-Seope-ei-reatment{ROST
This s o Physician Ordsr S o s smedical Fhrst-Namefdiddia-lailial
sondiflons-and-wishesofthe person denlifed atsight
Fpatiantt—Any sestion not sompleled Indicstes full Daleof BNk
teatment-forihat section—Whan-need ooours-first follow &8
these-crdersthen contact-physisian.
%M%LMMES%W@M{WW‘Mpaisw&éﬂe%éeﬁe%—bmaEhiﬁ%
Il Peosymeibnte OO0 T Do Mot Altamnt Bacueaiiabe (SN n CEE
ER LA Y ¥ [ A M LR e el S A el b

Whenrotin cardlopulmenany srsst follow erdeisin B Crand D.
MEDIGALINTERVENTIONS - Ratient has pulse sndier s braathing.

El-—Comfort Measurss—Traal with digrity and respect. Keep-slean, warm, and dry.
Mi@aﬁ@&b&a&%u&eﬁg&iﬁeaéa%—waené—eam—aﬂé—amemeaswe&%e—mﬁeue—&ein—an@suﬁe%
LJse%ﬁﬁgeMe;s&g%ﬁmgwameaimamwémyebe@s%ﬁe%w3&@@@4@:—9@%@%-@9—%@4&3%{9{

tohasnital frr HE watelning-fresbivent —Tranefos onbif oorfnr nasde fannnt be oot in coreent bn iy
gt prd e S EHERIRIN G-I SAREB R —HFANRRST SR8 RO Shiot PR GGHERt HOH

M&e@&é@ﬁm&!—mwweﬁﬂ%ﬂﬁﬁuéa@m—é%eﬁmv&—%aﬂeééwiﬂe&m&wm@aﬁé
earé{las%eﬁét@;&ag&&éaé%@&%&@—@we&us&i&%aé&ﬁgH@am@w%é&wsaﬂmﬁﬁm%@aﬂe@é
ventlatlon—Transiarto hospilalf indicalad—Avoid intonsive care,

[-Full Treatment—inshudes care above—Use nlubafion advanced & invay-interventions-mechanicsl
ventiation—and-gardioversion ss-indicaled-Transferlo hospltalifindicated include intansive-care.

Cyther

nshuctione:

ANHBIGHCS - Treaiment-for new medicalcondilions:

El-Ne-Antibiotics

Othgsetnstrontinns:
YEb S Fri+

MEBICALLY ADMINISTERED FLUIDS AND NUTRITION.- Oral fluids and nutition rrustbe ofieret if
medicalhfeasible.

eV fuide-(provide other measwes to-sssute aomipdi o fesding-lube

P B fiide Far o ddafimesd drio! moptad I} Condime bubhe $ar o mdafimmd trin? moriad
E-Pfluids for a-defined Hiatped - ing-tube-fora-defined tratped
F3 0 fvite brpes bovppm 6 netlao bort i1 Easdinsiuhe lonad oY

B fuldelong-term-bindicated " Fasdingtubsiongler

ytheyr brrofroesbimme:
Diseussed with; +he-Baslefor These Ordersle-(Musthe-complsted)
L-Pollent/Resident Ll patantspraforenses
E}—ﬁaat%a&&agea% C1 Patispt's bastinterast fpetient lacks capacity ¢ prafBIeRCaE-URKkROW)
E-Cout-appoiniod guardlan -Medicalindications
: i

_ %ﬁam@sﬁm@m (Ot

: il &
Physiclan-Mama-{Prnt Rhyslolan Phane Mumber
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34

PROFESSIONAL SUPPORT SERVICES

{(Rule 1200-08-34-.15, continued)

7
1R T

hsat&hea;e—p;efesmﬁak{a}—mwﬁeamamme%@—mem m@a@pz@fe-}"

been-svprossed-lo-a physiclan-andior

Hdi-sigred-by-surrogs &e—sﬁefe;ea-aes—sxg%M%%%WW&%WM&H&@@%@%W@Q&%@%

Signaturs Mame-print Ralalionship-pwrite "saif i palisnd)

Preparer-Tills Ehone Number | Dale Prepared

Birsclions{for Health Care-Profossionals
ComplelingBOST
—Mustbe-complated by a-haalih-care prefessional bazagd- -ofr-paliont preferences, palient-bestintarest, and-medical
indications.

POST must he sighed bu

i
ST

aees;éaﬂewiéhéaembﬂ

shysiclan tnhe valid  \arbhe! ardere are neesntabba with Sallrag
Y SIGHEHIG e SR E GHa 882 GLAR RGO IOROW
:

sommunibpolicy.
—Fholecopissifaxes-of signed BOST farms are legal and valid,

Hsing POST
—Amneomplete-secton-o L ROST implies full lreatmant forthat saslion.

af Hp

~—No-defibriliator -nsluging-AEDs} should -be used ona parsonwhe baschosen ‘Do Mot
—Attempt Resussitationt.

~-Gratfluide-andnuldtion must ahvaye-be offered i rmedicaliy-feasibla.

