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POLICY #19 INFORMED CONSENT AND PERSON AGED < 18 YEARS

 
 
 

Informed Consent And Person Aged <18 Years Protocol 
 
 

A person, aged less than 18 years, is considered an adult, capable of providing 
informed  consent and refusing medical care, if any of the following criteria are 
met or situations  exist: 

 
1. The person has been married or is the parent of a child (as evidenced 
by a statement by that person attesting to the same.) 
 
2. The person is pregnant (as evidence by a statement by the person 
attesting to the same.) 
 
3. The person, who is the parent of a child, may provide informed consent 
or refusal of medical care for their child (as evidenced by a statement by 
the person attesting to that parent - child relationship). 
 
4. When, in a NYS Certified EMS Provider’s judgement, an emergency 
exists and a person is in immediate need of medical attention, and an 
attempt to secure consent would result in a delay of treatment which 
would increase the risk to the person’s life or health, emergency medical 
services may be rendered without a parent’s or guardian’s consent. 
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POLICY #20 ID BADGES FOR EMS PERSONNEL

 
Purpose:  To establish guidelines for issuing Southern Tier Regional EMS identification 
credentials to those personnel who are active members of agencies within the STREMS 
system. 
 
General Requirements:  STREMS identification credentials shall be provided only to 
personnel who are active members of a recognized EMS agency, authorized by their 
agency and/or Service Medical Director to provide emergency care. 

1. Identifications shall be valid: for certified providers, identification would be valid 
until the date their state certification lapsed, but not more than 36 months; for 
non-certified responders the identification will be valid for 12 months. 

2. No identification shall be issued to any person who is not affiliated with an 
agency. 

3. Requests for badges must be made in writing. 
4. Requests must be made on official agency letterhead. 
5. Requests for identification badges will only be accepted from an agency CEO or 

designee. 
6. All personnel, regardless of title, shall have completed ICS-100 and ISC-700. 

 
Identification Titles:  Identification badges issued under authority of this policy shall 
be clearly labeled to reflect the level of training of each providers, as follows: 

1. Paramedic 
2. AEMT-CC 
3. AEMT-I 
4. EMT 
5. CFR 
6. Driver 
7. Non-Certified Responder (NCR) 

 
Minimum Standards:  Minimum standards for each level of training are listed below. 
It shall be the responsibility of each agency CEO to verify personnel compliance with 
these minimum standards. Identification badges will NOT signify competence of the ID 
holder, nor does issuance imply endorsement by the REMSCo or REMAC. The purpose 
of the badge is solely to identify a provider as an authorized member of a regionally 
recognized EMS agency. 
 
1. Paramedic 

a. Current New York State AEMT-P certification 
b. ACTIVE Status within STREMAC Credentialing System 

2. AEMT-CC 
a. Current New York State AEMT-CC certification 
b. ACTIVE Status within STREMAC Credentialing System 
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3. AEMT-I 
a. Current New York State AEMT-I certification 
b. Current CPR certification 

4. EMT-B 
a. Current New York State AEMT-B certification 
b. Current CPR certification 

5. CFR 
a. Current New York State AEMT-CFR certification 
b. Current CPR certification 

6. Driver 
a. Current CPR certification 
b. Evidence supplied by agency of driver qualification 

7. NON-CERTIFIED RESPONDER. To be eligible for issuance of the NCR identification, 
personnel shall have completed the following: 
a. OSHA required Blood borne Pathogens training 
b. Confidentiality and/or HIPAA training 
c. Basic agency operations training 
d. Lifting and moving, general scene safety. 
e. CPR/AED certification 

 
Identification badges shall remain the property of STREMS Council, and may be revoked 
at any time for cause. Sponsoring agencies are required to immediately report to 
STREMS any lost or stolen identification badges. It is the responsibility of each agency 
to ensure the return of identification badges from personnel who no longer meet these 
requirements or who leave the agency. 
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APPENDIX NEW YORK STATE COUNTY LAW
ARTICLE 17-A

 
§673. Deaths concerning which a coroner, coroner and coroner's physician or 

medical examiner has jurisdiction to investigate. 
 
 1. A coroner or medical examiner has jurisdiction and authority to investigate the death of 

every person dying within his county, or whose body is found within the county, which is 
or appears to be: 

 
  (a) A violent death, whether by criminal violence, suicide or casualty; 
  (b) A death caused by unlawful act or criminal neglect; 
  (c) A death occurring in a suspicious, unusual or unexplained manner; 
  (d) A death caused by suspected criminal abortion; 
  (e) A death while unattended by a physician, so far as can be discovered, or where no 

physician able to certify the cause of death as provided in the public health law and 
in form as prescribed by the commissioner of health can be found; 

  (f) A death of a person confined in a public institution other than a hospital, infirmary or 
nursing home. 

 
 2. When a coroner is not a physician duly licensed to practice medicine in this state, the 

jurisdiction and authority specified in this section must be exercised jointly by the 
coroner and coroner's physician. 

 
§674. Manner of investigation. 
 
 1. When a coroner or medical examiner is informed of the occurrence of a death within his 

jurisdiction as defined in section six hundred seventy-three, he shall go at once to the 
place where the body is and take charge of it.  If the coroner is not a physician duly 
licensed to practice medicine in this state, he shall at once notify and designate a 
coroner's physician to act with him.  If no coroner's physician is available, he shall 
employ and designate a physician qualified to make postmortem examinations and 
dissections and to testify thereon, and the physician so employed shall be deemed a 
coroner's physician for the purpose of the investigation, and any statute referring to a 
coroner's physician shall be applicable to him so far as concerns that investigation.  Such 
coroner's physician so notified or employed, and designated, shall also go to the place 
where the body is, and the coroner and such coroner's physician shall jointly take 
charge of the body.  Notwithstanding any general, special or local law, the coroner, or 
coroner and coroner's physician, or the medical examiner, shall have authority to the 
extent required for the investigation to remove and transport the body upon taking 
charge of it. 

