
Patient Last Name/First Name: __________________________________________________________________________________________
Address (optional): ____________________________________________________________________________________________________
Date of Birth: _____/_____/_____

PURPOSE: A MOLST form is a set of medical orders intended to guide medical treatment based on this patient’s current medical condition 
and goals of care. Each health care provider shall follow the orders listed on a valid MOLST form. Completing a MOLST form is always voluntary 
for the patient.

HIPAA PERMITS DISCLOSURE OF MOLST TO ANY HEALTH CARE PROFESSIONAL AS NEEDED FOR PATIENT CARE.
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CONNECTICUT
Medical Orders for Life-Sustaining Treatment 

(MOLST)

DIAGNOSIS

 End Stage Serious Life-Limiting Illness [specify] ____________________________________________________ AND/OR     
 Advanced Chronic Progressive Frailty ________________________________________________________________

GOALS OF CARE
ALL selections include symptom management for comfort.
 Full Treatment: Goal is to prolong/sustain life; no limitations to treatment and interventions.

 Selective Treatments: Goal is to prolong/sustain life with limitations as designated below.
Transfer to hospital if treatment needs, including comfort, cannot be met in current location  YES        NO

 Comfort-Focused Treatments: Goal is to maximize comfort while allowing a natural death.
Transfer to hospital if comfort needs cannot be met in current location     YES       NO

A
CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing

  DO attempt CPR   Do NOT attempt CPR 
       (must choose Full Treatment)          (no compressions, no intubation)

B
RESPIRATORY SUPPORT: Patient has a pulse, but breathing is inadequate

  DO attempt endotracheal intubation   Do NOT attempt endotracheal intubation       Undecided
  DO use CPAP or BiPAP    Do NOT use CPAP or BiPAP                                Undecided

C
MEDICAL HYDRATION & NUTRITION (e.g., IV; feeding tubes)

 DO Use medical hydration  Do NOT use medical hydration                     Undecided
 DO Use medical nutrition                Do NOT use medical nutrition                                          Undecided

D
RENAL DIALYSIS (refers to all renal replacement therapies)

 DO use dialysis   Do NOT use dialysis     Undecided

E

OTHER TREATMENT PREFERENCES

  DO use antibiotics/antivirals   Do NOT use antibiotics/antivirals       Undecided

  DO use blood products    Do NOT use blood products     Undecided

  DO use vasopressor drugs   Do NOT use vasopressor drugs    Undecided

Additional Treatment Preferences (write below) 
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

CT MOLST Forms, Educational Materials, Guidelines for Persons with Disabilities, Guidelines for Providers and Patients, 
MOLST Overview & Frequently Asked Questions are available at:

 https://portal.ct.gov/dph/about/molst

https://portal.ct.gov/dph/about/molst


Patient’s Name: _________________________________________________________________________________________

Address: (optional) ______________________________________________________________________________________

Date of Birth: _______/______/_______________

REQUIRED SIGNATURE OF PATIENT OR LEGALLY AUTHORIZED REPRESENTATIVE (LAR)

The signature of the patient or legally authorized representative confirms that the completion of MOLST was voluntary and 
reflects the goals of care and preferences regarding specific interventions.  The signature below confirms that this form represents 
the patient’s wishes if known or if the wishes are not known reflects the patient’s best interests.

X______________________________________________________________ ______________________ Date

Signature of Patient or Legally Authorized Representative  

Print Name _____________________________________________________

Mark Appropriate Relationship to the Patient Below if Signing as Legally Authorized Representative:  (all that apply) 

 Parent of a Minor           Guardian   Health Care Representative

REQUIRED SIGNATURE OF PHYSICAN, ADVANCED PRACTICE NURSE OR PHYSICIAN ASSISTANT

Signature of physician (MD/DO), advanced practice registered nurse (APRN), or physician assistant (PA-C) is an attestation that the 
provider completed the mandated MOLST provider training and that this form was completed voluntarily and in compliance with 
CGS 19a-580h and any regulations adopted thereunder and represents the MOLST discussion with the patient or their LAR.

X _____________________________________________________________          _______________________ Date

Signature of MD, DO, APRN, or PA-C   

Print Name _____________________________________________________  _______________________ Phone Number

COMPLETING MOLST 

1. All patients should receive full attention to their 
comfort, respect for their dignity, and engagement 
in caring conversations.

2. MOLST is NOT intended for those with significant 
disabilities who choose to live with the assistance 
of life supporting interventions, e.g., medical 
feeding or ventilators.

3. Individuals with disabilities have the same legal and 
moral right to  access high quality end-of-life care 
as people who do not have disabilities and may be 
eligible for MOLST if they so choose.

4. Completion of this form follows a MOLST discussion 
with the patient or one’s legally authorized 
representative voluntarily.

If an interpreter was utilized print information below:

Name ________________________________________

ID # ______________     Service ___________________

Language _____________________________________

USING MOLST

1. MOLST are a set of medical orders; MOLST differs from Advance 
Directives (appointment of a health care representative and/or a living 
will); patient may have both Advance Directives and a MOLST.  

2. These orders are effective immediately upon signature; patient may 
keep paper form, if any. Photocopy, fax, and electronic copies are 
valid.  

3. Encourage the patient to bring the form to all medical appointments 
and/or admissions to healthcare facilities.

4. This form may be reviewed and revised using the section below. Any 
substantive change to these orders requires the form to be voided 
and a new form completed; write VOID in large letters across both 
pages of any paper form.

5. Review goals of care and treatment preferences as clinically 
appropriate according to disease progression and/or when the patient 
is transferred to a different care setting or level of care and/or if 
patient preferences change.

6. The patient or the legally authorized representative who signed the 
form may revoke it at any time and/or request to receive previously 
refused medically-indicated treatments.

7. If the patient has a Do-Not-Resuscitate (DNR) order and has a DNR 
bracelet, it is still valid if A says DO NOT attempt CPR.

Date of Review Reviewer Location  No Changes
 Form Voided New Form Completed
 Form Voided – No New Form

Date of Review Reviewer Location  No Changes
 Form Voided New Form Completed
 Form Voided – No New Form
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