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Overall State Ranking 2009
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SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2009



State Scorecard Summary of Health System Performance Across Dimensions
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Massachusetts Rehospitalization Rates

MA 30 and 15 day rehospitalization rates (and range)

30d Overall: 10.7% 15d overall: 7.5% (5.1-9.6%)
30d Surgical: 9.8% 15d surgical: 6.6%
30 d Medical: 11.6% 15d medical: 8.0%

Days due to potentially preventable rehospitalizations: 377,000
Cost due to potentially preventable rehospitalizations: $577M

Top service lines by rate
30d: nephrology, psychiatry, pulmonary

Top service line by volume
30d: general surgery ($106M)



Bureau Initiatives Supporting
Transitions of Care

Statewide Care Transitions Forum*

STAAR (state Action Against Re-Hospitalization - IHI)*
INTERACT (Intervention to Reduce Acute Transfers)
MOLST (Medical Orders for Life Sustaining Treatment)

IMPACT?™ (Intervention to Improve Acute Transfers)
*BHCSQ Program Direction



Background

NH patients/residents consist of two distinct
populations

Post-acute, short-stay residents financed by
Medicare

With a prequalifying hospitalization
100-day benefit

Chronically ill, long-stay residents, financed by
Medicaid and out-of-pocket payments



Hospitalizations of NH residents are
common

I SPECIAL ARTICLY

Rehospitalizations among Patients
in the Medicare Fee-for-Service Program

oS y nes T -y - 2 A D L] L \J | —— 1 M
Stephen F. Jencks, MO, M.P.H Mark V. Williams, M.D
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1 in 5 Medicare fee-for-service patients admitted to an acute hospital are re-admitted
within 30 days

Cost to Medicare of unplanned re-hospitalizations, 2004 was $17.4B

NEIM 360:14 April 2, 2009



Cost

Of ~1.8 million SNF admissions
in the U.S. in 2006, 23.5%
were re-admitted to an
acute hospital within 30
days
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Short-stay SNF rehospitalizations are frequent and
increasing over time...
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2000-2006: 29% increase in 30-day SNF rehospitalizations



Hospitalizations of Longterm NH
residents are also common

In any six month period, more than
15% of long stay residents are
hospitalized

O, Intrator, J. Zinn, and V. MoNursing Home Characteristics and Potentially
Preventable HospitalizationsJournal of the American Geriatrics Society 52,
no. 10(2004): 17304736



Many Hospitalizations are Avoidable

As many as 45% of admissions of nursing home residents to acute
hospitals may be inappropriate

Saltaceodl) A rAen&@eGemalscSoc
48:154-163, 20000

In 2004 in NY, Medicare spent close to $200 million on hospitalization of
long-stay NH residents forambulatory care sensitive diagnoses

Grabowski eet AlHEteadthffsifairs
26: 17581761, 20077



Ambulatory Care Sensitive Condiitons

Pneumonia 40,580 $456.6 37%
Kidney/UTI 21.476  $200.9 16%
CHF 20,116 $210.8 17%

——  Dehydration 10,650  $89.1 7%

COPD 9,494 $98.3 8%



Long-stay NH hospitalizations are frequent and
increasing over time...

Annual Hospitalization Rate: NY State, 1999-2003
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Long-Stay NH Hospitalizations are Costly ...

Aggregate Hospitalization Costs: NY State, 1999-2004
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1999-2004: 29% increase in total costs and 7% increase in ACS costs



NH Hospitalizations are Often Associated with
Negative Health Outcomes...

NH Hospitalizations increase:
Risk of delirium

Falls

ncontinence

Dehydration

Adverse drug events
Nosocomial infections




Why this matters...




Why this matters...
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A deadly information gap

Many doctors lack the motivation to communieate with each other
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Why do avoidable NH hospitalizations occur?
Policy-Level

The silo problem: Little coordination of payments,
benefits or services across NHs and hospitals

Hospitals paid on prospective per discharge basis; NHs
largely paid on prospective per diem basis

Hospitals have strong incentive to discharge patients sicker-
and-quicker, contributing to re-hospitalizations

NHs do not receive any financial punishment or reward in
regards to hospitalizations

Ultimately, NHs and hospitals have minimal incentive to
Invest in the clinical services necessary to reduce the
likelihood of hospitalization and re-hospitalization



