
 
 
 
 
Date:  October 14, 2026          System Memo: #444 
To:   All NCH EMS System members and participants 

From: Vasilios (Bill) Toliopoulos, MBA, BSN, RN, PHRN, EMS Administrative Director  

Kourtney Chesney BSN, RN, PM, EMS System Coordinator & Education Program Director 

RE:  Policy Revisions – D-5 Illinois POLST and Advance Directive Guidelines / C-6 EMS 
Controlled Substance Program 

 
Background 
On behalf of Dr. Jordan, the EMS system has revised Policies D-5, Illinois POLST and Advance Directive 
Guidelines, and C-6, EMS Controlled Substance Program, in response to recent policy and statutory changes 
affecting EMS practice. These revisions clarify EMS personnel responsibilities, provide guidance regarding the 
Illinois End-of-Life Options for Terminally Ill Patients Act, and address controlled-substance wasting, disposal, 
documentation, and chain-of-custody procedures when interacting with receiving hospitals. All EMS agencies 
and personnel are asked to review the revisions and ensure their practices are consistent with the updated 
policies. 

Update/Key Points 

• Policy D-5 – Illinois POLST and Advance Directive Guidelines  
o Clarifies EMS response responsibilities related to the Illinois End-of-Life Options for 

Terminally Ill Patients Act. 

o EMS personnel shall not facilitate medical aid in dying. EMS personnel shall not administer, 
dispense, prepare, prescribe, or otherwise facilitate the administration of medication 
prescribed under the Act, which is intended for self-administration by the qualified patient.  

• Policy C-6 – EMS Controlled Substance Program 
o Clarifies EMS responsibility for controlled substance waste, disposal, and documentation. 

o Removes the blanket expectation that hospital personnel witness or handle EMS medication 
waste. 

o Reinforces chain-of-custody and compliance with approved disposal procedures and 
receiving-hospital policies. 

 
Recommendations 

All EMS agencies are requested to: 

1. Review the revised Policies D-5 and C-6. 

2. Communicate the changes to affected EMS personnel and agency leadership. 

 

This will be available on the EMS System Website https://www.nwcemss.org/. 
 

Thank you for your partnership in keeping our patients, communities, 
and each other safe. 

Northwest Community EMS System/ NCH Paramedic Program 
800 W. Central │ EMS offices at 3040 Salt Creek Ln, 
Arlington Heights, IL  60005 
Phone: 847-618-4482 | Fax: 847-618-4489 
 

https://www.nwcemss.org/
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LEGAL and REGULATORY REQUIREMENTS: The procurement, prescribing, administration, and transfer 
of CS are highly regulated by federal and state laws and regulations, as well as compliance standards (Joint 
Commission and Centers for Medicare and Medicaid Services). The possession and administration of 
controlled substances is governed by the U.S. Department of Justice Drug Enforcement Administration. This 
policy establishes the EMS standards for management of Controlled Substances (CS) by NWC EMSS 
agencies, hospitals, and personnel in accordance with Federal DEA Rules and Regulations. The Federal 
Rules are found in the Code of Federal Regulations (Title 21 CFR, Part 1300-1399), the Controlled Substance 
Act, and Public Law 115–83 Nov. 17, 2017 131 STAT. 1267 Protecting Patient Access to Emergency 
Medications Act of 2017 (PPAEMA). See the DEA website. www.deadiversion.usdoj.gov  
 
DEA REGISTRATION: The DEA requires that each site that stores or dispenses CS be registered. Before 
2017, an EMS agency was authorized to administer CS under the DEA registration of the EMS medical 
director overseeing the agency’s patient care. Language added by PPAEMA now allows EMS agencies to 
receive their own DEA registration to administer controlled substances. 
 
DEFINITIONS 

CONTROLLED SUBSTANCES: Drugs and other substances that are considered controlled substances 
under the Controlled Substances Act (CSA) are divided into five schedules. See Table 1. CS, as approved 
for EMS administration in the NWC EMSS, include fentanyl, morphine, ketamine, midazolam, diazepam, and 
others as approved by the EMS MD. 

Use of Standing Orders: The PPAEMA allows EMS agencies to “administer controlled substances in 
schedule II, III, IV, or V outside the physical presence of a medical director or authorizing medical 
professional.” To do so, the EMS agency must 1) be authorized to do so by state law and 2) have a standing 
order or verbal order from a medical director or an authorizing medical professional. 

Id. § 823(j)(4); “Medical director” is defined as a physician registered with the DEA to administer 
controlled substances and who provides medical oversight to an EMS agency. See 21 U.S.C § 
823(j)(13)(H) (2017). 

“Standing order” is defined as “a written medical protocol in which a medical director determines in advance 
the medical criteria that must be met before administering controlled substances” to EMS patients. See 21 
U.S.C § 823(j)(13)(M) (2017).  

“Verbal order” is defined as “an oral directive that is given through any method of communication including 
by radio or telephone, directly to an emergency medical services professional, to contemporaneously 
administer a controlled substance to individuals in need of emergency medical services outside the physical 
presence of the medical director or authorizing medical professional.” See 21 U.S.C § 823(j)(13)(N) (2017). 

I. POLICY 
A. All drugs approved for distribution to EMS agencies and administration to EMS patients shall 

be procured, deployed, stored, inventoried, clinically administered, documented, restocked, 
and records kept in compliance with laws, rules, regulations, and policies and procedures 
that govern EMS drug oversight and administration. 

B. EMS personnel licensed, credentialed, and authorized to access or handle CS are educated 
and competent in established policies, procedures, and regulatory requirements. 

C. CS are stocked in as ready-to-use form as possible and in the lowest commercially available 
units frequently given to EMS patients. Inventory is routinely evaluated for opportunities to 
reduce the need to waste. 

D. The System advocates for a collaborative and interdisciplinary approach to and 
accountability for CS diversion prevention and response within the System that supports a 
culture of safety for patients and healthcare workers. 

  

http://www.deadiversion.usdoj.gov/
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E. Under no circumstances may any drug or pharmacologic deployed to an EMS agency be 

diverted for personal purposes or use by EMS personnel unless the recipient is logged as a 
patient and is being treated by appropriate EMS personnel and care is documented in the 
electronic medical records reporting system. 

F. EMS Agency Liability. EMS agencies under the EMS MD’s supervision, are liable for 
ensuring the proper use, maintenance, reporting, and security of CS used by the agency. 
Before the PPAEMA, liability regarding use of CS by an EMS agency was placed on the 
DEA-registered medical director or the hospital overseeing the agency. 

A registered emergency medical services agency, under the supervision of a medical 
director, shall be responsible for ensuring that-- 
1. all emergency medical services professionals who administer controlled substances 

using the agency's registration act in accordance with the requirements of this 
subsection; 

2. the recordkeeping requirements are met with respect to a registered location and 
each designated location of the agency; 

3. the applicable physical security requirements established by regulation of the 
Attorney General are complied with wherever controlled substances are stored by 
the agency in accordance with the storage subsection; and 

4. the agency maintains, at a registered location of the agency, a record of the standing 
orders issued or  adopted (NWC EMS protocols and policies). 