When comingt cannct-be achisvedintha o urrant setiing dhe narmo
VRBH- OB HR oG- ot 3 s

FRGE
_w}gh__ggmjnﬁ Meaastiras Oin ;"' bEowid bha trangf rred do.aeettl ng

—-eemfeﬁ»{e@—tmzm%mf—aﬁp#&ewm}

Mmeé@%ﬁen&@epmnmmgwaympgmtﬁewgweemh&mmém
—Comfed-Measures Only®

Fal ]
Rl
able-lo-prov

Trastment ofldahy draticnie amag s which b ninng Heg A BRISOR whodosirag | Liluide

8 Try ey

Wshauié-mé;eaiuwwmemeﬁﬁeﬁaqn “Eud-Treatmant

»%pemsnw%h—eaga&%%mha—swege@@?a parson-without capacily, santeguest
—altespative-trealiment.

Beoviewing POST
—TFhis-POST should bereviewed it
MMwanmmn%aéhagemwuwnem;

{2)—There-le-a-substantial change initbe-patient’s health status, o7
{3—Thopatient's-treatmend proferances-changs.

MW@@WM&Q@MQ@WM@%é&ﬂa%a:ge%%%&r&é??@%s—#&s}amﬁpbe%m@sémt%
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

(Rule 1200-08-34-.15, continued)

(1) Physician Orders for Scope of Treatment (POST) Form

Physician Qrders for Scope of Treatment (POST) Patient's Last Name

his_is a Physician Order Sheet based an the medical conditions and

ompleted indicatas full reatment for that section. When nsed cocurs. first
bliow these orders. then contact physician, Date of Bih

1 - - -
wishes of the person identified at right (‘palient”). Any section net | Eirsi NameiMiddie inifial
g

f

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse andfor is not breathing.

: heéug'Oﬁe{? 0 Resuscitate [CPR) L! Bo Not Attempt Resuscitation {(DNR/ no CPR) (Allow Natural Death)

: Bbx.'Om'Ev;l-? When not in cardiopulmonary arrest, follow orders in B, C, and D,

MEDICAL INTERVENTIONS. Patient has pulse andfor is breathing.

[l_Comfort Measures. Treat with dignity and respect, Keep clean, warm, and dry. Use medication by any
route, positicning, wound gare and other measures o relleve pain and suffering. Use oxygen, suction and
manual treatment of airway obstruction as needed for comfort. Do not transfer to hospital for life-
sustaining treatment. Transfer only if comfort needs cannot be met in current location,

| O _Limited Additional interventions. Includes care desciibed above, Use medical treatment, |V fuids and
cardlae monitoring as Indicated. Do not use intubation, advenced airway interventions, or mechanical
Transfer to hosplial If indicated. Avoid intensive care,

3:_ (] Full Treatment.  Includes care above. Use intubation, advanced airway intervertions mechanicat
' ventilation, and cardioversion as indicated. Transfer to hospital if indicated, Include Infensive care.

: . Other Instryctions:

| ANTIBIOTICS ~ Freatment for new medical conditions:

| £ No Antibiotics
1 O __Antibictics Other instusctions:

| MEDICALLY ADMINISTERED FLUIDS & NUTRITION, Oral fluids & nutrition must be offerad if medically
1 feasihle,

LJ_No 1V fluids (provide other measures $o assure comfort) L1 No feeding tube
LIV fluids for a defined trial pericd ‘ L] _Feeding fube for a defined trial period
: L] _1v fluids long-term if indlcated L) Feeding tube long-term
: Cther Instnuctions:
1l | Discussed with: The Basis for These Ordere Is: {Must be completed)
{ L] Patient/Resident Ll Patienf's preferences
: | LI Health care agent [] Patient’s best interest (patient lacks capacity or preferences unknown}
. | L1 Court-appointed guardian £ ] Medical indications
;f | [ Health care surrogate L {Othen
e [ Parent of minor
o Liother (Specify)
N
Hhysician Name Physician Signature (Mandatony) Bafe Physician Phone Number
Frint}
Ao Slgnature of Patient, Parent of Minor, or Guardian/Health Care Representative o0 0 St I
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

fls form can be reviewed and updated at an_ G

(Rule 1200-08-34-.15, continued)
fhe d"ders shoufd reﬂect vour =

references have besn ey msseai tozoh szcian andlor heaith care mfessmnai

tlrae if vour preforences change'- i vou are tmai:aie to make veﬂr awn health care deulsians,
references as best understood by vour surro gafe, R ; : g
Signature Relahonsh i {w;z e seEf" If pa{ em)
Yurrogate Relationship Fhone Number
Health Care Professional | Preparer Tifle Phone Number Date Prepared
reparing Form

f;s.....‘ { ” ﬁ‘f‘}f
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'STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

Rule 1200-08-34-.15, continued)

Directions for Health Care Professionals

Completing POST

Must be compleied by a health care professional based on palient preferences, patient besl interest, and medical
indications.

POST must be signed by a physician lo be valid. Verbal orders are acceplable with follow-up signalure by physician in
accardance with facilityfcommunity policy.

Photocopiesffaxes of signed POST forms are legal and valid.

Using POST

Any incomplefe section of POST Unplies full reatment for that section.

No defibriilator (including AEDS) should be used on a person who has chosen “Do Not Attempt Resuscilation™

Qral fluids and nutrdtion must always be offered if medically feasible.