Payment Reform

Federal Healthcare Reform
Affordable Care Act 2010
e.g., Accountable Care Organizations

MA Payment Reform Legislation
e.g., Global Payments

Pay for Performance
e.g., BCBSMA for INTERACT utilization in SNF

Value Based Purchasing



Pay-For-Performance

Medicare Nursing Home Value-Based Purchasing (NHVBP)
demonstration began July 2009 in AZ, NY and WI

Reward facilities based on avoidable hospitalizations,
staffing, deficiencies and quality indicators (QISs)

NHSs in top 20% in terms of overall performance and
Improvement qualify for incentive payment

Savings from reduced Medicare hospitalizations will fund
payments to NHs (budget neutrality!)

Grabowski, et al (in progress)
No budget savings means no payout



Statewide Care Transitions Forum

Co-Chair with Mass Coalition for Prevention of Medical Errors & Mass Health
Data Consortium, closely supported by Mass Senior Care

Statewide network of more than 50 provider organizations, policymakers, and
payers to support innovations and improvement in care transitions

Mission is to improve the quality of patient care transitions from any one setting
to another - including home.

Mandate from Health Care Cost and Quality Council

Bureau Engagement with Community-based Care Transitions Program
(ACA 3026)

Bureau Engagement with Center for Medicare and Medicaid Innovations Health
Innovation Challenge



Care Transitions: Strategic Planning

Home Healtt i
me Health Health Plans

nsurers

COA
Senlor Center
Faith-based Org

LTAC or
Rehab Hospltal

Retall

Pharmacy

LTC Medical
Home: NH, AL
MH, DDS

Outpatient
Rehab

Massachusetts State Quality Improvement Institute

Massachusetts
Strategic Plan for
Care Transitions

February, 2010

Alice Bonner, Ph.D, Massachusetts Department of Public Health
Craig D. Schneider, Ph.D, Massachusetts Health Data Consortium
Joel S. Weissman, Ph.D, Executive Office of Health and Human Services

For the Massachusens Executive Office of Health and Human Services, One Ashburton
Place, 117 Floor, Boston, MA 02114



STate Action on
Avoidable -
Rehospitalizations H==

-’/ "".
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An initiative of The Commonwealth Fund o the Institute for Healthcare Improvement

IHI operates program, DPH is a state lead

54 hospital participants in MA, broad network of post
acute partners

Reduce rehospitalizations by working across
organizational boundaries to engage payers, state
and national stakeholders, patients, families, and
caregivers at multiple care sites and clinical
Interfaces.

Works with four states: Massachuestts, Michigan,
Ohio, and Washington.

An Early Look At A Four-State Initiative To Reduce Avoidable
Hospital Readmissions, Health Aff July 2011 30:71272



STate Action on Avoidable
Rehospitalizations (STAAR)

¢ ° O\

Home
Hospital | A
B .
A Sklll_ed
Nursing
D

A: Improve transition out of the hospital and into the next setting of care

B: Enhanced care by coaches, clinicians in the month(s) following hospitalization
C: Proactive care to avoid ED/hospitalization (including “medical home”)

D: Improve care in Skilled Nursing Facilities to avoid hospitalization



STate Action on Avoidable
Rehospitalizations (STAAR)

A: Improve transition out of the hospital and into the next setting of care
» Identify those at high-risk for readmission;
+ Teach-back; health literacy and patient engagement
* Connect to Primary Care

B: Enhanced care by community coaches, clinicians in the month(s) following hospitalization
« Coleman coaching (specially-trained community based workers);
« Naylor model (advanced practice nurses)

C: Proactive care to avoid ED/hospitalization (including “medical home”)

D: Improve care in Skilled Nursing Facilities to avoid hospitalization
* Interact



STAAR Hospitals
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TAAR Cross Continuum Team Organizations

Home Health Agencies, Office Practices, Nursing Homes, SNFs, etc
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INTERACT Nursing Homes/SNFs

(INTerventions to Reduce Acute Care Transfers)
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INTERACT™

Interventions to Reduce Acute Care Transfers

___ Strengthening Care Systems and
Quality of Life



The Opportunity

Reducing potentially avoidable
hospitalizations of NH residents
represents an opportunity to:

Decrease emotional trauma to the
resident and family

Decrease complications of
nospitalization

Reduce overall health care costs and
orepare for payment changes




INTERACT Background

CMS Special Study awarded to Georgia
Medical Foundation July 2006-Jan 2008

Looked at characteristics of NHs in Georgia
with high and low hospitalization rates