II. PROCEDURES – Administrative requirements, oversight, accountability, operational flow 

A. PROCUREMENT: Controlled substances will be issued by the assigned System hospital to 
each new EMS ALS vehicle as it is approved for operation within the NWC EMS System per 
the inventory levels listed on the Drug and Supply List for ambulances and EMS Policy M9: 
MedENGINES for Alternate response vehicles. 

B. DRUG ADMINISTRATION: ALS EMS personnel may administer approved CS outside the 
physical presence of a medical director or authorizing medical professional in the course of 
providing EMS care in compliance with the NWC EMSS SOPs.  
1. Label all CS drawn up into syringes, if not immediately administered, with the drug 

name and dose withdrawn, and the initials of the healthcare worker (HCW) who drew 
up the drug written on the label.  

2. Keep syringes containing CS under the direct control of the person preparing the 
syringes until administration to the patient. 

3. When sequential doses are required from a single syringe, document the doses 
given as separate entries in the ePCR. Each PCR shall be signed by 2 ALS 
personnel.  

4. Note the amount wasted (if applicable) in the ePCR and at the hospital. 

C. STORAGE and SECURITY 
1. EMS agencies may store CS in the agency location registered with the DEA, 

unregistered locations, and in EMS vehicles (as defined below) used by the agency 
under circumstances that provide for security of the CS consistent with the 
requirements established by regulations of the Attorney General. 

2. EMS vehicles may store controlled substances if they are 
a. situated at a registered or designated location of the agency; or 
b. in an emergency, the EMS vehicle used by the agency is: 

(1) traveling from, or returning to, a registered or designated location of 
the agency in the course of responding to an emergency; or 
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(2) otherwise actively in use by the agency under circumstances that 

provide for security of the controlled substances consistent with the 
requirements established by regulations of the Attorney General 
and NWC EMSS Policies and Procedures. 

The United States Attorney General must be notified of all unregistered locations at 
least 30 days before the CS are initially delivered to those locations. 

3. Storage in DRUG BAGS: ALS Agencies may store approved CS in a “drug bag”. 
However, the container of CS must be stored separately from non-controlled 
substance drugs and be secured using a device such as a tamper detectable plastic 
tie lock. ALS personnel must be in control of the bag containing CS at all times when 
not secured in a locked location on the EMS vehicle or in the Agency Station as 
described below.  

4. Storage in EMS VEHICLES: CS must be stored in a secure fashion in a 
"substantially constructed tamper resistant locked cabinet" with 24 hour/day 
accountability to prevent diversion or tampering. CS shall be stored with the ability 
to examine for tampering, expiration dates, and inventory counts. EMS Agencies are 
encouraged to consider, but are not mandated, to use technology such as the 
CyberLock Access Control System that records all openings of the locked cabinet 
and creates an audit report to confirm the person who has accessed the CS. See 
https://cyberlock.com. Access to EMS vehicles shall be limited. They shall be 
occupied or locked and keys removed whenever deployed outside of quarters. EMS 
quarters shall be locked or have secured limited access. 

D. Additional SECURITY controls 
1. In order to minimize the opportunities for theft or diversion of CS, EMS agencies 

have an obligation not only to provide effective physical security, but also to initiate 
additional procedures to reduce access by unauthorized persons. 

2. Access: The EMS Agency/Registrant must limit access to CS to a minimum number 
of authorized employees.  
a. Controlled substances may be accessed by ALS EMS personnel. The 

Agency/Registrant may designate other individuals to access controlled 
substances but the designation must be in writing identifying the individuals 
granted access.  

b. All access shall occur in the presence of two personnel authorized by 
the Agency/registrant. All access shall be recorded and witnessed. (Daily 
Controlled Substance Log signatures; medication cross-check documented 
in ePCR). 

c. Individuals authorized by the Agency/Registrant can pick up and transport 
CS. Incidental contact by EMTs helping the ALS personnel carry equipment 
while on scene is allowed but the ALS practitioner must be in control of 
access to these medications at all times.  

3. Recommendation: Although not specifically required by Federal law or regulation, 
the following additional security measures are recommended to enhance overall 
security: Change all CS container lock combinations or passcodes upon termination 
of any employee with knowledge of the combination(s), regardless of the reason for 
the termination. 

4. Out-of-Service: EMS vehicles that are out-of-service (inoperable, not available for 
current operation, no crew available, not functional) shall have their CS removed, 
secured and accounted for per the Agency medication management plan. This does 
not apply to an ambulance that is OOS secondary to the crew having lunch, 
completing reports or other duties, which prevent temporary response to calls. 

https://cyberlock.com/
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5. CS on Non-EMS vehicles prohibited:  “Jump bags” (bags carried by personnel in 

their personal or Agency vehicles not listed in the Agency’s EMS Plan with IDPH) 
shall only carry drugs or supplies that are sold over the counter. No CS may be 
stored in personal or Agency non-EMS vehicles or on personal property. 

E. MONITORING and SURVEILLANCE:  
1. Daily Accountability for CS Inspections, LOGS, and Record keeping:  

The System will perform a variety of audit processes to identify inventory 
discrepancies and the possible diversion of CS.  

2. The DEA has defined three basic requirements regarding CS records: 
a. Records should be readily retrievable. 
b. Records should be kept for two years. 
c. Records should be available for DEA inspection in an efficient and business-

like manner and in a sequence that can be easily reviewed on site or back 
at DEA offices. Orderliness, legibility, and a format compatible with a copy 
machine are important. 

3. EMS agencies must follow record requirements stated in the CS Act. These 
requirements include recording all CS that are received, administered, or otherwise 
disposed of and storing records in the locations where CS are received, 
administered, and discarded. 
Such records ``(i) shall include records of deliveries of controlled substances 
between all locations of the agency; and ``(ii) shall be maintained, whether 
electronically or otherwise, at each registered and designated location of the agency 
where the controlled substances involved are received, administered, or otherwise 
disposed of.” 

4. Each Agency must maintain an unbroken chain of custody and internal controls 
as evidenced by a fully completed Controlled Substance Log for each EMS 
vehicle that carries controlled substances. The logs shall be maintained at each 
registered and designated location of the agency where the CS are stored. 

5. DAILY COUNTS: At the start of every shift or transition of crew members (if more 
frequent than daily), all CS shall be visually examined using a double-count process 
whereby two different licensed ALS practitioners with NWC EMSS ALS 
privileges (preferably one from the off-going and one from the on-coming crew 
whenever possible) simultaneously inspect and count the drugs for comparison to 
required System inventories, last count numbers, evidence of tampering, and 
expiration dates. The double-count process is for the protection of the ALS 
practitioners, both to prevent diversion and to avoid culpability should there be a 
discrepancy in the count.  

6. CS LOG DOCUMENTATION: The signatures (written or electronic on the PDF 
fillable form) of the two ALS practitioners completing the daily CS inspection/count, 
their legible EMS license numbers, as well as the numeric drug counts must be 
entered onto the Controlled Substance Log. Note and initial changes in EMS 
inventories during that shift. 

