
 Patient’s
 full name:
 Patient’s date of birth &/or patient number:    

 
 Patient’s address and phone:
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        NATURAL DYING PHYSICIAN’S ORDERS (NDPO) replaces Physician’s Orders for Life-
         Sustaining Treatment for Intermediate/Full Treatment  if in force. My orders are “COMFORT CARE ONLY.”
       DO NOT REHYDRATE (DNH2O), No IVs: Patient has clearly chosen Medical Dehydration. 
     Re-hydration may prolong duration of suffering while dying. Eliminate pain & suffering with opioids and 
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       DO NOT INTUBATE  (DNI). Remove obstruction. Use suction, + pressure devices, oxygen, opioids.
     DO NOT HOSPITALIZE (DNHOSP) unless Comfort Care cannot be provided in current
      setting; eg, to pin a hip fracture or provide Palliative Sedation. If transfer is necessary, list physical risks
        eg, fragility of bones; psychological factors, eg, delusions, delirium, combativeness. List facilities NOT desired: 
       �

Natural Dying Physician’s Orders (NDPO): For Emergency First Responders (EMTs); 
healthcare providers in hospitals, nursing homes & hospices; family members; & others.  

       DO NOT (ATTEMPT) RESUSCITATION.  Do NOT call “911” for CPR.  
      Patient considered and discussed alternatives, and now refuses all potentially life-sustaining treatments.    
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       Do Not Assist Eating & Drinking (DNAED) but Offer Food & Fluid.
           Always��������		
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�����������������������������Respect patient’s decision if repeatedly refused. 
      Never force oral ingestion if patient turns head away, bites down on the straw or spoon, or spits out food.
         Respect patient’s wish for Natural Dying and his/her prior authorization/agreement to empower Proxies      
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Basis  for  Orders: 1 - 4  represent the patient’s competent preferences based on my !!!��!!!��!!!��discussion 
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������NDAD & Planning Professional’s opinion (if available). "����������
Signature: X______________________ ; Print: _________________; Phone: ___________, e-mail: ______________. 

Safeguards  before  implementing: My initials represent my best attempts to discuss orders  
(if not, explain why) with the patient,         family members,  and/or         close friends; & if needed:
Psychiatrist/counselor who assessed patient’s ability to make medical decisions & ruled out emotional 
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(For names and contact information of individuals important to patient, see list in the attached NDAD.) �

HIPAA permits disclosure of Natural Dying Physician’s Orders to healthcare professionals as needed.

        

Do Not Administer Antibiotics  — unless needed for Comfort Care.      
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I, _______________________________________________ (patient’s printed name), was ���	���
 about Orders 1 - 4, above;
I consent����������3�
�������3�*�������6�����@�X_______________________________________________ . Date: ____/____/____
"����������� signature for patient’s consent: X__________________________; printed name: ___________________________;
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"�����������signature TO IMPLEMENT Orders 1 - 4: X _______________________________________; Date: ____/____/____
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Natural Dying Advance Directive (NDAD):  to refuse all life-sustaining treatment

The Natural Dying Advance Directive is the pivotal form of the “Plan Now; Die Later” ironclad strategy. It is for 
only those who wish to refuse all life-sustaining treatment if their future mental or physical condition ever meets their 
criteria. This NDAD is the basis for actionable Natural Dying Physician’s Orders (NDPO) 1 - 4. In the event of 
a ������� with other Advance Care Planning forms, NDAD/NDPO will prevail if these forms are most recently dated. 

Signatures to “PLAN NOW”: 

The competent adult patient signs in “A” after being informed about the process of Natural Dying; for example, by 
sorting My Way Cards. The patient can: authorize a person to be his/her Proxy (Agent), which is recommended; 
or ask his/her Physician to decide WHEN it is time for Natural Dying based on the patient’s criteria (below). 
To save the Physician time, a Planning Professional (a trained Nurse, Social Worker, Marriage Therapist, 
Nurse Practitioner, Physician Assistant, Pastoral Counselor, Psychologist, or Attorney) may conduct an initial 
informed consent discussion and assessment of decisional capacity, form an opinion, and then sign in “B.” 

A)  To patient: Have you considered and discussed alternatives to Natural Dying at the end of life? Yes/No. 
Do you refuse tube feeding and empower your Proxy and Physician to stop manual assistance for oral feeding 
and drinking? Yes/No.  Do you authorize your future decision-makers to consider your criteria below, to 
decide WHEN it is time for Natural Dying? Yes/No.  Do you agree to disclose this NDPO/NDAD form to all 
healthcare providers in all settings? Yes/No.   If ALL your answers are YES, sign one of these two authorizing 
statements to indicate your durable consent:  I select my Physician to honor my criteria to decide
WHEN it is time for Natural Dying: X                                                              OR:  I select my Proxy to
decide WHEN it is time for Natural Dying: X                                                           . Enter today’s date: 
____ / ____ / ____ . Is this NDPO/NDAD your most recent expression of end-of-life wishes? Yes/No.
Whom do you designate as your proxy to make your healthcare decisions?               ________________________;
his/her phone: ___________, e-mail: _____________. Have you listed alternate proxies on an additional sheet  or
a previously dated Proxy Directive?  Yes/No.  Did you sign a Natural Dying Agreement?  Yes/No.  Should your
Physician/Proxy wait to distribute copies of this NDPO/NDAD until it is time to implement its orders?  Yes/No.
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�����������	���	�	����������	��������My Way Cards —Living Will?  Yes/No.
Physician providing comfort care: _____________ ; Psychiatrist/psychologist/counselor: ______________
Others (religious/spiritual leader, attorney, hospice worker, advocates, caregivers, end-of-life organization): 
____________________________________________________________________________
List any individuals you DISQUALIFY from making medical decisions for you: __________________________

�Notary public or �������	
���
����� must sign using a separate (“acknowledgment/witness”) page.

B)  To the Planning Professional: If you informed patient about Natural Dying on ____ / ____ / ____ , and formed 
the opinion that the patient had the mental capacity to make end-of-life decisions, print YOUR name & degree:
___________________________;  Sign: X________________________, Phone: _________, e-mail: _______________ .

Signatures to “DIE LATER”: 

The patient wants future decision-makers to consider these CRITERIA to decide if it is time for Natural Dying:
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     continuing intensive medical treatment as a hospital or skilled nursing facility would provide; or 
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     in other Advance Directive forms and/or recorded on audio or video dated �������������������.

C) To the Proxy: If the patient previously authorized you to decide WHEN it is time for Natural Dying, 
and NOW you believe that time has come—based on the above criteria and your current consultations 
with treating physicians$������������	����		������������������Physician willing to implement the attached 
NDPO, then Sign: X ______________________ ; Print: ______________________ Date: ��������������������

D)  To the Implementing Physician: If you agree it is NOW time for Natural Dying, then sign and date the 
NDPO (on the other side of this sheet) in the box after the words, “TO IMPLEMENT Orders 1 - 4.” 

© 2010 Stanley A Terman, PhD, MD. Form is valid only if embossed stamp & number appear here � 
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