Implemented toolkit in 3 NHs with high
hospitalization rates



CMS Special Study Results

Of 200 hospitalizations, an expert clinician
panel rated
2/3 as potentially avoidable

TOTAL

Ouslander et al: 3 Amer Ger Soc, 2010



CMS Special Study Results

The overall frequency of hospitalizations
was reduced by 50%

All 3 3.07 50%
facilities



Training and Documentation Tools

Communication Tools

Clinical Care Paths

Advance Care Planning Tools




How communication impacts
Re-Hospitalizations

CNA-Nurse Communication
I knew she wasn t right

Nurse-MD/NP Communication
Just send him

Nursing Home-Hospital Communication

Doesn t that nursing home know what they are
doing?



Communication Tools

Early Warning Tool
SBAR and Progress Note
Transfer Checklist
Resident Transfer Form



Purpose Of Toolkit

Aid in the early identification of a resident change of
status

Guide staff through a comprehensive resident
assessment when a change has been identified

Improve documentation around resident change in
condition

Enhance communication with other health care
providers about a resident change of status



More to the communication story

Hospital Discharge Summary

Patient is stable for transfer

Nursing Home Nurses Note

Patient arrived to facility in acute distress

< % 4 STate Action on .

ks g .
“’ﬁ Avoidable

- Rehospitalizations H =




Interact

In a recent pre-post study of INTERACT in Florida,
Massachusetts, and New York nursing homes, Drs. Ouslander,
Grabowski and colleagues found that INTERACT decreased
hospital transfers relative to a matched comparison group
(Ouslander et al. 2011).

The group of 17 nursing homes rated as engaged in the
Initiative had a 24% reduction, compared with 6% in the group of
eight NHs rated as not engaged and 3% in a comparison group
of 11 NHs.

The average cost of the 6-month implementation was $7,700
per nursing home.

The projected savings to Medicare in a 100-bed nursing home
were approximately $125,000 per year.



Using the INTERACTZ Tools *
in Ell.r:e%f Daa}' Work in the Hurs:'r?goHﬂme INTERACTH

New Resident Admission
Resident Re-assesament

ADVANCED CARE FEN——
PLANING TOOLS

Change in Resident
Status Moted

=
CMA Alerts LPN/RN

= EARLY WARNING
“Stop and Watch Tool™

¥
LPMN/AM Evaluation

CARE PATHE |y

ACUTE CHANGE | [™='='=™
IN CONDITION ==
Fila Carda

SBAR
MD/MP/PA Notified ? H Form and
Progress Notss

TRANSFER CHECKLIST
¥ Envalope

Acute Care Transfer

RESIDENT
TRANSFER FORM
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INTERACT™
EARLY WARNING TOOL

“Stop and Watch”

If you have identified an important change while caring for
a resident today, please circle the change and discuss it
with the charge nurse before the end of your shift

Name of Resident

S eems different than usual

T alks or communicates less than usual
Overall needs more help than usual

P articipated in activities less than usual

A te less than usual (Not because of dislike of food)
N

Drank less than usual

We»ght change

A gitated or nervous more than usual

T ired, weak, confused, or drowsy

C hange in skin color or condition

H elp with walking, transferring, toileting more than usual

Staft
Reported to

Date / ‘ Time

Where to keep it
Who should use it
Different languages

Please fill this out so I
am certain not to forget
what you just told me



We use it for
EVERYTHING

Staff are really learning,
gathering tools necessary
to communicate with the
physician

Organize Your Thoughts
Form

SBAR INTERACT"

Physician/NF/PA Communication and Prograss Note

Betore Calling MOVNR/PA:
Ewaluate the regident, complete the SBAR form juze A" for not applicable)
Cheok ¥3: BP, pulse, respiratory rate, temperature, pulse ox, and'or fnger stick glusose if indioated
Rewiew ohart (most recent progress notes and nurse's notes from presious shift, amy reoent labs)
Rewiew an INTERACT I Care Path or Aawte Change in States File Card if indioated
Hawe relevant information available when reporting (i.e. resident shadt, vital signs, advanoed direotives
such 3z DNR and other oare limiting orders, allergies, medisation F=t)