7. PROCESSING OF CONTROLLED SUBSTANCE LOGS  
a. PEMSC Review: The PEMSC shall review all CS logs for completeness on 

a periodic basis (best practice model: weekly). At the end of the month, the 
PEMSC shall inspect the document for completeness, sign, and date their 
final review.  
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b. Missing information: If documentation is incomplete or missing, the 

PEMSC shall notify the ALS personnel who are accountable for missing 
counts/signatures to append an explanation to the record as to why an 
entry was missing. Under no circumstances are signatures to be added on 
the daily count lines at a later date to amend the record. 

c. Forward to assigned hospital EMSC/educator: The PEMSC shall 
forward the log originals and all appended explanations to the agency’s 
designated Hospital EMSC/Educator no later than the 4th week of the 
following month. 

d. Hospital EMSC/educator review: The HEMSC/E shall also review the 
form(s), verify completeness, and sign and date their review. If signatures 
or counts are omitted without reasonable appended explanation, an RFC 
shall be forwarded to the PEMSC and agency Chief/ EMS CEO or designee 
seeking an explanation and improved performance.  

e. The original logs with appended explanations, PEMSC and HEMSC/ 
educator signatures and shall be electronically archived at the designated 
System hospital in accordance with DEA and IDPH procedures (5 yrs for 
Illinois).  

8. INCIDENT INVESTIGATION and REPORTING:  
Count discrepancies, theft, or loss of CS 
ALS personnel shall notify the Provider EMSC, EMS MD, and EMS Administrative 
Director of all count discrepancies, suspected theft, or loss of any controlled 
substance immediately upon discovery of such discrepancy, loss or theft. Suspected 
thefts shall also be reported to local law enforcement agencies. 
a. All reasonable avenues will be pursued to account for the missing drug(s). 

Discrepancies must be resolved within 24 hours of discovery. (Best practice 
model: within same shift.) 

b. Initiate an RFC: If an agency experiences a count discrepancy due to loss, 
theft, or missing CS that cannot be immediately and acceptably explained 
and resolved, complete a Request for Clarification Form (RFC). The EMS 
Admin Director can assist the PEMSC in identifying elements that must be 
included in their internal investigation (e.g., signed statements from all EMS 
personnel accountable for the chain of custody before and after the drug(s) 
were missing) and other reporting requirements. 

c. Federal regulation requires that registrants notify the DEA Field Division 
Office in their area, in writing, of the theft or significant loss of any CS within 
one business day of discovery of such loss or theft. 
(1) The Agency shall complete and submit DEA Form 106, "Report of 

Theft or Loss of Controlled Substances". (21 C.F.R. § 1301.76(b). 
See https://apps.deadiversion.usdoj.gov/webforms/dtlLogin.jsp. 
The EMS MD may need to assist in filling out the report as a DEA 
# is required. 

(2) DEA CS registrants are strongly encouraged to complete and 
submit the DEA Form 106 online. In addition to being more 
convenient, completing the form online results in fewer errors. 

9. Evidence of tampering: If any CS appears to be tampered with or is not sterile 
and/or ready for patient administration, ALS personnel shall immediately bring the 
situation to the attention of their Provider EMSC. If the PEMSC is unavailable, they 
shall notify an EMS agency officer to immediately begin an internal investigation. 

https://apps.deadiversion.usdoj.gov/webforms/dtlLogin.jsp
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Evidence of tampering must also be reported immediately to the EMS MD and EMS 
Administrative Director. 
a. Immediately remove the CS with questionable tampering from vehicle 

inventories. Note the removal in the CS log and initiate an RFC.  
b. Immediately notify the PEMSC or agency supervisor who shall ensure that 

the drug is brought in its original packaging to the agency’s assigned System 
hospital pharmacy or EMS Coordinator (per hospital policy) for assay, 
wasting, and restocking.  The mode of transport will depend on the Agency’s 
DEA registration status. If not independently registered, the drug must 
remain under the custody of two paramedics on an agency vehicle 
documented in the EMS System plan. If independently registered, the drug 
may be transported by personnel and within vehicles identified in the DEA 
registration application. 

10. DISCIPLINARY ACTION: Prohibited behaviors such as a break in the chain of 
custody of controlled substances, lying or deceit about inventory checks/drug 
counts; falsification of EMS records, diversion of drugs for personal purposes or use; 
or two or more instances of an unexplained discrepancy during a practitioner’s duty 
cycle is grounds for disciplinary action by the EMS Agency and/or EMS MD. 

III. PEER TO PEER CS EXCHANGES 
A. An ALS Clinician that opens, prepares, and/or gives a CS from their vehicle’s inventory but 

does not transport the patient may be restocked from another ALS EMS vehicle on scene 
with ALS clinicians who assume responsibility for the patient and opened CS packages and 
labeled syringes for transport as long as the exchanged CS meet the packaging, 
concentration, and dosing specifications as listed in the System Drug and Supply List.  

B. The following shall be verified by two ALS personnel before placing the restock CS 
into and re-securing the originating vehicle’s EMS CS container: Medication, correct 
concentration, amount; and expiration date. Ensure that counts are current and accurate 
against the CS Log. If an equal and appropriate exchange cannot be completed on scene, 
the ALS clinicians from the vehicle that opened their stock must bring the original open 
packaging and labeled syringes to the receiving hospital for wasting/exchange per policy. 

C. INTRA-AGENCY Exchange: The EMS PEER to PEER Mutual Aid Controlled Substance 
(CS) Restock and Exchange Form is not needed if CS are opened and restocked on scene 
between two responding vehicles from the same agency (example, ambulance restocks a 
MedEngine). Complete the exchange as listed in Sections A and B above; and document 
the incident and all patient care on one ePCR. The transporting ALS clinician shall bring 
the original opened CS and labeled syringes to the receiving hospital for wasting and 
exchange per policy. 

D. AGENCY to AGENCY Exchange (mutual aid response): Complete the EMS PEER to 
PEER Mutual Aid Controlled Substance (CS) Restock and Exchange Form [FORM] if an 
ALS clinician from Agency A opens, prepares, and/or gives a CS from their inventory but 
does not transport and are restocked from Agency B that transports the patient. 
1. Form documentation, imaging, processing of drug exchange:  

a. Complete the exchange as listed in Sections A & B above. 
b. ALS clinicians from both agencies shall jointly complete and image the 

FORM.  
c. The transporting agency shall bring the FORM to the hospital along 

with the labeled syringe(s) and opened original drug package(s) for 
wasting and exchange per System policy. 
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2. PCR documentation:  

a. NON-TRANSPORTING AGENCY (that opened, prepared, and/or gave 
the CS from their inventory) shall complete and post an ePCR attesting to 
their care within two hours of patient contact. Attach the imaged Peer to 
Peer Mutual Aid CS Restock and Exchange form to the ePCR. 

b. TRANSPORTING AGENCY: Document on their ePCR that a CS was 
opened, prepared, and/or given (prior to arrival) by another EMS agency 
ALS clinician. Attach the imaged Peer to Peer Mutual Aid CS Restock and 
Exchange form to the ePCR. 

E. In all cases: Update vehicle inventory tags and Controlled Substance Supplemental Logs 

IV. WASTING/EXCHANGE PROCEDURE AT HOSPITALS 

A. All hospitals must maintain inventory standards for CS in compliance with DEA and Joint 
Commission requirements and EMS best practice models. 

B. Restocking EMS Vehicles at Hospitals. Following an emergency response, EMS agencies 
may receive CS from a hospital for purposes of restocking without completing CSA order 
forms provided the following are met: 

1. Exchange: Labeled syringes and opened original controlled-substance drug 
packages shall be accounted for by EMS personnel and presented for medication 
replenishment/exchange in accordance with the receiving hospital’s procedures. 
EMS personnel shall provide the information necessary to identify the patient for 
whom the medication was opened, prepared, or administered. 

