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Legislation
 On 12/21/11 Gov. Christie signed legislation that

enables patients to indicate their preferences
regarding life sustaining treatment.
 POLST - The law called for the creation of a
standardized Practitioner Orders for Life Sustaining
Treatments (POLST) form that is signed by the
patient’s practitioner/APN and the patient/surrogate
which provides instructions for health care personnel
to follow for a range of life-prolonging interventions.

POLST
 This form becomes part of the patient’s medical

records, follows the patient from one health facility to
another, including the hospital, the home, the nursing
home, the assisted living facility(ALF) or the hospice
facility.
 On 2/22/13 the new POLST form was unveiled at a
news conference with the N.J. Hospital Assoc.
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POLST
 Practitioner Orders for Life Sustaining Treatment
 Once this form is completed it becomes a

transportable medical order for the seriously ill or
those who are medically frail with limited life
expectancy regardless of their age.

Why POLST?
 POLST was developed in response to seriously ill

patients receiving medical treatments that were not
consistent with their wishes
 The Goal of POLST is to provide a framework for the
DO’s and DON’TS a patient may request

What is Included?
 Goals of care for the patient
 Preferences regarding cardiopulmonary resuscitation

attempts
 Preferences regarding the use of intubation and

mechanical ventilation for respiratory failure
 Preferences for the use of Artificial Nutrition and

Hydration (ANH)
 Any Other preferences of medical intervention desired

or not desired
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NJ POLST
 It is not mandated by law, it is voluntary
 It does become a legal document and if followed in

good faith it does provide professionals with immunity
from civil or criminal liability
 It does not replace the Advance Directive but
compliments it

Expiration
 A POLST form does not expire, but it is recommended

that it be reviewed frequently especially if there is a
change in the medical condition or to review any
changes in preferences

Key Differences
Advance Directive vs. NJ POLST
Advance Directive

NJ POLST

Is not a medical order

Is a medical order

All adults

People of any age

Future care

Current care

Individual + 2 witnesses + notary

Individual or surrogate + doctor or ANP

3

Palliative Care and End of Life Decisions

The Art of Admission
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Objectives
 The Physician will become comfortable with using

several Evaluation Scales
 The Physician will be better able to understand

Hospice Admission Criteria

General Hospice Admission
Guidelines
Progression of disease:
 Physician’s serial assessments documenting clinical
progression of disease, with significant structural and/or
functional impairment
 Multiple ER, hospital or home visits.
Decline in functional or nutritional status:
 Karnofsky or Palliative Performance scale of <50%
 Dependence in at least 3 of 6 ADLs
 Reduced BMI

Karnofsky Performance Status
Scale Definitions Rating (%) Criteria
Able to carry on normal activity and to work; no
special care needed.
100 Normal no complaints; no evidence of
disease.
90
Able to carry on normal activity; minor signs or
symptoms of disease.
80
Normal activity with effort; some signs or
symptoms of disease.
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Karnofsky Performance Scale
Unable to work; able to live at home and care for
most personal needs; varying amount of
assistance needed.
70 Cares for self; unable to carry on normal activity or
to do active work.
60 Requires occasional assistance, but is able to care for
most of his personal needs.
50 Requires considerable assistance and frequent
medical care.

Karnofsky Performance Scale
Unable to care for self; requires equivalent of
institutional or hospital care; disease may be
progressing rapidly.
40 Disabled; requires special care and assistance.
30 Severely disabled; hospital admission is indicated
although death not imminent.
20 Very sick; hospital admission necessary; active support
treatment necessary.
10 Moribund; fatal processes progressing rapidly.
0 Dead

MOST COMMONLY REFERRED HOSPICE
DIAGNOSIS
 Alzheimer's Disease or





Other Dementias
AIDS
ALS
Cancer
End Stage Renal
Disease

Dysphagia
 Cardiac Disease
 Liver Disease
 Pulmonary Disease
 Stroke
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Do Not consider these to be exact or exclusive criteria.