S SITUATION

Thisis— [nurse] | am oalling about.
Thie problem/symptom | am aaling abowt iz
The problem/symptom stated
The problem/sympiom has gotien srole one) worsaibetter'ztayed the same since it stared
Things that make the problem'sympiom worse are
Things that make the problem'sympiom betier ane.
Crther things that have ooourred with thiz problem/sympiom are

[Aecident’s name)

E BACKGROUND

Primary diagnosis and'or reason resident is at the nursing home
Fertinent medioal historyinolude reoent falls, fever, deoreased intakefuids, CP, 508, other

Memtal 3tatus or Newn dhanges: (Y N: oonfusion/agiationdethargy ) Temp BF
Fulse rate/thythm Aesp rate Lung Sounds
Fulse Crimetry “ On RA on 02 at Limin via

GI'GL changes jnausea‘vomiting darrheaimpaction distension/decreased urinary oufput]
Fain levellooation/staius

Change in furetion/intakeshydration
Change in Skin Color

Labs

[N, mask)

Viound 3tatus (if applinable)

Medication shanges or new arders in the la=t two weeks
Advanoe Direatives (Full code, DNA, DNI, DNH, ather, nat dooumented)
Allergies Ariy other data,

AFSESIMENT (AM) or APPEARAMNCE [LPN]

[Far RNs]- What do vouw think is gaing on with the resident? [.g. cardian, infeatian, respiratory, urinary,
dehydration, mental status ohange?] | think that the problem may be -0R
| am mat sure of what the problem iz, but there had been an zone change in sordition

[For LPN}: The patient appears [e-g. 20B, in pain, mare oonfused)

H. RECQUEST

| suggest or request:
1 Provider sisit (MDMPPA)

Monitor vital signs (Frequenay

| Lab woek, xrays, EKG, ather tests

Medieaton charges

| and absene

New orders

IV or 3C fluids
Staft name RHNiLFN
Reporied fo: Hame (MONP/PA) Datei_L Time. am'pm
If to MOVNR'PA, communicated by: | Fhone Fax [attach oonfimation) In person

[Flease see Progress Maote on back of thiz Fam)




Lower Respiratory Infection Care Path

Symptoms of Lower Respiratory Infection

Take Vital Signs

Labored breathing / shortness of breath
Mew or worsened cough .
Mew or increased sputum production

MNew or increased findings on lung exam (rales. wheezes)
Chest pain with inspiration or coughing

R

Temperature
B/F
Pulse
Respirations
Chanygen saturation
For diabetics:
—-Finger stick glucose

Vital Sign Criteria
+ Resident unable to eat and

drink?

Temp = 1029 (38.09C)7
Apical heart rate > 1007
Respiratory rate= 30/min?
BP = 00 systolic?

Oxygen saturation < 80%7

NOTIFY MD/NP/PA

PR

For diabetics:
-— Finger stick glucose
<70 or = 4007

NO

Consider Lab Testing

Portable chest X-ray
Blood work

--Complete Blood Count
--Basic Metabolic Panel

..

¥

CONSIDER
TRANSFER TO
ACUTE CARE
FACILITY.

* Results of chest X-ray

show an infiltrate or

Manage in Facility — Options*

pneumonia?
* Critical values in blood
count or metabolic panel?

LI

Oral, 'V or Sub Q Hydration as indicated
Oxygen supplementation as indicated
Mebulizer treatments as indicated
Antibiotic Therapy
Oral (7-10 days)
— Levofloxacin 260-500 mg daily
— Amoxacilin/Clavulanate 850 mg bid
NO — Cefuroxime axetil 500 mg bid
IM (2-3 days, then re-evaluaie)
— Ceftriaxonse 500-1000 myg 1M daily
— Cefatoxime 500 mg IM bid

* Other options may be appropriate for individual residents

Sources:

Loeb M, Carusane SC, Goeree R, et al- ENect of a Clinical Pathway to Reduce Hospitalizations In Nursing Home
Residents with Pneumonia — A Randomized Controlied Tral. JAMA 295 2503-2510, 2006

Kylotie J: Pneumaonta and Bronchits from Yoshicawa, Thomas T, Ouslander JG: Infection Management for Gerl-
atrics in Long-Term Care Fadliles. New York, Informa Healthcare, 2nd Edilon, Chapter 14, 223,

