with a healthcare provider who can explain what each of the choices means
for that patient at that time. Then it is signed by the patient or healthcare
agent/Proxy and a physician, advanced practice nurse, or physician’s assistant. When signed, it becomes a medical order set, not an advance directive.

The MOST stays with the patient and is honored in any setting: hospital,
clinic, day surgery, long-term care facility, assisted living residence, hospice,
or at home. In this way, the MOST closes gaps in communication about
treatment choices as patients transfer from setting to setting. The original
is brightly colored for easy identification, but photocopies, faxes, and electronic scans are also valid.

The MOST does not replace or revoke advance directives. Choices on the
MOST should be consistent with any advance directives the patient previously completed, but the MOST does not cover every treatment or instruction that might be addressed in an MDPOA or Living Will. The choices
and directives documented there are still valid. The MOST overrules prior
instructions only when there is a direct conflict. A section on the back
prompts patients and providers to regularly review, confirm, or update
choices based on changing conditions.

".045GPSNJTOPUJODMVEFEJOUIJTCPPLMFUJGZPVXPVMEMJLFNPSFJOformation about the MOST form or program, please consult a healthcare
provider or visit www.ColoradoAdvanceDirectives.com.

ORGAN AND TISSUE DONATION Any advance directive may include a written statement of your desire to donate organs or tissues. Please
be aware that if you do wish to donate organs, your advance directive may
be set aside for a time to allow your organs to be recovered before lifeTVTUBJOJOH USFBUNFOU JT XJUIESBXO TFF TFDUJPO PO UIF -JWJOH 8JMM  QBHF
  *G ZPV SFGVTF $13  PS DBSEJPQVMNPOBSZ SFTVTDJUBUJPO  CZ FYFDVUJOH
B$13EJSFDUJWF TFFQBHF ZPVNBZOPUCFBCMFUPEPOBUFPSHBOT CVU
you can still donate tissues, subject to some limitations of age, health status, and sexual orientation. For more information about organ and tissue
donation, consult with your healthcare provider or contact Donor Alliance,
XXX%POPS"MMJBODFPSH PS  *GZPVEPXJTIUPEPOBUFPSHBOT
or tissues, be sure your family knows of your decision, as they will be asked
to give consent to the donation procedure—and they have the final say.
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Patient’s or Authorized Agent’s Directive to Withhold
Cardio-Pulmonary Resuscitation (CPR)
This template is consistent with rules adopted by the Colorado State Board of Health at 6 CCR 1015-2

Patient’s Information
Patient’s Name _________________________________________________________________________________________
1SJOUFE/BNF

*G"QQMJDBCMF


Name of Agent/Legally Authorized Guardian/Parent of Minor Child ______________________________________
1SJOUFE/BNF

Date of Birth ____ /____ /_____ Gender ☐ Male ☐ Female

☐ Eye Color _________ ☐ Hair Color ___________

Race Ethnicity ☐ Asian or Pacific Islander
☐ Black, non-Hispanic
☐ American Indian or Alaska Native
☐ Hispanic

☐ White, non-Hispanic
☐ Other

If Applicable- Name of hospice program/provider _____________________________________________________________

Physician’s Information
Physician’s Name _______________________________________________________________________________________
1SJOUFE/BNF

Physician’s Address ______________________________________________________________________________________
1IZTJDJBOTUFMFQIPOF  @@@@@@@@@@@@@@@@@@@@@1IZTJDJBOT$PMPSBEP-JDFOTF_________________________________

Directive Attestation
Check ONLY the information that applies:
☐ Patient I am over the age of 18 years, of sound mind and acting voluntarily. It is my desire to initiate this directive on my
behalf. I have been advised that as a result of this directive, if my heart or breathing stops or malfunctions, I will not receive
CPR and I may die.
☐ Authorized Agent/Legally Authorized Guardian/Parent of Minor Child I am over the age of 18 years, of sound mind, and
I am legally authorized to act on behalf of the patient named above in the issuance of this directive. I have been advised that as
a result of this directive, if the patient’s heart or breathing stops or malfunctions, the patient will not receive CPR and may die.
☐ Tissue Donation I hereby make an anatomical gift, to be effective upon my death of:
☐ Any needed tissues
The following tissues
☐ Skin
☐ Cornea
☐ Bone, related tissues and tendons
I hereby direct emergency medical services personnel, health care providers, and any other person to
withhold cardio-pulmonary resuscitation in the event that my/the patient’s heart or breathing stops
or malfunctions. I understand that this directive does not constitute refusal of other medical interventions for my/the patient’s care and comfort. If I/the patient am/is admitted to a healthcare facility,
this directive shall be implemented as a physician’s order, pending further physician’s orders.

_______________________________________________
☐ Signature of Patient
☐ Authorized Agent/Legally Authorized Guardian/Parent of Minor Child

_______________________________________________
Date

_______________________________________________
Physician Signature

_______________________________________________
Date