EMS personnel retain responsibility for custody, wasting, disposal, and 
documentation of any remaining controlled substance. EMS personnel shall dispose 
of the remaining medication and associated materials in an approved limited-access 
container that renders the controlled substance irretrievable, in accordance with 
applicable regulations, EMS agency procedures, and receiving hospital 
requirements. An approved hospital waste container may be used when permitted 
by the hospital; use of that container does not transfer custody or responsibility to 
the hospital.   

Hospital personnel shall not be required to accept, handle, witness, document, or 
dispose of EMS controlled-substance waste. Any participation by hospital personnel 
must be consistent with the hospital’s policies. 

2. The Agency/registrant maintains a record of such exchange where the vehicle is 
primarily situated (NWC EMSS ePCR and Controlled Substance Logs). The EMS 
Agency/registrant is required to keep written documentation of this transaction for 
a period of 5 years. 

3. The hospital maintains a record of providing CS to the agency: The hospital is 
required to keep written documentation of this transaction for a period of 5 years. 

4. After receiving replacement CS inventory, the following shall be verified by two 
ALS personnel before placing into and resecuring the EMS CS container: 
Medication, correct concentration, amount; and expiration date. Ensure that counts 
are current and accurate against the CS Log. 

C. Wasting CS: If the amount of a CS drug given is less than the prepackaged or prepared 
dose, the ALS practitioner shall account for the remaining medication and ensure that it is 
rendered irretrievable as soon as practicable following patient care.  All controlled-substance 
waste shall be documented in the ePCR and the applicable EMS agency controlled-
substance records, including the medication name, exp. date, lot number, concentration, 
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amount administered, amount wasted, date/time, method of disposal, and identities of the 
personnel involved.  Wasting shall be witnessed and documented in accordance with 
applicable federal and state requirements and NWCEMSS procedures. Hospital personnel 
may participate as witnesses only when permitted by hospital policy. EMS personnel shall 
not rely on hospital personnel to complete required waste documentation or to maintain the 
EMS agency’s chain of custody. 

D. Breakage and Spillage of CS: Breakage does not constitute a "loss" of CS. When there is 
breakage, damage, spillage, or some other form of destruction, all recoverable controlled 
substance must be disposed of according to DEA requirements. Bring all damaged or 
broken containers to your assigned System hospital for disposal. If the breakage or 
spillage does not allow recovery of the drug, the Agency/registrant must document the 
circumstances of the breakage in the Controlled Substance log. Two individuals who 
witnessed the breakage must sign the log indicating what they witnessed.  

E. Returns of Expired CS Drugs: Controlled substances that are expired or within 14 days of 
expiration or need to be removed from inventory for any reason cannot be wasted. The 
Agency/Registrant shall return the drug to their assigned System hospital for disposal 
and replacement in compliance with that hospital’s exchange policy and procedure. The 
hospital will need to request permission from the DEA to dispose of any controlled substance. 
The hospital shall submit DEA Form 41 at least 14 days in advance of the proposed disposal. 
The preferred method of disposal is to use a reverse distributor (a DEA registered disposal 
firm.) Other methods need approval from the DEA District Office. 

Table 1 Schedules of controlled substances 

Schedule Definitions Examples 
I High abuse potential with no accepted medical use; 

medications within this schedule may not be 
prescribed, dispensed, or administered 

Heroin, marijuana, ecstasy, gamma hydroxybutyric acid 
(GHB) 

II High abuse potential with severe psychological or 
physical dependence; however, these medications 
have an accepted medical use and may be prescribed, 
dispensed, or administered 

Morphine, codeine, hydrocodone, hydromorphone, 
methadone, oxycodone, fentanyl, methylphenidate, 
pentobarbital 

III Intermediate abuse potential (ie, less than Schedule II 
but more than Schedule IV medications) 

Hydrocodone/acetaminophen 5 mg/500 mg or 10 
mg/650 mg; codeine in combination with 
acetaminophen, aspirin, or ibuprofen; anabolic steroids; 
ketamine 

IV Abuse potential less than Schedule II but more than 
Schedule V medications 

Propoxyphene, butorphanol, pentazocine, alprazolam, 
clonazepam, diazepam, midazolam, phenobarbital, 
pemoline, sibutramine 

V Medications with the least potential for abuse among 
the controlled substances 

Robitussin AC, Phenergan with codeine 

 
References: 

1. Controlled Substances Act of 1970, Pub.L. 91–513, Title II, 84 Stat. 1242. 
2. Protecting Patient Access to Emergency Medications Act of 2017, Pub.L. 115-83, 131 Stat. 1267 

(amending 21 U.S.C. § 823 (2017). 
3. Opioids are used to manage pain in patients suffering from fractures, trauma, and other painful 

medical conditions. Benzodiazepines are used to stop potentially life-threatening seizures. See 
Patient Care, QI and General Safety Comm., National Emergency Medical Services Advisory Council, 
EMS Utilization of Controlled Substances (2017). 
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21 U.S.C § 823 (2016). The current list of controlled substances can be found on the DEA website or in 21 
C.F.R. §1308. 
https://www.congress.gov/115/plaws/publ83/PLAW-115publ83.pdf 
https://www.cdc.gov/phlp/publications/topic/briefs/ema/index.html 
https://www.ems.gov/pdf/Draft-EMS-Utilization-of-Controlled-Substances-011817.pdf  
 
 
              
Matthew T. Jordan, MD, FACEP     Bill Toliopoulos, MBA, BSN, RN, PHRN 
EMS Medical Director     EMS Administrative Director 

https://www.congress.gov/115/plaws/publ83/PLAW-115publ83.pdf
https://www.cdc.gov/phlp/publications/topic/briefs/ema/index.html
https://www.ems.gov/pdf/Draft-EMS-Utilization-of-Controlled-Substances-011817.pdf
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References: PA 102-0140 (2022) modified the POLST process and form to align it with standards in 
many other states. The form is now titled, “IDPH Uniform Practitioner Orders for Life Sustaining 
Treatment (POLST) Form (2022)”.  For more info see: 
https://www.polstil.org/#:~:text=POLST%20is%20a%20state%20approved,want%20in%20a%20medical
%20emergency.  
2022-IDPH-POLST_FAQs_FINAL.pdf (polstil.org) 
POLST_220926-2.pdf (polstil.org) 
2022-Revised-IDPH-POLST_Quick-Facts_FINAL.pdf (polstil.org) 
EMS Rules; Section 515.380; Public Act 096-0765 The Health Care Surrogate Act; Public Act 099-0328 
The Illinois Power of Attorney Act. 
PA 102-0140 (2022) modified the POLST process and form... Public Act 104-0441, Illinois End-of-Life 
Options for Terminally Ill Patients Act; Illinois Department of Public Health, Illinois End of Life Options for 
Terminally Ill Patients Act – Overview and Preliminary Guidance for Attending Physicians, September 9, 
2026. 

Disclaimer: If Federal or State laws that impact Advance Directives and/or ILLINOIS POLST orders change 
prior to this policy being amended or they appear to be inconsistent or in conflict with any provisions of this 
policy, the statutory language or State Directives shall prevail. 