Thizs malerisl was prepared by GAICF, the Medicars Qually Improvement Onganizaian for Georgia, under contract wilh the Centers
for Medicare & Meclcald Senices (CHE), 2n apercy of the U S, Depariment of Healtn and Heman Services. The contents presented

o not necessarly rehect GMES polcy. Fublicadon Mo, SSOW-BA-NHES-0T-01

INTERACT

Imervertions to Reduce Acube Care Transfers

ever

Mental
Status
Change

*Dehydration
UTI
*CHF



RESIDENT TRANSFER FORM INTERACT™

{SENT TO: (Name of Hospi RESIDENT: N
Last Name First Name Mi
s = f 4 |
SENT FROM: {Name of Mursing Home) Dos: 0 ;
Language: Englizh = Othar:
5 idant iz [ 1l -
\ Unit -/ Recidant iz SNFirehab Long-tarm
CONTACT PERSON: CODE STATUS:
{Ralagive, quardian or DPOA Rsiationship] DMR DMH DNl
- MD/NP/PA IN HURSING HOME:
|5 this the health cars proxy?  ¥ee  No T ;‘.ﬂ.
Telgphonas| ) - ’
Motifiad of transtar: a5 No
Awara of diagnosis: | Yes Mo Telaphonsy j__- Pager.
WHO TO CALL TO GET QUESTIONS ANSWERED ABOUT THE RESIDENT?
Talephone:|  )___
REASON FOR TRANSFER [ie., What Happened?)
List of Diagnosas:
W5 BP HR RR___ T pox, F3 glucoss____ Tima Takan: : ALEFH
Allargias: Tetanuz Boostar jdate) ¢
Usual Mental Status: Usual Functional Stats:
Alest, onented, folows nstructions Ambulates ndependently
Alent, disoriented, but oan follow simple nstruotions Ambulates wih assistanoe
Alest, dizoriented, but sannot Salkoe Zmple instruotions Apnbalates with azsiztive devies
Mot alert Mot ambulabary
Plzaze cze SBAR form for additional information
DEVICES / SPECIAL TREATMENTS:| AT RISK ALERTS: SOLATION / PRECAUTION:
[WIFIGG ling Hong Seizure MRSA WRE
Pacamakar Falls Harm ta: G-Diff
Folay Cathetsr Frassura Salf  Othars athar:
Internal Datibrifatar Uizar RAestraints Sifa:
TPH Acpiration  Limited'non-weight | Comment:
Cithar Wandsrer  bearing: Left  Right
Elopsment  Othar:

Form Gompleted By:

Fieport Callad In By:

Report Called To:

This isn t so different
from what we usually do

Gets easier with
practice

Take old forms off units

Progenitor of
UNIVERSAL

TRANSFER FORM
(IMPACT study)



INTERACT"

ACUTE CARE TRANSFER DOCUMENT CHECKLIST
RESIDENT NAME

COPIES SENT WITH RESIDENT (Check all that apply):

These documents should ALWAYS accompany patient:

Resident Transfer Form

Face Sheet

Current Medication List or Current MAR
Advance Directives

Care limiting Orders

Qut of hospital DNR

Bed hold policy

Send these documents IF INDICATED:

Signature of ambulance staff accepting envelope:

SBAR/Nurse's Progress Note

Most Recent History & Physical and any recent hospital discharge
summary

Recent MD/NP/PA Orders related to Acute Condition

Relevant Lab Results

Relevant X-Rays

PERSONAL BELONGINGS SENT WITH RESIDENT:
___Eyeglasses ____ Hearing Aid ___ Dental Appliance

— Other (specify)

{Pisass make a copy and keep this for your records in the nursing homs)



QUALITY IMPROVEMENT TOOL '-
For Review of Acute Care Transfers | NTE HACT
{Updafed September, 2009)

Use this tool to review transfers of residents to an emergency depariment or for direct admission io the
hospital. The goal is to understand the reasons for the fransfer and identify potential opportunities
to improve identification and management of changes in resident status and reduce avoidable
acute care transfers. PLEASE COMPLETE EACH SECTICHN

Section 1: BACKGROUND INFORMATICN

Regident's Last Name Fired Mame Age UnitRoom #

Date of most recent admission o nursing home: { )

Resident hospitalized in the past year? [ Mo [ "es If yes, list dates and reasons below:

Resident status at time of transfer: ] Long stay(LTC) [ Short stay( SMF)

Fayer was: [ | Medicaid ] Private Pay [ Medicare Part & [ Evercars ] Other managed care

Section 2: TRANSFER INFORMATION

Date of transfer: ! ! Day of week Time of transfer - AP
Murse involved in fransfer: Sentby 89117 0 Yes 21 Mo
MD/MP authorizing transfer: 1 Resident's Primary [ Cowvering Provider

What symptoms or signs prompted the transfer?