When comfort cannct be achieved In the current sefiing, the person, inc luding someone with “Comfort Measures Oniy"
should be fransferred to a selting able o provide comfort (e.q., treatment of & hip fraciure),

iV medication to enhance comfort may be approptiats for a person who has chosen “Conifort Measures Cniy",

Treatmant of dehvdration Is a measure which prolongs life. A person who desires IV fluids should indicate "Limited
Interventions” or "Full Trealmeant™. :

A person with capacity, or fhe surrogate of a8 nerson without capagity, can request atternative treatment,

Reviewing POST
This POST should be raviewed if:

{1) The patient is transferred from one care setting or care level to another, or
{2} There is a subsiantial change in the patient’s health status or
{3} The patient's freatment preferences chanae,

Draw line through sections A through E and write "VOID” In large letters if POST is replaced or becomes invalid.

i .
SFEE r\’r\‘E_?(}X\
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

{Rule 1200-08-34-.15, continued)

%#aMt&aWémngngwmm4as%pse%e&s—usmgh%m-m—awi&cm
MM@WM;M%&Q&%LW&M%W;&P%—Massmes,gnaé—am#he% nessed-or

L hersby give-thessadvance inshiuctions-on-how-lwantfo-be treated by
W@%M&WWWWMWQM&MhMWMW%#

Agent—bwarbihe following parsen-to-make-heaith care-decisionsSorme:

Blomo: Bl i - Liaimbire.
PeERe- RS FrgdtE

lacicione formet-appolntas

dlame: Bhong Halation

L%Mé@s%@h@mmmm%e@g@b
aﬂ#e%hamnaesea%able%&mem@ S whey

me-istaily urawareof peoploor

WWQWW&W

E}}——AM%HM ivitios of Bally Living:-l-am hoJongerable-to talk-cleatly
—}-depend-on a;&f@p@g@&ﬁg—@a%h&ﬁg»%&&ﬂg&ﬁé%&%ag»

i Era-Stage U ; ite-final slages-inspilesf
MMW%R@—%%&H?@MQ@%@—W&@M%%@SWQ%
WM@HWWW%WWW%@@SW?
e —thadimme-and-aoliviics-are mitsd-dus-to the feeling of suffocation.

i i enditfen-dis-irraversible (thatis itwillnelimprove)- L direct
M%metmmmwmmmmm%p
8 aatment.

H— are-Resuscitation: To mak@%h&h@&%&a@agam&ﬁd&e&i@%

Yeg——ho QWWMMMW;WMMM@Mi
%mpms&aﬁswm;eamépgasmﬂw

Yo ——Ho mmmmzmagpmmmmwawméwa
Qmew@wmgﬁmﬂue%%

Yes——Pplo MM&@W&M&&%&%Q#@QWW%@MWW»MM

B M&WWMM@W%MW@@@MM&%

Y8t ho M&eﬁ%ﬂu&d%l@ﬁ%&ﬁ%a&mimmmmﬁmamm@%&m%
hydeation,

Gtherinstructionssuch-as butial- arangements.-hospice-care-ate.:
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

(Rule 1200-08-34-.15, continued)

swing-anaiomicalgifi{please-mark onaj:

OCinbidba follmudna menanefticsiine.
it F -GG a e HeSHeE:

!
iy
i

SIGNATHEE

Jiials 1Rt sad B E-

& mpetent-adulis-ornelarized fudinassad-neitherwiiness
mwmmwm%wmmwmnwmwmwmmmnmm
fysur-astate.

related-to-youorentitied to-any par-o

Sigrature: BATE:
{8 il
{Fallert
+tam-a-compelent-adultwhels hotnamed-as the-agent.
—hwlinessed-the palient's sighalure-onthisfomn- igrature-olwithess-numbard

Z—l-am-a compolentaduliwho is-notnamed as-the-agant.
WM@M%QMM&W%W_&MHM%M%
—adoption

COUNTY.OF

QM%WWWMWM%WMWW:W%H%

sopaliy known-to-me-{orproved WWM&MMQW@WW%M@
-pa&eni—lh@mmmmwap sarsd befors-meand-signed above-or scknowledgadthe-signairs shove as his
WMWWEQWHHWMESWWMWMWM%@%@%
fravdor undue-infusnse.

Slgnature-of Motans RPublic

= Providea copyte your shysiclan(e)
s—Koep-a-sepyinyournsisonaldileswhere {Hs accessible fo-nihars
%@L@m@@%&aﬁmm%@mwewm

-named ai-yeur-heaitb-care agent

Approved-by-Ternessee Depariment of Health Board forlicensing Heal lih- CareFecliles Febriap,2 2005
Ackrowledgementto-Project GRACE for inspiting the-developmentof this-form:

(2) Advance Care Plan Farm

ADVANCE CARE PLAN
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

{Rule 1200-08-34-.15, continued)
{Tennessee)

I, hereby give these advance instructions on how | want (o be
treated by my_doctors and other health care providers when | can no longer make those treatment
decisions myself.

Agent: | want the following person to make health care decisions for me. This includes any health care
decision { could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #;
Relation:
Address:

Alternate Agent: If the nerson named above is unable or unwilling to make heaith care decisicns for me
i appoint ag aliernate the following person to make health cara decisions for me. This includes any hesith
care decision | could have made for myself if able, except that my agent must follow my instructions
below:

Name: Fhone #; Ralation:

Address:

My agent is also my personal representative for purposes of federal and state privacy laws. including
HIPAA,

When Effective (mark one) O | give my aqent permission to make health care decisions for me at any
time, gven if | have capacity to make decisions for myself. O | do not give such permission (this form
applies only when | ne longer have capacilyh,

Guality of Life: By marking "ves” below, | have indicated conditions | wouid be willing to live with if given
adeguate comfort care and pain management. By marking “no” below. | have Indicaied conditions | would
not be willing to live with (that to me would create an unacceptable quality of life).