I. POLICY 

A. EMS resuscitation shall be attempted on all patients in cardiac and/or respiratory 
arrest, except in those situations described in this policy. 

B. “Emergency medical services should be available to all persons in need, including terminally 
ill patients who (may or may not) need to be transported to the hospital for palliative care. 
Prehospital care providers require a means to honor patient directives to limit intubation and 
avoid application of cardiopulmonary resuscitation (CPR). Requests to limit resuscitation will 
confront the provider in many forms. Written Do-not-resuscitate (DNR) orders, living wills, 
clear and unequivocal family requests, and a relative’s impulsively expressed reservations 
about life support will be encountered. Acceptable directives must guarantee that withholding 
resuscitation would reflect the informed wishes of competent patients” (NAEMSP, 1993). 

C. Adults with legal and decisional capacity have the right to make decisions regarding 
their healthcare. Illinois courts have ruled that this right should not be lost when a person 
becomes unable to make their own decisions. Persons with legal and decisional capacity 
may accept or refuse medical care after they have been informed about treatment 
alternatives and the risks and benefits of each alternative. The law requires that they be 
informed of the availability of advance directives to help assure that their wishes are carried 
out even if they are no longer capable of making or communicating their decisions. 

D. It is acceptable to withhold or withdraw resuscitative and/or life sustaining 
interventions in the event a patient is terminally ill, when death will occur in a 
reasonably short period of time, or for whom treatment would be virtually futile or 
prolong the act of dying if a patient has a valid Illinois POLST form. These patients DO 
NOT meet the criteria listed in the Triple Zero Policy. 

E. The completed form is legally binding and an actionable medical order: Healthcare 
provider are required by law to honor treatment choices shown on the Illinois POLST form, 
a POLST form that is formally authorized by a state or territory within the United States, as 
well as the National POLST form unless compelling circumstances arise and an on-line 
medical control (OLMC) physician directs EMS personnel to resuscitate.  
Without these orders, EMS personnel are required to do everything they can to attempt to 
save a person’s life. 

F. An Illinois POLST Form does not mean the abandonment of appropriate care that the 
patient perceives as desirable. All patients are to receive medical care as indicated on the 
form, and required by their condition per SOP and/or OLMC. 
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G. If at any time it is unclear if this policy applies, begin BLS treatment and contact OLMC for 

orders. If communication with OLMC is impossible, begin treatment per SOPs and transport 
as soon as possible. 

H. Medical Aid in Dying (MAID): The Illinois End-of-Life Options for Terminally Ill Patients Act 
permits a qualified patient meeting statutory requirements to obtain medication for self-
administration for the purpose of bringing about a peaceful death.  EMS personnel may 
encounter a patient who has obtained or self-administered medication pursuant to the Act.  
The patient's request for, possession of, or self-administration of medication pursuant to the 
Act does not, by itself, constitute a Do-Not-Resuscitate (DNR) order, an Illinois POLST order, 
an advance directive, or an authorization for EMS personnel to withhold or withdraw medical 
treatment.  EMS personnel shall assess the patient and provide care in accordance with 
applicable Illinois POLST orders, advance directives, System policies and SOPs, patient 
wishes, and OLMC direction. 

II. Circumstances when resuscitation may be WITHHELD or WITHDRAWN  

A. The patient has been declared dead by a coroner, medical examiner, or a physician. 

B. There are explicit signs of long-term biological death (Triple zero) 

1. These signs include decapitation, thoracic/abdominal transection, rigor mortis 
without profound hypothermia, profound dependent lividity, decomposition, frozen 
state, or other signs that establish long-term biological death. 

2. For such patients, follow the Triple Zero policy and thoroughly document the 
circumstances and the signs of biological death on the EMS patient care report.  

3. If required, notify the coroner or Medical Examiner's office according to System 
Policy M-4: Medical Examiner/Coroner Guidelines. 

4. If there is any question regarding the appropriateness of withholding or withdrawing 
medical care, begin treatment and contact OLMC immediately for orders. 

C. When on-line medical direction by an OLMC physician to withhold or withdraw 
medical care. 

1. An OLMC physician can order further treatment to be withdrawn or withheld. This 
may occur when the patient remains in persistent monitored asystole after 
resuscitation per SOP or a question arises as to whether the patient's care is 
governed by an Illinois POLST form or other valid DNR order. Contact OLMC and, 
depending on circumstances, further treatment may be withheld or withdrawn. 

2. In these situations, thoroughly document the circumstances surrounding the call, 
describe the treatment withheld or withdrawn, along with the name of the OLMC 
physician, and the time resuscitation was discontinued. 

D. Patient who has self-administered medication pursuant to the Illinois End-of-Life 
Options for Terminally Ill Patients Act 

1. The self-administration of medication pursuant to the Act does not, by itself, 
authorize EMS personnel to withhold or withdraw resuscitative or life-sustaining 
treatment. 

2. If the patient is in cardiac and/or respiratory arrest, EMS personnel shall follow this 
policy and any valid applicable Illinois POLST or other legally recognized treatment 
limitations. 

3. If no valid applicable treatment limitation is present, EMS personnel shall initiate 
treatment in accordance with System SOPs and contact OLMC as appropriate. 

4. If the applicability or validity of a POLST, advance directive, or other treatment 
limitation is unclear, begin BLS treatment and contact OLMC. 

E. EMS Role Regarding Medical Aid in Dying Medication 
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1. EMS personnel shall not administer, dispense, prepare, prescribe, or otherwise 

facilitate the administration of medication prescribed pursuant to the Illinois End-of-
Life Options for Terminally Ill Patients Act.  The medication authorized under the Act 
is intended for self-administration by the qualified patient. 

III. 2022 ILLINOIS POLST Form- Sections, Changes, Instructions for Use 

A. The Illinois POLST form can be used to create a practitioner generated order that reflects 
an individual’s wishes about receiving cardiopulmonary resuscitation (CPR) and other 
treatments such as medical interventions and artificial administered nutrition. It allows an 
individual, in consultation with his or her health care practitioner, to make advance 
decisions about CPR and other care wishes.  

B. The following EMS System members are authorized to honor a valid Illinois POLST order: 
EMT; Paramedic; PHRN; PHAPRN, PHPA, ECRN; and ED physicians. 

C. The 2022 POLST form is the 7th edition in a series of IDPH DNR / POLST forms: 
1. 2000: 1st Illinois out of hospital DNR “orange form.”  Only for EMS, the DNR order 

had to be rewritten at each new facility. 
2. 2005: IDPH Uniform DNR Order form - applied to all facilities and a patient only 

needed one form. 
3. 2006: Some facilities confused if form had to be used for every in-hospital DNR 

order (it did not), so it was renamed the IDPH Uniform DNR Advance Directive. 
4. 2013: Still called the IDPH DNR Advance Directive, but added POLST since it used 

the POLST “paradigm”; required a physician’s signature. 
5. 2015 IDPH DNR/POLST form. POLST redefined to stand for “Practitioner Orders 

for Life-Sustaining Treatment” and expanded the types of practitioners that could 
authorize an order.  

6. 2017 Illinois POLST: Removed "DNR" from the title and from around the form 
border; redefined care options; and aligned with national POLST standards.  Since 
the POLST form allows patients to indicate if they accept or refuse CPR, it was no 
longer possible to equate the mere existence of the form with a DNR choice.  