DIAGNOSIS:
Cancer
 DX confirmed by

pathology or radiology
 Evidence of metastasis
or reoccurrence
 Weight loss or low BMI

 Impairment in

function depending on
type of cancer
 Ascites/Effusions
 Dyspnea
 Behavioral changes
 Infections

Diagnosis:
Pulmonary Disease
 Progression of disease

documented by frequent
ER or physician visits,
infections
 i.e. – respiratory

 Disabling dyspnea at rest,

poorly responsive to
bronchodilators
 Weight loss
 Oxygen Sat. <88% on
supplemental O2

 Measurable fatigue,

decreased ADL capacity
 Complications may include:
 Cyanosis
 Edema
 Chronic Pulmonary

Infections
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DIAGNOSIS:
Cardiac Disease
 New York Heart Assoc. Class IV: symptoms at rest;

unable to carry out normal activity. (EF <20%)
 Maximal use of cardiac meds
 Secondary conditions:
o History of cardiac arrest or resuscitation
o Unexplained syncope
o Symptomatic arrhythmia
o Embolic CVA of cardiac origin

DIAGNOSIS:
Alzheimer’s/Dementia
 FAST 7 or greater and

secondary or comorbid
conditions that together
give a prognosis of <6
months

 Secondary conditions
such as:
Pressure ulcers
Contractures
Malnutrition
Recurrent falls
Aspiration pneumonia
Sepsis

Functional Assessment Scale (FAST)
1.
2.
3.
4.

5.

No difficulty either subjectively or objectively.
Complains of forgetting location of objects. Subjective
work difficulties.
Decreased job functioning evident to co-workers.
Difficulty in traveling to new locations. Decreased
organizational capacity.
Decreased ability to perform complex task, (e.g.,
planning dinner for guests, handling personal finances,
such as forgetting to pay bills, etc.)
Requires assistance in choosing proper clothing to wear
for the day, season or occasion, (e.g. pt may wear the
same clothing repeatedly, unless supervised).
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FAST
6. Occasionally or more frequently over the past weeks for
following:
A.) Improperly putting on clothes without assistance or
cueing.
B.) Unable to bathe properly (not able to choose proper
water temp.).
C.) Inability to handle mechanics of toileting (e.g., forget
to flush toilet, does not wipe properly or properly
dispose of toilet tissue.).
D.) Urinary incontinence
E.) Fecal incontinence

FAST
7. A.) Ability to speak limited to approximately <or equal to 6
intelligible different words in the course of an average day
or in the course of an intensive interview.
B.) Speech ability is limited to the use of a single intelligible
word in an average day or in the course of an intensive
interview.
C.) Ambulatory ability is lost (cannot walk without personal
assistance).
D.) Cannot sit up without assistance (e.g.,the individual will
fall over if there are not lateral rests [arms] on the chair.)
E.) Loss of ability to smile.
F.) Loss of ability to hold up head independently.

DIAGNOSIS:
Liver Disease
 Abnormal labs
 Protime
 Albumin
 Ammonia
 Ascites or hepatic

 Active Alcoholism
 Hepatitis B with

encephalopathy
 Progressive
Malnutrition
 Muscle wasting

 Hepatocellular

HBsAg positivity
 Hepatitis C, refractory

to interferon
carcinoma
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DIAGNOSIS:
End Stage Renal Disease
 Not seeking dialysis or renal transplant
 Markedly reduced creatine clearance (<10 mL/min)
 Markedly increased serum creatine (>8 mg/dL)
 S/S of renal failure: edema, oliguria, confusion

DIAGNOSIS:
Stroke
 Palliative Performance Scale of < or equal to 40%
 Inability to maintain hydration and caloric intake
 Infections
 Skin breakdowns/pressure ulcers

 Coma or persistent vegetative state greater than three

days duration

DIAGNOSIS:
ALS
Rapid progression of impaired breathing and inadequate
nutritional intake suggest a limited prognosis.
 Impaired mobility, speech, ADLs
 Dysphagia
 Aspiration Pneumonia
 Pressure Ulcers
 Sepsis
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DIAGNOSIS:
AIDS
 CD4 Count < 25 cells/ul or viral load> 100,000
copies/ml plus one of the following







Muscle wasting
Encephalopathy
Infections
Edema
Kaposi’s sarcoma
Renal failure

 Decreased functional performance with
Karnofsky scale < or equal to 50%.

DYSPHAGIA
Difficulty Swallowing
Weight Loss
Pureed foods
No oral Intake
Pre PEG or JG tube preferable

Protein-Calorie Malnutrition
 Unintentional Weight Loss
 Patients with malnutrition risk factors:
 No eating within 5 days
 Nutrient losses (Protein losing Enteropathy)
 Serum Albumin <3.5 g/dl
 Serum Prealbumin < 15 mg/dl
 Chronic debilitating conditions:


Alcoholism, Cancer, Diabetes Mellitus, Renal
Disease, Advanced Age
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CASE


A 95 y.o. female is homebound and lives alone. Her
family lives out of state and she has not seen her
Family Physician in several months. She has been in
and out of the hospital with recurrent UTI’s and sepsis.
She has lost more than 10% of her total body weight
and now weighs 82 lbs. She is independent does not
need assistance with her ADL’s. She has no
comorbidities.
 Can we admit her to Hospice?