£l ] Permanent Unconscious Condition: | become totally unaware of people or surroundings with little
Yes No | chance of ever waking up from the coma,

Ll £l Permanent Confusion: i become unable to remember. understand. or make decisions. | do not
Yes No recognize loved cnes ar eanngt have a clear conversation with them,

o ] Dependent in all Activities of Daily Living: | am no longer able to talk or communicate clearly or

Yes No | move by myself. | depend on others for feeding, bathing. dressing, and walking. Rehabilitation or any

cther restorative treatment will not help.

£l L End-Stage lilnesses; | have an jliness that has reached iis final singes in snite of full treatment.

Yes

No

Examples; Widespread cancer that no longer responds to treatment: chronic and/or damaged heart

anyg lungs, where oxygen is needed most of the time and activities are imited due o the feeling of

suffocation.

Treatment: If my quality of life becomes unacceptable to me (as indicated by one or more of the
conditions marked “no” above) and my condition is irreversible (that is, it will not improve). | direct that
medically appropriate treatment be provided as follows. By marking "ves” below, | have indicated
treatment | want. By marking “ne” below, | have indicated treatment | do not want.
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

(Rule 1200-08-34-.15, continued)

O £ CPR (Cardiopulmonary Resuscitation): To make the heart beat again and restore breathing after it
Yes No | has stopped. Usually this involves electric shock, chest compressions, and breathing assistance.
O Cl Life Support / Other Artificial Support: Continuous use of breathing machine, IV fluids. medications,
Yes No | and other equipment that helps the lunus, heart, kidnevs, and other organs fo confinue to work,
0 [ Treatment of New Conditions: Use of surgery. blood transfusions, or antiblotics that will deal with &
Yes No [ new condition but will not help the main illness.
[ [ Tube feeding/lV fluids: Use of lubes g deliver food and water o a patient's stomach or use of IV
Yes No | fluids into a vein, which would include arfificially delivered nulrition and hvdration.

Please sign on page 2 Page 1 of 2

Other instructions, such as burial arrangements, hospice care, efe.:

{Attach additional pages if necessary)

Organ donation: Upon my death, | wish to make the following anatomical qift {mark che):

Ll Any organftissue E1 My entire body [J Only the following organs/ftissues:

L3 No organftissue donation,

SIGNATURE

Your signature must either be witnessed by two competent adults or notarized. f witnessed. neither witness

may be the parsen vou appointed as your agent or alternate. and at least one of the witnesses must be

somecha who is not related to vou or entitled to any part of vour estate.

Signature: Date;
{Patient)

Wilhesses:
1. | am a competent adult whe ig not named as the agent or

alternate. | withessed the patient's signature on this form. Signalure of witness number 1
2.1 am a competent adult who is not named as the agent or

giternate. | am not related to the patient by blood : :

marriage. or adoption and | would not be entitied to any Signature of withess number 2

portion of the patient's estate upon his or her death under

any existing will or codici_or by operation of law. |

withessed the patient's signature on this form.

This document may be notarized instead of withessed:

STATE OF TENNESSEE

COUNTY OF
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' STANDARDS FOR HOME CARE ORGANIZATIONS PROVIDING CHAPTER 1200-08-34
PROFESSIONAL SUPPORT SERVICES

(Rule 1200-08-34-.15, continued)

i am a Notary Public in and for the State and County named above. The persen who signed this instrument
is_personally known fo me {or proved {o me on the basis of satisfactory evidence) to be the person who
signed as the "patient” The patient personally anpeared before me and sigried above or acknowledged the
signature above as his or her own. | deciare under penalty of perjury that the patient appears to be of sound
ming and under no duress, fraud, or undue influence.

My commission expires:

Signature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Provide a copy to your physician(s?

Keep a copy in vour personal files where it is accessible to others
Telt vour closest relatives and friends what is in the document
Provide a copy to the person(s) you named as your health care agent

® & e le

Page 2 of 2

Authority: T.C.A. §§4-5-202, 4-5-204, 68-11-202, 68-11-204, 68-11-209, 68-11-224, and 68-11-1805.
Administrative History: Original rule filed February 16, 2007; effective May 2, 2007.
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" STANDARDS FOR ADULT CARE HOMES — LEVEL 2

(Rule 1200-08-36-.17, continued)

(f)  Earthquake Disaster Procedures Plan shall include:

1. Staff duties;

2. Evacuation procedures;
3.  Safety procedures; and
4 Emergency services.

(2)  An ACH shall comply with the following:

CHAPTER 1200-08-36

(@) Maintain a detailed log with staff signatures designating training each employee

receives regarding disaster preparedness.

(b)  Train all employess annually as required in the plans listed above and keep each
employee informed with respect to the employee's duties under the plans.

(¢}  Exercise each of the plans listed above annually.

(3) An ACH shall participate in the Tennessee Emergency Management Agency local/county

emergency plan on an annual basis. Participation includes:

(a) Filling out and submitting a questionnaire on a form to be provided by the Tennessee

Emergency Management Agency; and

(b)  Maintaining documentation of participation that shall be made available to survey staff

as proof of participation.

