
    Medical Group of North County, Inc.
 

910 SYCAMORE AVENUE,  #270, VISTA, CALIFORNIA 92081 • PHONE (760) 598-1776 • FAX (760) 598-1704

INTERNAL MEDICINE:  STUART B. KIPPER, M.D., MARY D. JARAMILLO, M.D., NEIL D. LEVINE, M.D., M.P.H., F.A.C.P., 
CHARLES E. HERGESHEIMER, M.D., KAREN CADMAN, M.D., SAM BAROUDI, M.D., LOREN NOVAK, D.O.

HEMATOLOGY/ONCOLOGY:  MARK J. ADLER, M.D., DANIEL VICARIO, M.D., RUPA SUBRAMANIAN, MD, LYNETTE CEDERQUIST, MD

EMERGENCY MEDICAL SERVICES
PREHOSPITAL DO NOT RESUSCITATE (DNR)

AN ADVANCE REQUEST TO LIMIT THE SCOPE OF EMERGENCY MEDICAL CARE

I, ________________________________________, request limited emergency care as herein described.

I understand DNR means that if my heart stops beating or if I stop breathing, no medical procedure to restart 
breathing or heart functioning will be instituted.

I understand that this decision will not prevent me from obtaining other emergency medical care by prehospital 
emergency medical care personnel and/or medical care directed by a physician prior to my death.

I understand I may revoke this directive at any time by destroying this form and removing any “DNR” medallions.

I give permission for this information to be given to the prehospital emergency care personnel, doctors, nurses or 
other health personnel as necessary to implement this directive.

I hereby agree to the “Do Not Resuscitate” (DNR) order.

_____________________________________________________________   _________________________
Patient/Surrogate  Date

_____________________________________________________________ _________________________
Surrogate’s Relationship to Patient Patient’s Medical Record #

___________________________________    _____________________________ ___________________
Witness Signature Print Name Date

I affirm this directive is the expressed wish of the patient/surrogate, is medically appropriate, and a copy of this 
form is in the patient’s permanent medical record.

In  the  event  of  a  cardiac  or  respiratory  arrest,  no  chest  compressions,  assisted  ventilations,  intubation, 
defibrillation, or cardiotonic medications are to be initiated.

_______________________________________________________ _________________________
Physician’s Signature Date

_______________________________________________________
Print Name

THIS FORM WILL NOT BE ACCEPTED IF IT HAS BEEN AMENDED OR ALTERED IN ANY WAY.
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