7. The 2022 form revision goals were to clarify and simplify the language on the 
form so patients and HCPs can understand, discuss, and complete it more 
consistently to reflect the patient’s preferences for treatment and for HCPs to easily 
recognize and correctly follow POLST form orders. 

D. Validity of form editions: Some persons may still have older versions of the form. A valid, 
completed form does not expire. When a new form is created, it voids past forms. Follow 
instructions on the form with the most recent date. EMS is not responsible for investigating 
the presence of other forms or validating the accuracy of the form presented - assume the 
form presented is truthful. 

E. FORM IS VOLUNTARY: Completion of this form is purely voluntary and cannot be required 
of any patient. 

F. Intended population: Persons of any age who are at risk for a life-threatening clinical 
event because they have a serious life-limiting medical condition, which may include 
advanced frailty. An Illinois POLST form is NOT intended for persons with a chronic, stable 
disability. Such individuals should not be mistaken for having an end-of-life illness. An 
Illinois POLST form would only be appropriate if their health deteriorates such that death 
within a year would not be unexpected. 

G. PURPOSE: Designed to honor the freedom of persons with advanced illness or frailty to 
have or to limit treatment across settings of care. The process promotes patient autonomy 
and honoring of their preferences to choose all possible life-sustaining treatment, limited 
life sustaining interventions, or comfort care only. Comfort measures are always provided 
no matter what other choices patients make. 
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H. When to complete: Illinois POLST forms are completed after patients discuss their 

preferences with health care practitioner (HCP) who can explain to them what may happen 
if different treatments are tried. The form serves as a guide for these discussions related 
to each person’s unique medical condition and goals. 

I. The Form should travel with the patient at all times: The form is intended to be honored 
across various settings, including hospitals, nursing homes, licensed long-term care facilities, 
with hospice and home-care patients, and by EMS personnel.  

J. Original or copy: The person does NOT need the original form – all copies of a valid form 
are also valid. It may be printed on any color paper. 

K. COMPONENTS OF A VALID ILLINOIS POLST FORM (2022) 

1. Instructions: The revised form instructions provide reminders about the POLST 
process and intended population. Language was included to educate anyone 
looking at the form that: 

a. The form should be completed by a HCP and patient/patient representative 
together, and not a HCP or patient/patient representative alone and requires 
a conversation between the HCP and patient or patient’s representative. 

b. Completing a POLST form is voluntary, and a patient may benefit from 
having a trusted person present for conversations about their goals of 
care/POLST if they wish.  

c. Information about leaving a section of the form blank has moved to the 
relevant section on the 2022 form 

2. Patient information 

 
What changed? The field for “Gender” was removed from the form to avoid 
excluding gender nonconforming, nonbinary, and transgender patients 

3. Section “A”: Orders for Patients in Cardiac Arrest: Must select one  

 

What changed?  

Section Heading Title: The revision makes it clear that completing this section is 
required for the form to be valid and that one of the two options should be selected.  

Section Banner: The revision reinforces that this is a medical order that should 
be followed when the patient is in cardiac arrest.  

Treatment Order Terminology: The term “CPR” is used both with “YES” and “NO” 
options to clarify to the patient/patient representative that they are making a binary 
decision about CPR. The term “attempt” is included in both the “YES” and “NO” 
options to manage expectations, since CPR is often ineffective 

4. Section B: 
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What changed?  

a. Section Heading Title: The revision makes it clear that this section may 
be left blank, and the form will still be valid.  

b. Section Banner: The revision reinforces that this is a medical order that 
should be followed when the patient is NOT in cardiac arrest.  

(1) Instructions communicate clearly that maximizing the patient’s 
comfort is an important and universal goal of treatment regardless 
of what option the patient selects.  

(2) Instructions inform the patient and HCP that Full Treatment is the 
default when Section B is left blank 

c. The goal statement for each option is changed to be medically accurate 
and clarify the intent of the patient’s objective in selecting that option. The 
intent remains the same; to provide information to assist HCPs in aligning 
treatment choices to the patient’s overall goal of care 

d. Full Treatment Option The phrase, “In addition to treatment described in 
Selective Treatment and Comfort-Focused Treatment,” is removed 
because: use of the phrase “…and all other treatments as indicated” to 
describe Full Treatment is inclusive of these and the instructions for 
Section B explain that comfort-focused treatment is always provided.  

(1) “Utilize intubation” is emphasized first because utilizing intubation 
differentiates Full Treatment. 

(2) The sentence, “Transfer to hospital and/or intensive care unit if 
indicated.” is removed to avoid any confusion by patients, who 
should understand that transfer to the hospital reflects standard of 
care when Full Treatment is selected. 

e. Selective Treatment Option 

(1) “In addition to treatment described in Comfort-Focused 
Treatment,” is removed because the instructions for Section B 
explain that comfort-focused treatment is always provided 

(2) “Do not intubate” is emphasized first because prohibiting 
intubation is what differentiates Selective Treatment. 

(3) “…as medically appropriate and consistent with patient 
preference.” is removed because it is unnecessary. Medically 
appropriate treatment is always the standard and the POLST 
order itself expresses the patient’s preferences during a medical 
emergency. 

(4) “Generally, avoid the intensive care unit.” is removed to avoid 
confusion by patients and HCPs. Patients are admitted to the 
intensive care unit in accordance with hospital protocol which is 
beyond the scope of POLST orders.  

f. Comfort-Focused Treatment Option 
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(1) “Allow natural death” is emphasized first to reflect what 

differentiates Comfort-Focused Treatment.  
(2) Optional Additional Orders: is moved to become Section C. 

5. Section C: Medically Administered Nutrition: N/A for EMS 

 
What changed?  

a. Section C is different from the 2017 form and now provides a place for the 
Qualified Health Care Practitioner to clarify Additional Orders or 
Instructions reflecting patient preferences.  

b. Heading title on left: The revision makes it clear that this section may be 
left blank, and the form is still valid.  

c. Instructions in the top banner: The instructions clarify that these orders 
(e.g., withhold blood products; no dialysis) are in addition to the orders in 
Section B. “EMS protocols may limit emergency responder ability to 
act on orders in this section” is included to temper expectations from 
patients and HCPs. EMS protocol may dictate whether EMS providers can 
follow the orders in Section C.  

d. What else do HCPs need to know?  Orders in Section C should be 
limited to a treatment/s that might be considered during a medical 
emergency outside the hospital or before a HCP can consult with the 
patient’s substitute decision maker.  

e. Unless the person receiving care voices a preference to avoid a specific 
emergency treatment, this section should be left blank. 

f. EMS providers should review protocols to understand how these may limit 
emergency responder ability to act on orders in this section 
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Section D (formerly C): Orders for Medically Administered Nutrition 

 
What changed?  

g. Section D is different from the 2017 form and is now the place for the 
Qualified Health Care Practitioner to indicate ORDERS FOR MEDICALLY 
ADMINISTERED NUTRITION.  

h. Section Heading Title: The revision makes it clear that this section may be 
left blank, and the form is still valid.  

i. Section Banner: The sentence about offering food by mouth is rephrased 
from “if feasible and as desired” to “if tolerated.” This better explains to 
patients that HCPs will not withhold food by mouth so long as the patient 
can and wants to eat.  

j. Treatment Order Terminology: The options presented in the 2022 IDPH 
POLST form better capture high level decisions about the patient’s desire 
for a surgical (typically long term) vs. non-surgical (typically short term) 
option to better align with the way patients tend to express their preferences. 