CASE
 Now let’s look at the same patient but now we add:
 She needs assistance with 4/6 ADL’s
 She has several comorbidities:
 HTN/CAD
 DM
 Parkinson’s
 Dementia
 Now can we admit her?
 Does she fit any of those criteria?

CASE
 A 78 y.o. Male has been living in an ALF for the past 5

years since his family was unable to care for him due to
his SDAT. He presents to the ER post falling while
being transferred from his bed to his wheelchair. He
has had multiple falls during the past year and has
recently become non-ambulatory due to a recent hip
fracture. His speech is unintelligible and he cannot
smile. He also has upper ext. contractures and a stage
3 sacral ulcer and a 10 lb. weight loss during the past 4
weeks.
 Does he meet CMS Hospice criteria?
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CASE
 An 86 y.o. female moves into the ALF you cover and

she transfers her care to you. As you review her history
you see she has had multiple recurrent heart failure
the past year. She also has angina with occ. relief with
S.L. NTG. She is on maximum cardiac meds including
diuretics and vasodilators. Her EF is 40%. She is
hypotensive and has 3+ pre-tibial pedal edema. She
has a DNR in place and also wishes DNH. She also
asks you to take her off many of her medications.
 Do you think she will expire in 6 months or less?

REFERENCES
 CMS.gov (Center for Medicare and Medicaid Services)
 Code of Federal Regulations Title 42, Vol. 2
 CMS Part 418 Subpart B
 Medicare Booklet CMS Hospice Admission Criteria

Updated: 1/3/2014
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Speaker Background
Ms. Campanella is a founding Partner of the Gallagher
Campanella LLC law firm where she focuses her practice on
healthcare regulatory and transactional matters federally and in
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services to small practices and large societies and medical groups
alike. Clients also seek her expertise when reviewing employment
agreements, formation of new practices, separation from and sale
of practices, business structuring, and surgical center licensing
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NO Conflicts of
Interest

The Legal Side of
End-of Life Care
• Legal Documents that control end-of-life care
decisions:

• Advance Directives:
– Proxy Directive (Durable Power of Attorney for
Healthcare)
– Instruction Directive (Living Will)

• Do Not Resuscitate (DNR) Order
• NJ POLST
© 2018 Gallagher Campanella LLC
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American Medical Association
Policy
• The AMA’s full policy on end-of-life care can be found at:
http://www.ama-assn.org/ama/pub/physician-resources/medical-ethics/about-ethics-group/ethicsresource-center/end-of-life-care/ama-policy-end-of-life-care.page

• The provisions specific to the aforementioned legal
documents are:
– “Opinion E-2.22 Do-Not-Resuscitate Orders
Efforts should be made to resuscitate patients who suffer cardiac or
respiratory arrest except when circumstances indicate that
cardiopulmonary resuscitation (CPR) would be inappropriate or
not in accord with the desires or best interests of the patient.”
– “Opinion E-2.225 Optimal Use of Orders Not To Intervene and
Advance Directives
More rigorous efforts in advance care planning are required in
order to tailor end-of-life care to the preferences of patients so that
they can experience a satisfactory last chapter in their lives.”
© 2018 Gallagher Campanella LLC

American Osteopathic
Association's Policy Statement

• Full policy can be found at: http://www.osteopathic.org/inside-

aoa/about/leadership/aoa-policy-search/Documents/H438-A2017-END-OF-LIFE-CARE-POLICYSTATEMENT-ON.pdf

“The American Osteopathic Association (AOA) … encourages all osteopathic
physicians to maintain competency in end of life care through educational programs
… supports the development, distribution and implementation of comprehensive
curricula to train medical students, interns, residents and physicians in end-of-life
issues; (3) urges osteopathic medical schools, and appropriate training programs to
support innovative approaches to instruction in geriatric medicine and end-of-life
care; (4) encourages all osteopathic physicians to stay current with their individual
state statutes on end of life care; (5) supports public policies which upholds a
patient’s right to a “Do Not Attempt Resuscitation” (DNAR) and/or allow natural
death (and), designation, determined by the patient or, if the patient is incompetent,
by the family, attending physicians, patient advocate, and/or Durable Power Of
Health Care Attorney (DPOA);…”
© 2018 Gallagher Campanella LLC