(4)  An ACH shall have a functioning emergency back-up generator adequate to meet the ACH's
HVAC and essential needs until regular service is restored. The ACH shall have a minimum
of twenty-four (24) hours of fuel designed to operate at its rated load. This requirement shali
be coordinated with the Disaster Preparedness Plan or with the local resources.

{(a)  All generators shall be exercised for thirty {30) minutes each month under full load, including

automatic and manual transfer of equipment.

{b) The emergency generator shall be operated at the existing connected load and not on dual
power. The ACH shall maintain a monthly log and have trained staff familiar with the

generator's operation.

Authority: T.C.A. §§ 68-11-209, 68-11-224, and 68-11-1801 Administra

filed November 2, 2010; effective through May 1, 2011.

1200-08-36-18 APPENDIX|.
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STANDARDS FOR ADULT CARE HOMES - LEVEL 2 CHAPTER 1200-08-36

(Rute 1200-08-36-.18, continued)

GhA
AR Pt

[ LY OF.F {\"I\J'

&N

LE-ACCOMPAMY- AT IENT M

PLERANSEERRED.OR-DISCHA

PhysiclanQrdars Batients Lasgt Mams
forScopestVeatment-(POST)
This—is—a—Physlolan-Order Shaet based—on—the—medicel | BretNametldaalniial
G%ééhe%&né—%hﬁ&—a#@h@—p@%&%w%d%%&?ﬁg&@
Epationt)——Any—section—not completed indicates—ful
treatment-forthat seetion. When need-coeursfirst-follow Diate.of Binh
these-ordorsthen contact shysiclan.
GAR;Q%@%MQMAR%RESUSQMM{G@R%—%M&%&Wnéigﬁws@n@ma%hiﬁgf

)

o

[3—De-bot Altempt Resuscitation (DNR/ne CRR)

Boosucoitate (IBE3Y
[ Hho G ¥

=

Whan-ret-in-cadiepulmenary arest follow-ordars v B0 and T,

MEDICAL INTERVENTIONS. Patiant has pulsa-andior s-brasihing.
El—Comfort Maasuras—Treatwi ith-dignity andtespect-Keep clean-warm-and-dry.

Uses madication Ey Y-SRy s pnoa&z or mn sound ro-and olbhar mossuies fo—raliava-pain gnd s fHaring

Usewgen—woémﬁ-amaﬁaHmaémen@e?amawbs#&e%e%m&s@ie;eemm%mmm@;

tgj%gggétas_fn.r Hfm-gis frcsintmg trgaimmni Fras nrot-b hamnat | n-ourentlocalion.

1ol
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i o

sferopby it amiot nead

- Limited-Additienalinterventions— —ncludes-care descrbed sbovesermadicalireatment, IV flulds
aadwaa%m&pﬁe«n&gﬂ&w@méMe—m@uswﬁué&&%an—aéme@dﬁwmemﬁagas—ea
mecharicalventilation—Transfor fo-hospiialitindioated. Avoldinlensive care.

ElEul Traatment

i Iaaa=1ain

\mwh?qhnn and oardiovarsinn
S GGV EISIaR

invau-intenantinne mechoninal
BN IBRNERLOREM HERHES

inplpdoe rnro
+ S-Eare

s-indicaled—Tran

bove —Uoa intubhatinn  adivanead
£+ i H3 SHER-GOVERGS

ifindlested lneluns intaneives oo
-G Caas HREEY T

farto hoemit
hsy P

Othar ncirrtinne:
HHEH RS EGERES

ANHBIOTICS —Troatment-for-new-medisel condiione;

E-No-Antibiotics
E-Antibiatics

Citharlnstruetione:
SRS GHORES

MELIGALLY ADMINIBTERED FELIDS AND NUTRITION Oralikids and nulitionmust beoffered it
medically feasible.

[‘“"é Bie WP 6 sl {r\v§,rér~i thar magsuras tn SEBLUIS 0 rnFnr}\ E hlo faeding fsba

I""E B Slglde for oo fined frinl pa efa¥al f—} Femﬂing tuba fora-defined drial
;}er{eé

1 M fiulde lonpdern i indinatad O Feadinedube lonoders

o W RN+ G st oG- UER B ERG 23]

Discussad with: The Baslefor These Orders le{Must be-completed)
1 Patent/Residant El-Pallentspreferences
El-Health-cats agent El-Padents bastiptersal{patient-lasks capacivror
E-Court-appolnisd-guardian prefsrancas unkrown)
th-care sutregate El Medisalindicatione
i El-Othas

Bryslclapn-Phone Numbes
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STANDARDS FOR ADULT CARE HOMES — LEVEL 2 CHAPTER 1200-08-36

(Rule 1200-08-36-.18, continued)

& of Patisn b Feor Gy nideslth-Care Represenislive
Sigmﬂeaat—theugh&h%—be%—g@vea@#e—wa&aéﬂEﬁ@h@@@n&%&;&n%@%%ﬁ%&w&%—&hﬁ%waém
health-carsprofassional{sl—This-documenirellasis these eatmeant proferenses.

i ngwmpmwmﬂ%%ﬁmw%ewmﬁ%m%am%.\
Slanatue Mame {print Halatienship twrile"seli-itpatisnt

Swegaie é&ia%-seaahsp Phore-Mumbsr

Heslth-Care Profassional Prepatng Fomn ProparecTitls Fhang MNumber Gate Prepared
Direstionsfor Masith Care Professionals
o] i

Must-becompleled by-o health-careprofessional based-aa palientproferences palient bestinterast and medisal
indloations:

P%lm&s#é&-sigMWS@&MW@%%@&G;Mfm%&p&a&i&w@t%@%p—ﬁi@ﬁam;@%wmm iR
actardance-with-faciiby/oommunity-policy:

Ehotosopiosffaxes-cleigned-RRST forns-ars-legal and valid,

Uslng-POST
—Aey-insemplets seciionof POST-impliss-iui-irealmant for that-secticn.
mNe—éeﬁbF%&Eaier—(iﬂsigd@ﬂgﬁé@sﬁ@hQ%MMQ—eﬁsmerWMG&ewmwetﬁﬁemp%Reaase%@a@ie&"—.
—Gral-fivide-and nutdton-must shways be-giforad It medically foasible,
%%wmﬁ%m&%agmmmwmgmw%r#ﬁeﬁamea@,—iﬁ@aéiggrsam&eﬂeaﬁtwmgﬁ—Mea&um

s should be troncfared to o se¥lng abls fa mrauinds roamind do n trantmant nf o s fractuarat
Sy SHoo-DetRERETaHes 105 -GG RraY SR o R B HeRRent -

(= Ei = ia=a=ite )

wmtéammmyé&am%éﬂwap@%g%ﬁa@eh—g&eﬁieem%ﬁh%mms@m%

—Froatmaentof dehydralion is-a-measure whish prolongs Ha—A-parsonwho dosies MN-Huide sheuld dndisals "LUimitad
tnterventione’or "Eyll Traatment®.

—A-petaon-with capaeity-or the-sursgale cfa pemenvithout capasity, sanjequest alismative rsatment.
Beviewing POST
—Fhis-HOST should-bereviewad i
{h—TFhe-patientis-lranslerred fom one care-solling or care-lovel io-anolher or
(2y—Therelsasubslantial changa-inthe patiente-haalth stalus. or
G—The patient's freatmentpreferenses-changs.
Braw-dre-through sections-A-through-E-and wite MOID" n-lorge-lollers - POST s replaced-or becoimes-nvalid:

Approved-b
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November, 2010 46



" STANDARDS FOR ADULT CARE HOMES - LEVEL 2 CHAPTER 1200-08-36

(Rule 1200-08-36-.18, continued)

(1) Physician Orders for Scope of Treaiment (POSTY Form

his is &

Physician Orders for Scope of Treatment (POST) Patienf's Last Name

Physician_Order Sheet based on_the medical conditions and

ompleted indicates full treatment for that section. When need ocours, first

3 - . —
wishes of the person identified at right {"patient’). Anv section not | Bt Name/Middle initial
g

fi

bliow these orders, then confact physician, Bate of BiriF
- Section CARDIOPUL MONARY RESUSCITATION [CPR): Patient has no pulse andlor is not breathing,

2 Resuscitate (CPR) L] Do Hot Attempt Resuscitation (DNRf no CPR} (Allow Natura! Deathi
When not in cardlopuimonary arrest, foliow orders in B, €, and 1.

| MEDICAL INTERVENTIONS, Patient has pulse andior is breathing,

£l Comfort Measures, Treat with dignity and respec. Keep clean, warm, and dry, Use medication by any
route, positioning, wound care and other measures to relieve pain and suffering. Use oxygen, susion and
manuat ireatment of airway obsiruction as nesded for comiort. Do not transfer to hospital for life-
sustaining treatment. Transfer oniv if comfort needs cannoct be met in current location.

Ll __Limited Additionat Inferventions, Includes care described above, Use medical freatment. IV fluids and

cardiac_monitering as indicated. Do ngt use intubation, advanced alrway interventions. or mechanical

Transfer to hospital if indicated. Avoid intensive care.

Ol Full Treatment  includes care above, Use intubation. advanced gitway inferventions mechanica!
venlitation, and cardioversion as indicated. Transfer to hospital if indicated. Include intensive care.

Other Instructions:

| ANTIBIOTICS — Treatment for new madical conditions:

ne:| [1_No Antibiotics

[l Antibiotics Other Instructions:

| MEDICALLY ADMINISTERED FLUIDS & NUTRITION, Oral fiids & nutiition must be offared § ¥ medically

1 feasible, .

| £]__No IV fluids (provide other measures to assure comfort [ Nofeeding tube

1 L1V fluids for a defined triai period L] Feeding tube for 2 defined trial period
) L1 _IV fluids long-term if indicated [ 1 Feeding tube long-term

2| Ofher Instructions:

Biscussed with: The Basis for These Orders Is: (Must be completed)

| Mustpe
Lompleted-

| L] Patient/Resident Ll Palient's preferences

| LI Health care agent L] Patient's best interest {patient lacks capacity or preferences unknown)
| £ coun-appointed guardian L] Medical indications

[ ] Health care surrogate O iOthen

[ Parent of minor .

Ll Other; (Specify}

rint

P

#hysician Name

Physician Signature (Mandatony Date Physiclan Phone Number

n ——— e
: ; Ssqnafure ef Patzent Pamnt of Mincr or Guardmmﬁeaiih Care Representatwe TSt ;
._Hre!erem:es have E}een exmegsed m a phvsm an andlor hea%&h care pmfessicnaf This farm can he revsewad and ugdated ai ans{ :
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tfme'if vour preferences chanue. i you are unabte te make vaur own heaith care dec!s!ens, the crders shouid ref!ecf vaur
preferences as best understood by.yoursurromate, - L0 o S R

Re Fanonshp (Wi’ Ee 56 f’ |Epaten%)

Slgnatur
§urr0ga€e Relationship Phone Number
Health Care Professional | Preparer Title Phone Numbser Dale Prapared

Heeparing Form

l
I

HIPAA PERMITS DISCLOSURE OF POST 10 OTHER HEALTH CARE PROFESSIONA

Directions for Health Care Professionals

Completing POST

Must be completed by s health care professiona! based on patient preferences, patient best inferest and medical
indications.