For patients with TPN/tube feedings needing transport, contact OLMC 

6. Section E (formerly D): Signature of Patient or Legal Representative  

 
What changed?  

a. Section Heading Title: The revision makes it clear that completing this 
section is required for the form to be valid.  

b. Section Banner: The revision makes it clear that electronically signed 
documents are valid.  

c. Other: The signer attests that, “I have discussed treatment options and 
goals for care with a health care professional. If signing as legal 
representative, to the best of my knowledge and belief, the treatments 
selected are consistent with the patient’s preferences.”  

This helps protect patients from signing forms without first discussing their 
health conditions, prognosis, treatment goals, and treatment options with 
a health care professional 

d. Signature of person legally authorized to act on that person’s behalf such 
the individual’s legal guardian, agent under a power of attorney for health 
care or a surrogate decision maker. Priority order under Surrogate Act 
(1) Patient’s guardian of person 
(2) Patient’s spouse or partner of a registered civil union 
(3) Adult child 
(4) Parent 
(5) Adult sibling 
(6) Adult grandchild 
(7) A close friend of the patient 
(8) Patient’s guardian of the estate 
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e. A parent or legal guardian typically may consent to a POLST order for a 

minor. Emancipated minors may consent to a POLST order. 

f. What else do HCPs need to know? 

(1) The “Signature of Witness to Consent” is removed from the form 
in compliance with the revised Illinois Health Care Surrogate Act.  

(2) An electronic signature from the patient or their legal 
representative is acceptable in place of a written signature.  

7. Section F (formerly E): Signature of Qualified Health Care Practitioner 

 

What changed?  A “Section F” is added to the form. 

a. Section Heading Title: The revision makes it clear that completing this 
section is required for the form to be valid.  

b. Banner Instructions: The term “Authorized Practitioner" is changed to 
“Qualified Health Care Practitioner” to reflect the definition used in the 
Illinois Health Care Surrogate Act. “ 

c. Qualified Health Care Practitioner” is defined as an individual who: 
Personally, examined the patient and is licensed in Illinois or in the state 
where the patient is being treated and is a: 

(1) Physician licensed to practice medicine in all its branches, OR  
(2) Advanced practice registered nurse, OR  
(3) Physician assistant, OR 
(4) Resident with at least one year of graduate or specialty training 

d. The revision makes it clear that an electronic signature from a qualified 
health care practitioner is acceptable in place of a written signature. 

8. Effective date: The order becomes valid upon inclusion of required elements and 
will not expire unless modified or revoked at any time by the maker. 

9. OTHER IMPORTANT CHANGES: 

a. Patients are encouraged to have a trusted person with them when 
discussing a POLST form with a health care professional if they wish.  

b. Health care professionals are reminded that the IDPH POLST form should 
be completed only after a conversation with the patient or patient’s 
representative. 

c. The form notes that the POLST decision-making process and form are 
appropriate for patients who are at risk for a life-threatening clinical event 
because they have a serious life-limiting medical condition, which may 
include advanced frailty.  

d. Verbal/phone consent by the patient or legal representative are 
acceptable. 

e. Verbal/phone POLST orders are acceptable at the hospital with follow-up 
signature by a qualified HCP in accordance with facility/community policy. 

f. Digital copies and photocopies, including faxes, on ANY COLOR paper 
are legal and valid. 
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10. If any of the required elements are missing or not completed in compliance 

with the Act, the order IS NOT VALID for EMS use.  Call OLMC for direction. 

11. Elements present in another format: If presented with a document that contains 
all the mandatory elements, but it is written on something other than the IDPH 
ILLINOIS POLST Form, contact OLMC for orders. 

12. No verbal DNR orders will be honored by EMS personnel unless the patient’s 
PCP or a coroner/medical examiner is present and has declared the patient dead. 
Document this information in the comments section on the patient care report. 

L. Procedure for IMPLEMENTING an ILLINOIS POLST ORDER 

1. Assess the patient to determine their medical condition and need to have the Order 
invoked. If the patient has an intervening condition causing death that is NOT related 
to the illness or condition that prompted the POLST order (they are choking or 
experienced acute trauma), begin care per SOP and contact OLMC. 

2. Make a reasonable attempt to verify the identity of the patient named in the Illinois 
POLST form, e.g., identification by another person or I.D. 

3. Determine if the Illinois POLST order contains all of the required elements. If 
not, begin resuscitation. “A health care provider may presume, in the absence of 
knowledge to the contrary, that a completed Illinois POLST form or a copy of that 
form indicating Do NOT attempt resuscitation is a valid DNR Order”. If there is any 
doubt as to the validity, begin BLS treatment and contact OLMC as soon as possible. 

4. Document the circumstances surrounding the use of the form and attach a copy to 
the EMS PCR left at the receiving facility if possible. If impossible, record the 
following information from the Illinois POLST form in the narrative section of the PCR: 
HCP’s name; the effective date of the order; name of the person giving consent and 
their relationship to the patient, if known. Include the nature of the illness/condition 
and the person who presented the order to EMS responders. 

5. If resuscitation is already in process when an Illinois POLST order is produced 
that indicates DNR, temporarily continue resuscitation, confirm that all required 
elements are present, and contact OLMC for instructions. Medical control should 
authorize cessation of all resuscitation. 

6. If death occurs during transport and a valid Illinois POLST order was produced that 
indicates DNR, honor the Order and contact OLMC for further instructions. 

M. Contested orders: POLST orders are sometimes contested by surrogate decision-makers 
in a way that differs from the patient’s wishes. Under the POLST law we have legal PLUS 
ethical duties and the decision path may not be totally clear. 

1. Consider and discuss within the context of the law, ethical decision-making, and 
SOPs. If unclear as to the best EMS course of action, contact OLMC. 

2. If an on-scene person disputes an Illinois POLST order: Determine if they have 
POA for healthcare for the individual and if they had provided consent to the order 
as the designated surrogate. The law asks surrogate decision makers to use two 
approaches to deciding care decisions: 

a. Substituted Judgment Standard: What would the pt choose in this 
situation if known? This may differ from what the surrogate wants. If not 
known, surrogates are asked to use the following: 

b. Best Interest Standard: What would bring the most net benefit to the pt 
by weighing benefits and risks of treatment options? Ask the surrogate, 
"Knowing your loved one, what do you think would be the most important 
for them right now?" 
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3. Contact OLMC immediately and inform them of the dispute. Family members or 

significant others who do not have the designation of agent or surrogate have no 
legal standing to overrule the Illinois POLST Order. Follow OLMC direction. 

N. Voiding or revoking an Illinois POLST form 

1. An Illinois POLST form can be revoked or changed by a patient with decisional 
capacity or the agent that consented to the order at any time. 

2. Changing, modifying or revising an Illinois POLST form requires completion of a 
new form. 

3. Draw a line through sections A and B and write “VOID” in large letters if any 
ILLINOIS POLST form is replaced or becomes invalid. 

4. Beneath the written "VOID" write in the date of change and re-sign. 
5. If included in an EMR, follow all voiding procedures of the facility.  