American Osteopathic
Association's Policy Statement
• Full policy can be found at: http://www.osteopathic.org/inside-

aoa/about/leadership/aoa-policy-search/Documents/H438-A2017-END-OF-LIFE-CARE-POLICYSTATEMENT-ON.pdf

“… (6) encourages all osteopathic physicians to engage patients
and their families in discussion and documentation of advance
care planning regarding end of life decisions; … (8) urges that
osteopathic physicians recognize the importance of cultural
diversity in perspectives on death, suffering, bereavement and
rituals at the end of life, and incorporate cultural assessment
into their comprehensive evaluation of the patient and
family;…”

© 2018 Gallagher Campanella LLC
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Advance Directives:
Proxy Directive
• Proxy Directive:
– Also known as a Durable Power of Attorney for
Healthcare.
– A patient appoints another person to make all of his or
her health care decisions should he or she ever be
incapable of making such decisions his or herself.
– Can be executed by and individual at any time.
– Does not go into effect until the individual becomes
unable to make his or her own healthcare decisions.
– Same effect for permanent and temporary inability.

© 2018 Gallagher Campanella LLC

Advance Directives:
Proxy Directive

• Patients who have or intend to execute a proxy directive should
be advised to:
– Inform his or her proxy and any potential “back-up” proxy
that he or she has been appointed as such
– Have a clear conversation with the proxy or proxies
discussing the patient’s expectations, requests and desires
should incapacitation ever occur.
• The proxy will be called upon to make health care
decisions as if he or she is the patient. If the proxy does
not know what they patient would want in any particular
situation, the proxy must make a decision based upon the
patient’s best interests.

© 2018 Gallagher Campanella LLC

Advance Directives:
Instruction Directive
• Instruction Directive:
– Also known as a Living Will.
– The patient makes specific directives and includes
specific scenarios in which he or she would or would not
want life sustaining treatment.
– Document can also include a general description of
what beliefs or general values the patient would want
decisions made based upon in the event of a scenario
not specifically addressed.

© 2018 Gallagher Campanella LLC
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Advance Directives:
Common Concerns
• Although healthcare facilities such as hospitals and ASCs
are required to ask patients if they have an Advance
Directive, no patient can be required to have one as a
condition of care.
• An Advance Directive can be executed in any state and it
will still be valid in New Jersey.
• Once the patient regains the ability to make his or her own
decisions, the Advance Directive is no longer of any effect
and the proxy, if applicable, no longer has any authority to
make decisions for the patient.

© 2018 Gallagher Campanella LLC

Advance Directives:
Definitions
• Life Sustaining Treatment – “any medical device or
procedure that increases your life expectancy by restoring
or taking over a vital bodily function.” This can include
drugs, machines, surgery, therapy and artificial fluids and
nutrition.
• Permanently Unconscious – “permanently lost the ability
to interact with [the] environment and are completely
unaware of your surroundings.”
• Terminal Condition – “the final stage of a fatal illness,
disease or condition.” This does not require a diagnosis of
any specific amount of time left to live.

Definitions from: http://www.nj.gov/health/advancedirective/ad/forums-faqs/

© 2018 Gallagher Campanella LLC

Advance Directives:
Technicalities
• It is not necessary to retain an attorney to complete an
Advance Directive.
• In order to be valid, an Advance Directive must be signed
and dated by the patient and either (i) be notarized or (ii)
be signed and dated by two witnesses. The individual
named as a proxy cannot be a witness.
• An Advance Directive can be replaced with a new Advance
Directive at any time. Dating all Advanced Directives is
critical.
• Advance Directives can be cancelled verbally or in writing
at any time.
© 2018 Gallagher Campanella LLC
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Advance Directives:
Technicalities
• While many patients choose to have an Advance Directive
that includes both an Instruction Directive and a Proxy
Directive it is not required to have both. Each can be
entirely independent without the other.
• A patient can only have one Proxy; however he or she can
require that proxy to consult with other named individuals
before making any decisions on the patient’s behalf.
• A Proxy cannot be held responsible for any of the patient’s
medical costs.