POST must be signed by a physician to be valid. Verbal orders are scceptable with fol jow-up smnattsre by physiclan in
accordance with facilifyicommunity policy.

Photocopiesfaxes of signed POST forms are legal and valid.

Using POST

Any incomplete section of POST implias full treatment for that saction

Ne defibrillator fincluding AEDs) should be used on a person who has chosen “Do Not Astempt Resuscitation”.

1 Oral fiuids and nuldiion must always be offered if medically feasihle,

When comfort cannot be achieved in the current setting, the person. including someone with “Comfori Measures Only",
should be transferred to & setfing abile to provide comfort (e.0., lreatment of a hip fraciure).

iV medication o enhance comfort may bs appropriate for & person who has chosen “Comfort Measures oniy”

Treatmant of dehydration s & measure which prolongs life. A person who desires IV flulds should indicate *Limited
Interventions” or “Full Treatment”,

A parson with capacity, or the surrogate of a person without canacity, can request alternative freatment,

Reviewing POST
This POST should be reviewed If:

{1} The patient is iransferred from one care sefting or care leve! io another. or
{2} Therels a substantial changs in the palient's health status, or
{3} The palient’'s treatment preferences chanas,

Draw line through sections A through £ and write “VOID” in large letters if POST is replaced of becomes invalid,
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MW@WWMWWQQM;WWW&M%MWw
sranyform-otihslr own-cha o-belegally bindingthe-Advance-Care-Plan-mustba signed-and

harabneoive thesa-adyance-in frociione an howlwant o bhe freatad by
HEFEDY 15— Sd-Dy-Hy

I
d@d@%&%@%ﬂ%i%&e&wamm@ngwk@%%ﬁmwmww
Aaent—twantthefollowing-pereon-tormaks heslih care-desicions focme:

hlomiea: Bheyme Dt iy,
S P g BRGNS

Addrase:

v e

WWBWM@&%W%M%Q@W%@%
altarnate;

MMamea: Ehevre 4 Eealosioey:
TS ERohReH PRGN

np-re-maintain-an-accepiable-gualityoflife including adeguate pain managen A ity-od
l%%%%b%@man%%%m%@ﬂmwwwamw%

fteme-as-youwanth

%WW%&S@@MW—%MMMJWMW%F
surroundingsv oo .

M@W%&W@L%MRMWM@%&&M@MMM
wwe%%mﬁﬂww@%mﬁ%émg—m&m&msmgaﬂdwﬁmg
——Eohabilitation or-amy

VE-an “aa&s&ha%%sma%s@ﬁ@ﬁ&a&ai&g@&m@aﬂwf
mmmm&mewé%w%%m rOEE

W&WWMWMMHWMWW@MM il-not-improvel 1 direct
iﬁa%#&e@&ea#y—apﬁ;eﬁﬁaﬁ&mmm—m provided as-follows—Checking“yesmeans-HAANT the-treatment—Cheocking
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8 -0 GPR{Cardiopulmonars Rosuscitalionk To-make-the-hear beat-again and resiors
Yes——ho mwmma%p%mww@mawm
CIRPIGESIS breathing-assistance,

i - | Mawznm%@ﬁwm%wwwmw

¥eg——hg mmwmmwmmmm@pwwmamm
sther-organsto-continuadowark:

H—0 Treatmentof Neye Condilione:-Uso o

Yeg———hlg wil dealwith-a new sondition-bubwill-not-helpthe main liness.

B fube-fesding/MVMlids: Uiss of tubas-io deliverfosd-andwater to-patients slomach

e Mo oruse-of-hifiuldeinisa velnwhich weulddrslude-arificialiy delivered nuliition-and
bydration:

i3]
g
[

Giherinstructions—such-as-butal-atrangements -hospice oa

ad-by-twocompetent adulls-ernolarzedf withosted, neliberwilness-chould
ted s gwwaamwhw%@%mmmmmm
%@m@#@aﬁﬂ@d&eﬁ}w&a@—@y@eﬁmz@

Slanature: Lials
{Pg‘emrx!\

d—tam-a-competont-aduliwhe ls-netnramed-as-ihe agent:
—witnessed-the patisnt's-signature-onthis formm. Sighature-obwlinessrumberdt

Z-tam-a-compelont-adult whe-lsnotnamed-as-the agent.