O. Professional immunity for implementing a DNR order:  

Subsection (d) of Section 65 of the Health Care Surrogate Act, 755 ILCS 40/65, provides: 

“A health care professional or health care provider may presume, in the absence of 
knowledge to the contrary, that a completed Department of Public Health Uniform DNR 
Order or a copy of that form is a valid DNR Order. A health care professional or health care 
provider, or an employee of a health care professional or health care provider, who in good 
faith complies with a DNR order made in accordance with this Act is not, as a result of that 
compliance, subject to any criminal or civil liability, except for willful and wanton 
misconduct, and may not be found to have committed an act of unprofessional conduct.”  

 

IV. DURABLE POWER of ATTORNEY (POA) for HEALTH CARE Designation 

A. Since 1987, Illinois law has allowed persons to appoint an "agent" or "attorney in fact" to act 
on their behalf in making medical care decisions for them (principal) in the event that they 
are unable to make their own medical decisions. 

B. An agent can be anyone other than the patient's physician and is appointed by the patient 
via a document called a "Durable Power of Attorney for Health Care". One does not need 
an attorney to execute this form, nor does it have to be notarized. The Illinois Durable Power 
of Attorney Act recognizes the right of individuals to control all aspect of their personal care 
and medical treatment including the right to decline medical treatment or to direct that it be 
withdrawn, even if refusal of care will result in death. 

Patient

IDPH POLST
Directions for 

Emergency Care

Power of Attorney 
for Health Care

Agent (rarely 
contains directions 

for physician)

Mental Health 
Treatment 
Declaration

Directions + Agent 
(for physician)

Living Will
Directions            

(for physician)

Apply to 
ALL 

HCPs, 
including 

EMS 
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C. The Act states that the right of an individual to decide about their personal care 

overrides the obligation of the physician and other health care providers to render 
care or to preserve life and health. The power given to the agent may be as broad or narrow 
as the patient wishes. The standard form grants the agent medical decision-making power 
that the patient may limit. The law does not require use of this particular form. 

D. Other than withholding resuscitation, a POA may make choices re: refusal of treatment or 
hospital preference.  

E. The POA's ability to make decisions can be designated to begin at any time the patient 
chooses. They do not have to be in a terminal condition, unlike a Living Will. 

F. If both documents are executed, a Durable Power of Attorney supersedes a Living Will. 

G. Generally, a POA has no authority if the patient is alert and is able to communicate 
their wishes: If the patient is alert and consents to treatment, continue to treat them, even if 
thereafter they are unable to communicate with you. In such situations, the health care agent 
has no authority over the treatment of the patient. 

H. If someone claims to hold a POA for healthcare decisions, follow these guidelines: 

1. Begin treatment of the patient per SOPs. Immediately inform OLMC that a health 
care agent for the patient is present. Follow all orders of the OLMC physician, even 
if such orders contradict the instructions being given by the "agent". 

2. As soon as is practical, ask the agent for the Illinois Statutory POA for Health Care 
form. The form should be complete, including: 

a. Patient's (principal's) name and address; 
b. Agent's name and address; 
c. Date of execution; 
d. Effective date of Power of Attorney (may not be mandated by Ill. law); 
e. Powers granted to the agent; 
f. Date Power of Attorney terminates (may not be mandated); 
g. Signature of the patient (principal); 
h. Signature of a witness; and 
i. Specimen signatures of the agent (not mandated by Illinois Law). 

3. Examine the form to see if it is complete. Ask the agent to verify his/her signature. 
Review the form to see what medical authority has been given to the agent. Ask 
the agent to point out the language that confirms that the Power is in effect and that 
it covers the situation at hand.  

a. If form is incomplete, agent's authority to make decisions is not recognized. 

b. If the form is complete, notify OLMC about the presence of a health care 
agent on scene and follow the instructions of the agent unless 
instructed otherwise by medical control. 

c. EXCEPTION: EMS cannot honor a verbal or written DNR request or order 
made directly by a surrogate decision maker or POA for healthcare agent. 
Agents can provide consent to a DNR order, but the order, itself, must be 
authorized by a qualified practitioner. The practitioner is responsible for 
determining if a POA agent, surrogate decision maker or other person has 
proper authority to give consent to the ILLINOIS POLST order. 

4. Document the names of the patient and agent and powers given to the agent on the 
patient care report. Bring the POA form to the hospital if the patient is transported. 

5. If there is any doubt as to the identity of the agent, the validity of the document, the 
extent of the authority of the agent, or if communications with OLMC cannot be 
established, continue treatment per SOP and/or OLMC and transport ASAP. 
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LIVING WILLS AND PATIENT SURROGATES 

I. Illinois law has allowed terminally ill patients to instruct their physician, either directly with a 
Living Will (since 1983), or indirectly through a patient surrogate (since 1991), on their 
treatment in near-death situations. 

J. A Living Will is a declaration to a physician and does not go into effect until the person who 
makes it is in a terminal condition. A terminal condition is defined as "an incurable and 
irreversible condition which is such that death is imminent and the application of death 
delaying procedures serves only to prolong the dying process." In order to create a Living 
Will, the author must be a competent adult and the document must be witnessed. 

K. The Health Care Surrogate Act is enacted when an adult or minor: (1) lacks decisional 
capacity; (2) has a qualifying condition; and (3) has no Living Will or POA for Health Care. 

1. Implementation of this act falls on the physician who must declare that the patient 
lacks decision-making capacity. The attending physician needs at least one 
physician consult who agrees that the patient has a qualifying condition. The 
surrogate is then nominated by the primary physician in the order of priority set by 
the law. 

2. EMS providers shall not follow the instructions contained in a Living Will or 
given by any person purporting to be a surrogate for the patient unless affirmed 
by a medical control physician. 

V. MINORS:  Minors (unless emancipated) cannot execute advance directives. The parent or guardian 
"stands in place" at all times and can provide consent to written ILLINOIS POLST orders executed 
by a qualified practitioner. Unless there is a valid written ILLINOIS POLST Order, all minors 
should be resuscitated. 

VI. QUALITY IMPROVEMENT: The System will review patient care reports where medical care has 
been withheld or withdrawn pursuant to an ILLINOIS POLST order through the PBPI process. 

VII. EDUCATION: System personnel will receive continuing education concerning the provision of 
these policies as changes in the law or System policy require or in response to sentinel events 
which reveal learning opportunities. Information shall be disseminated on the System website or 
through the In-Station continuing education program and to ECRNs through EMS CE at their 
hospitals. 

VIII. Other resources relative to the governing provisions of law: 

Nursing Home Care Act  Emergency Medical Services (EMS) Systems Act  
Hospital Licensing Act   Illinois Living Will Act  
Health Care Surrogate Act  Mental Health Treatment Preference Declaration Act  
Illinois Power of Attorney Act  Adult Protected Services Act 

The POLST Illinois Task Force is a volunteer 
coalition of doctors, nurses, clergy, social workers, attorneys, paramedics, and administrators from 
hospitals, emergency medical systems, hospices, and long term care facilities. The Task Force supports 
every person in exercising his or her right to accept or decline medical treatment. For more information, go 
to: www.polst.org 
 
 
              
Matthew T. Jordan M.D., FACEP    Vasilios Toliopoulos, BSN, RN, PHRN 
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