Was the resident admitted to the hospital? O Mo YesO

If yes — what was the admitting diagnosis:

What happened on the day of the transfer?
(Briefly describe the clinical scenario ON THE DAY of the fransfer - use SBAR for reference)

What was the resident’s code status at the time of transfer? O Full code O DNR O Other

My initial determination was based on the fact that ....if the patient
was admitted....l automatically felt is was unavoidable.....but | ve had
a culture change with my thought process ...



Improving Massachusetts Post-
Acute Care Transfers (IMPACT)



Why Worcester County?

2 STAAR initiatives
11 INTERACT nursing facilities
7 MOLST sites
6 Patient Centered Medical Home sites
4 Universal Transfer Form pilot sites
Experience with HIEs (SAFEHealth, doMotion, Medicity)
85% of healthcare stays within county
Pilot sites will study:
160K patient xfers/yr (50K unique patients)

80K Commercial patients with all claims data
20K Medicare Advantage pts with all claims
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Massachusetts UTF

Massachusetts Physician Orders & Nursing Assessment
Department of

Public

Health Patient Name:

Advance Directive: [INo [LlYes If not addressed why not?
[CODNR [CIDNI [CODNH(Do Not Hospitalize) [ Full Code

Heads Up: (Clinical Issues Requiring Attention, Special Circumstances or Potential Complications)

BRIEF SUMMARY (See D/C Summary for more detail)
Reason for transfer:

Summary:



IMPACT Objectives

Build on existing learning collaboratives to help design,
Implement and disseminate tools

Finish development and testing of UTF

Extend tech capacity to include all UTF data elements
Develop application to view/edit/send CCD+
Develop consumer-oriented translator of CCD+

Pilot tools in Worcester County
Measure outcomes
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I-LAND & SEE

EHR users complete all of the required clinical data
fields from within their EHR

I-LAND (Internet-based “Local” Application for

Network Distribution) receives CCD and requests
from EHR missing data using IHE RFD profile or
CCOW

Case (Discharge) Manager uses I-LAND's portal to
route CCD+ to next facility

Non-EHR users complete all of the data fields and
routing from within their “Surrogate EHR
Environment”

(SEE)
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Learning Collaborative

IMPACT Advisory Committee
Massachusetts Care Transitions Forum
Massachusetts QIO (MassPRO)

Another Galaxy




IMPACT Pilot

(Improving Massachusetts Post-Acute Care Transfers)

ynantskm ’
° Sano‘La}ce

S
.' on adow ‘& | ; P
r‘i'%“by‘.’ ‘ S socket® = hS
. o'ﬁmsted-o"' ‘2"“ L3P S Sy ;Mro Taugton
, W > " ' PMUd(et l . o
P“r'g\."dence G‘Wamhhm0
Warr\a‘. g) v IR

)
,‘-




atient-Centered Medical Home Initiative
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Aging Service Access Points
1st ACA (3026) -CCTP Funded Programs

b'!f amam o

,. ‘ Jl .-“( o
- Am Gardner

N=111 care transition coaches



MOLST Pilot

(Medical Orders for Life Sustaining Treatment)
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Medical Orders for Life-Sustaining

Treatment (MOLST)

MASSACHUSETTS MEDICAL ORDERS
for LIFE-SUSTAINING TREATMENT

(MOLST) www.molst-ma.org

Patient’s Name

Date of Birth

Medical Record Number if applicable:

INSTRUCTIONS: Every patient should receive full attention to comfort.

— This form should be signed based on goals of care discussions between the patient (or patient’s representative signing below) and the

patient’s clinician.

— Sections A-C are valid orders only if Sections D and E are complete. Section F is valid only if Sections G and H are complete.
— If a section is not completed, there is no limitation on the treatment indicated in that section.
— The form is effective immediately upon signature. Photocopy, fax or electronic copies of properly signed MOLST forms are valid.




Why It Matters