MHM%W&%%&M%&M%Mb@@
—adoplion-and-bwould ot be entitiedto any porion of

%mmwmmmnmmmmg
Mvmm%bngmﬂawam@sm&%

Aiy r\r\mmlomnm Sxpires:
vy Rtk
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(Rule 1200-08-36-.18, continued)
WHATTO DO WITH THIS ADVANCE DIRECTIVE

Approvas mantoiHeaith-Board for Licensing Haalth-Care Facilifes - Fobruars2,-2005
%kmw%égememieﬁmge%m@%#%ﬁwﬂngwh@é&w%mmmmm

{2} Advance Care Plan Farm

ADVANCE CARE PLAN
{Tennessee)

L hereby glve these advanse insfructions on how | want to be
freated by my doctors and other health care providers when | can no longer make those treatment
decisions mvself,

Agent: | want the following person to make heaith care decisions for me. This includes any health care
decision | could have made for myself if able, except that my agent must follow my instructions below:

Name: Phone #;
Relation:
Address:

Alternate Agent. If the person named above is unable or unwilling to make health care decisions for me
| appoint as alternate the following person fo make health care decisions for me. This includes any health
care decision | couid have made for myself if able, except that my agent must follow my instructions
below:

Name: : Phene #:; Relation:

- Address:

My agent is also my personal representative for purposes of federal and state privacy laws. including
HIPAA,

When Effective {mark one): [1 | give mv agent permission to make healih care decisions for me at any
time, even if | have capacily to make decisions for mysalf. [0 | do not aive such permission {this form
applies onty when | no longer have capacity).

Quality of Life: By marking ‘yes" below, | have indicated conditions | would be willing te ive with if given
adequate comfort care and pain management, By marking “no” below. | have indicated conditions |
wouid not be willing to live with (that to me would create an unacceptable quality of life),

i1 ] Permanent Unconscious Condition; | become totally unaware of people or surroundings with lithie
Yes No | chance of ever waking up from the coma,

L Ll |.Permanent Confusion: | become unabie to remember, understand, or make decisions. | do not
Yes No | recognize loved ones or cannot have a clear conversation with them.

] | Dependent In all Activities of Dally Living: | am no longer able ko talk or communicate clearly or
Yes No | move by myself. | depend on others for feeding, bathing, dressing, and walking. Rehabilitation or any

November, 2010 51
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{Rule 1200-08-36-.18, continued)

other restorative freatment will not help.

£l

£

End-Stage [linesses: | have an iliness that has reached iis final stages in splte of full freatment.

Yes

No

Examples: Widespread cancer that no longer responds to freatment chronic and/or damaged heart

and lungs, where oxygen is needed most of the time and activities are limited due to the fealing of
suffocation.

Treatment; If my quality of life becomes unacceptable to me (as indicated by one or more of the

conditions marked "no” above} and my condition is irreversible (that is. it will not improveal | direct that

medically appropriate treatment be provided as follows. By marking “ves” below. | have indicated

treatment | want. By marking "ne” bslow, | have indicated freatment | do not want.

1 | CPR (Cardiopulmonary Resuscitation); To make the heart beat again and restore oreathing after it
Yes No | has stopped. Usually this involves electric shock. chest compresslons, and breathing assistance.
[l ] Life Support f Other Artificial Suppert: Continuous use of breathing machine, |V fluids, medications,
Yes No | and other eguipment that helps the iungs, heart, kidneys. and other organs o continue fo work,
[ [l Treatment of New Conditions: Use of surgery, blood fransfusions. or antibiotics that witl deal with a
Yes No | new condition but will not help the main iiness.
0 £ Tube feedingAV fluids: Use of tubes to deliver food and water to a patient's stornacn or use of IV
Yes No | fluids into a vein, which would include artificially delivered nutrition and hydration,

Please sign on page 2 Page 1of2

Other instructions, such as burial arrangements, hospice care, etc,:

(Attach additional pages if necessary!

Organ donation: Upon my death, | wish to make the foliowing anatomical gift {mark onel;

L1 Any organftissue £ My entire body L1 Cnly the following organs/tissues:

LI No organftissue donation.

SIGNATURE

Your signature must either be withessed by two competent aduits or notarized. if witnessed. neither

witness may be the person you appointed as your agent or alternate. and at least one of the witnesses must

be someone who is not related 1o you or entitled to anv part of vour estate,

Signature; Date:
{Patient)
Witnesses;
1.t am a competent aduéé who is not named as the agent or
alternate. | witnessed the patient's sianature on this form. Signature of witness number 1
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(Rule 1200-08-36-.18, continued)
2.1 am a competent adult who is not named as the agent ar

aternate. 1 am not_related to the patient by blood : :
marriage. or adoption and | would not be entitled to any Signature of witness number 2
portion of the patient's estate upon his or her death under

any existing will or codicil or by operation of law. |

witnessed the patient’s sianature on this form.

This document may be notarized instead of wilnessad:

STATE OF TENNESSEE
COUNTY CF

[ am a Notary Public in and for the State and County named above, The person who signed this inslrument
is_parsonally known to me (or proved to me on the basis of satisfactory evidence) to be the person who
signed as the “patient.” The pafient personally appeared before me and signed above or acknowladged the
signature above as his or her own. | declare under penalty of periury that the patient appesrs 1o he of sound
mind and under no duress, fraud, or undue influence,

My comimission expires:

Sigrnature of Notary Public

WHAT TO DO WITH THIS ADVANCE DIRECTIVE

Frovide a copy {0 vour phvsician(s)

Keep g copy in your personal fles where it is accessible to others
Tell vour closest relatives and friends what is in the document
Provide a copy fo the person{s) you named as your heaith care agent

@ |le lg ia

Page 2 of 2

Authority: T.C.A. §§ 68-11-209, 68-11-224, and 68-11-1805. Administrative Ristory: Emergency rule
filed November 2, 2010; effective through May 1, 2011.

November, 2010 53



