DO NOT RESUSCITATE (DNAR) ORDER SAMPLE (Please Type or Print)

School________________________________________________________________________

Student’s Name________________________________________________________________________

Date of Birth_____/_____/_____				Gender [] Male   [ ]Female

Physician’s Name: _________________________________________________Telephone: ______________
TO BE COMPLETED BY PHYSICIAN
A DO NOT Resuscitate order has been agreed upon between family members of ______________________ 
________________________________							(Student’s Name)
And their physician for the following reason:						
	____Patient’s medical condition continues to deteriorate.
	____Resuscitation would result in unnecessary pain and suffering for this patient.
	____Other (describe)_______________________________________________________________________________
															












Physician’s Address: ______________________________________________________________________










             (School Name)
We hereby direct____________________________________________personnel to withhold cardiopulmonary resuscitation (CPR) artificial ventilation, or other related life sustaining procedures in the event of cardiac or respiratory arrest of the aforementioned child.

We understand that palliative care in the form of control of bleeding, airway maintenance, appropriate nutrition, control of pain, positioning for comfort and other measures to ensure general comfort will be provided, as previously ordered, or as indicated by school procedures.  When authorized by physician order and parental permission on the standard medication form, prescription medications will also be provided.

Other measures that are allowable are:
		_____	Suctioning as necessary, using__________Fr. Catheter at_________mm. water
		_____	Oxygen administration, as needed, via________at_______L/min.
		_____	Other: __________________________________________________________

We understand that the Emergency Medical Services System (911) will be activated in response to a real or perceived emergency at school.
In the event of cardiopulmonary arrest at school, the following persons should be notified, in this order:
1. _________________________________________________________________Telephone: ___________
1. _________________________________________________________________Telephone: ___________
1. _________________________________________________________________Telephone: ___________
1. _________________________________________________________________Telephone: ___________ 

We understand that this order must be renewed at the beginning of each semester and reviewed at each IEP or 504 meeting.
Other comments:
_____________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________	
Date			Physician Signature			

_____________________________________
State License Number

_____________		______________________________________
Date			Parent/Guardian Signature 

		