© 2018 Gallagher Campanella LLC

How to Select a Proxy
• A Proxy should be someone who:
– Knows the patient’s wishes, values, beliefs and
desires very well.
– Will follow the patient’s wishes even if those
wishes conflict with the wishes of the Proxy.
– Can be a strong advocate for the patient even
when confronted with difficulty from other
friends, family members and loved ones.

© 2018 Gallagher Campanella LLC

Sample Proxy Directive
Page One
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Sample Proxy Directive
Page Two

Sample Instruction Directive
Page One

Sample Instruction Directive
Page Two
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Sample Instruction Directive
Page Three

Sample Instruction Directive
Page Four

Sample Instruction Directive
Page Five

7

Legal Issues at the End of Life

Do Not Resuscitate Orders
• “DNR” is a medical order prohibiting the automatic
application of Cardiopulmonary Resuscitation (CPR) in
the event of cardiac arrest.
• DNR orders are typically used for patients who are very ill
and are either not likely to survive CPR or, if survival is a
possibility, such survival will only prolong pain and
suffering and ultimate death.
• DNR orders can be implemented both inside and outside
of the hospital.

© 2018 Gallagher Campanella LLC

Do Not Resuscitate Orders
• In-Hospital DNR Orders:
– The patient requests that the treating physician write a DNR order
in the patient chart OR such an order is documented in the patient
chart as the result of wishes expressed in an Advance Directive.
– The order, once consented to by the patient, must be clearly
documented in the patient’s chart.
– In the event a patient with a DNR order is to undergo a surgical
procedure, he or she has the option of suspending or cancelling the
DNR for the surgical procedure and re-instating it thereafter.
Cancellation and re-institution must both be clearly documented in
the patient’s chart.

© 2018 Gallagher Campanella LLC

Do Not Resuscitate Orders
• Out-of-Hospital DNR Orders:
– In New Jersey, physicians are permitted to write DNR orders for
patients who choose to spend the end of life in their home, rather
than the hospital.
– The patient and his or her family and/or caretakers will more
readily call 911 for medical emergencies if there is no fear of
unwanted CPR.
– Hospitals and physicians have developed special DNR order forms
for home use and patients may also opt to wear a DNR bracelet.
The form must be prominently displayed and readily available for
EMS personnel.

© 2018 Gallagher Campanella LLC
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Do Not Resuscitate Orders
• A DNR Order ONLY MEANS NO CPR. All other
treatments are authorized and should be provided.
• An Advance Directive alone is insufficient to function as a
DNR Order – the DNR Order must be requested and
documented in the patient chart based on the wishes
expressed in the Advance Directive.
• EMS personnel in New Jersey are trained to honor DNR
Orders.

© 2018 Gallagher Campanella LLC

What is POLST?
P: Practitioner
O: Orders for
L: Life
S: Sustaining
T: Treatment

© 2018 Gallagher Campanella LLC

Origins of POLST
• 1991 – National POLST Paradigm is formed
in Oregon as a result of medical ethicists
discovery that patients end-of-life wishes
were not consistently honored.
• The initiative quickly spread to other states.
Some of the first states to form their own
programs were New York, Pennsylvania,
Washington, West Virginia and Wisconsin.
© 2018 Gallagher Campanella LLC
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Origins of POLST
• September 2004 – National POLST
Paradigm Task Force (NPPTF) convened
on an informal basis with original members
from New York Oregon, Pennsylvania,
Washington, West Virginia and Wisconsin.
• Talks began on an informal basis with the
purpose of exchanging ideas for state
programs.
© 2018 Gallagher Campanella LLC

Origins of POLST
• NPPTF was formalized and the National
POLST Office is headquartered at the Oregon
Health & Science University Center for Ethics.
• Standards for state POLST programs were
developed and the National POLST Office
offers support and resources to all state
POLST programs.
http://www.polst.org/

© 2018 Gallagher Campanella LLC

New Jersey’s POLST Program
• Currently a “Developing” program
• Signed into law by Governor Chris Christie
in December 2011
• Program website: http://www.njha.com/qualitypatient-safety/advanced-care-planning/polst/

© 2018 Gallagher Campanella LLC
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New Jersey’s POLST Program
• Available online in English, Spanish, Korean &
Vietnamese.
• Educational resources for physicians, practitioners
and patients are also available online.

© 2018 Gallagher Campanella LLC

Who is POLST for?
• Seriously ill patients with:
Life-limiting advanced illness
Advanced frailty with significant weakness
Difficulty with daily personal activities
Possibility to lose decision making capacity within the
year
– Chronic illness and frequent contact with the healthcare
system
– Illnesses requiring residence in long-term care facilities
–
–
–
–

© 2018 Gallagher Campanella LLC

Who is POLST NOT for?
• Healthy patients
• Medically stable patients
• Patients who may have functionally disabling
problems but still have many years of life
expectancy
• Individually seeking to “replace” and Advance
Directive

© 2018 Gallagher Campanella LLC
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POLST & Advance Directives
ADVANCE DIRECTIVE

POLST

Not a medical order; requires evaluation by a
physician of the individual’s
diagnosis/prognosis and preferences with
regard to present condition. Usually
treatments cannot be limited in an
emergency situation with only an Advance
Directive. Therefore, unwanted treatments
and interventions may be applied.

Is a medical order that guides the care
provided by all healthcare providers.

Helps people communicate treatment
preferences in advance of a serious illness
and designates a proxy to make decisions
should the individual lose capacity to do so

Reflects the individual’s goals of care and
wishes around care near/at the end of life
and transforms them into actionable orders
that must be followed by all healthcare
professionals.

Recommended for all adults with decisionmaking capacity.

Recommended for individuals with advanced
illness, frailty or strong preferences about
medical interventions in their current state of
health.

From: http://www.njha.com/media/85298/PolstGuide.pdf

POLST & DNR
• POLST completely replaces and invalidates
any Out of Hospital DNR form previously
filled out by a patient.
• A DNR, like a POLST, is a medical order
and would be invalidated by any subsequent
medical order such as a POLST.

© 2018 Gallagher Campanella LLC

The POLST Form
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The POLST Form

The POLST Form

The POLST Form
• POLST must be signed by the patient and
the patients physician or APN
• Special HIPAA authorization is not needed
to share a POLST form with other
healthcare providers
• Any section which is not completed is
interpreted as an election for full treatment

© 2018 Gallagher Campanella LLC
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The POLST Form
• Section A – Goals of Care:

– The only section of POLST which is not a
medical order
– Intended to let the patient review and express
their goals and what they want to achieve with
the POLST
• For example:

– Longevity, cure, remission; quality of life;
attendance at a future family event; live without
pain; participate in daily activities (eating,
gardening, etc.)
© 2018 Gallagher Campanella LLC

The POLST Form
• Section B – Medical Interventions
• Section C – Artificially Administered Fluids
and Nutrition
• Section D – Cardiopulmonary Resuscitation
(CPR)
These sections are all specific medical orders
with options for care selected by the patient.

© 2018 Gallagher Campanella LLC

The POLST Form
• Section E – Authorizations for a surrogate
to modify or revoke the POLST
• Section F – Authorizing signatures and
option for Anatomical Gift.

© 2018 Gallagher Campanella LLC
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Who Gets Copies?
• Primary Care Provider
• Designated Proxy and any Alternate Proxy
• Family Members
• Any Treating Provider
• Any facility to which the patient is admitted
for either acute or long-term care should
always have a copy.

© 2018 Gallagher Campanella LLC

Fees for Advance Care Planning
• Beginning January 1, 2016 the Medicare Physician
Fee Schedule included codes to bill for physician
time spent with patients discussing End-of-Life
Care Planning.
– Code 99497; first 30 minutes of discussion with
patient of advance care planning including
filling out of and/or explanation of forms
– Code 99498; each additional 30 minutes

© 2018 Gallagher Campanella LLC

Fees for Advance Care Planning
• Be sure that the minimum amounts of time
necessary to bill these codes are spent with each
patient
• Presently, there is no frequency limitation
regarding how frequently these codes can be used
per beneficiary; however, be sure that
documentation of the need for frequent and/or
repeat consultations is clear in the patient record

© 2018 Gallagher Campanella LLC
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Fees for Advance Care Planning
• Medicare will also expect to see that the
beneficiary was given a clear opportunity to
consent or decline advance care planning services
– Use a written consent form; have the patient sign a
consent for the services prior to provision of services
– Document, document, document! All physicians and
providers should consult with their Medicare and/or
private insurance contacts regarding each program’s
specific documentation requirements to bill for such
services.

© 2018 Gallagher Campanella LLC

End-of-Life Care
Questions?
Please feel free to email the speaker at
Gina@GCHealthLaw.com
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