 
 ...continued 
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 2. The coroner, or the coroner and coroner's physician, or the medical examiner, shall fully 

investigate the essential facts concerning the death, taking the names and addresses of 
as many witnesses thereto as it may be practicable to obtain, and before leaving the 
premises shall reduce all such facts to writing.  He or they shall take possession of any 
portable object which, in his or their opinion, may be useful in establishing the cause of 
means of death. 

 
 3. (a) In the course of the investigation, the coroner or coroner and coroner's physician, or 

the medical examiner, shall make or cause to be made such examinations, including 
an autopsy, as in his or their opinion are necessary to establish the cause of death, 
or to determine the means or manner of death, or to discover facts, the 
ascertainment of which is requested in writing by a district attorney, or a sheriff, or 
the chief of a police department of a city or county, or the superintendent of state 
police, or the commissioner of correction; provided, that if the coroner is not a 
physician duly licensed to practice medicine in this state, the determination whether 
an autopsy or any subsequent examination or analysis of tissue or organs is 
necessary shall be made by the coroner's physician, and any such autopsy, 
examination or analysis shall be made by him or at his direction, and provided 
further that, if so provided by local law of the county, written concurrence of the 
district attorney or the county health officer or the sheriff, or written concurrence of 
all or any of them, as the local law shall specify, shall be required for any 
determination by a coroner's physician under this subdivision whether acting as such 
physician or as deputy coroner pursuant to subdivision four-b of section four 
hundred of this chapter, or for any determination by the medical examiner, than an 
autopsy or any subsequent examination or analysis of tissue or organs is necessary.  
The authority to make any examination as provided in this section includes authority 
to remove, retain and transport or send, for the purpose of the examination, any 
tissue or organs and any portable object. 

 
   (b)  The coroner or coroner and coroner's physician, or the medical examiner, also 

shall make or cause to be made, quantitative tests for alcohol on the body of every 
operator of a motor vehicle or a pedestrian eighteen years of age or older who was 
involved in and died as a result of a motor vehicle accident; provided, however, such 
tests shall not be made pursuant to the provisions of this paragraph if such coroner, 
coroner's physician or medical examiner has actual knowledge that the decedent is 
of a religious faith which is opposed to such test on religious or moral grounds.  
Such results shall be used only for the purpose of compiling statistical data and shall 
not be admitted into evidence or otherwise disclosed in any legal action or other 
proceeding. 

 
 4. A coroner, coroner's physician or medical examiner shall have power to subpoena and 

examine witnesses under oath in the same manner as a magistrate in holding a court of 
special sessions. 
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State of New York 
Department of Health 

 
Nonhospital Order Not to Resuscitate 

(DNR Order) 
 

Person=s Name   
 
Date of Birth  / /  
 
 
Do not resuscitate the person named above. 
 
 
 
 
 
 

Physician=s Signature   
 

Print Name    
 

License Number    
 

Date   / /  
 
It is the responsibility of the physician to determine, at least every 90 days, 
whether this order continues to be appropriate, and to indicate this by a 
note in the person=s medical chart. The issuance of a new form is NOT 
required, and under the law this order should be considered valid unless it 
is known that it has been revoked. This order remains valid and must be 
followed, even if it has not been reviewed within the 90 day period. 
 
DOH-3474 (2/92) 



 

 SEND FORM WITH PATIENT/RESIDENT WHENEVER TRANSFERRED OR DISCHARGED 
Last Name of Patient/Resident 

First Name/Middle Initial of Patient/Resident 

MOLST 
Medical Orders for Life-Sustaining Treatment  

Do-Not-Resuscitate (DNR) and 
 other Life-Sustaining Treatments (LST) 

 

This is a Physician’s Order Sheet based on this patient/resident’s current medical condition 
and wishes.  It summarizes any Advance Directive.  If Section A is not completed, there are 
no restrictions for this section. When the need occurs, first follow these orders, then contact 
physician. Any section not completed implies full treatment for that section.  

Patient/Resident Date of Birth 

This form should be reviewed and renewed periodically, as required by New York State and Federal law or regulations, and/or if: 
 The patient/resident is transferred from one care setting or care level to another, or 
 There is a substantial change in patient/resident health status (improvement or deterioration), or 
 The patient/resident treatment preferences change 

Section 

A 
Check One 
Box Only 

 
 

RESUSCITATION INSTRUCTIONS (ONLY for Patients in Cardiopulmonary Arrest):  
(If patient/resident has no pulse and/or no respirations) 

�    Do Not Resuscitate (DNR)*  [DNR = No cardiopulmonary resuscitation, endotracheal intubation or mechanical ventilation] 

�    Full Cardio-Pulmonary Resuscitation (CPR) – No Limitations 
  

* For incapacitated adults; and/or for therapeutic or medical futility exceptions; and/or for residents of OMH, OMRDD or correctional 
facilities, also complete relevant sections of Supplemental DNR Documentation Form for Adults. For minor patients, also complete 
Supplemental DNR Documentation Form for Minors. For patients in the community, also complete NYS DOH Nonhospital DNR Form, 
unless located in Monroe or Onondaga Counties.   

DNR (CPR) CONSENT OF PATIENT/RESIDENT WITH DECISION-MAKING CAPACITY:    
Section A reflects my treatment preferences.   
      

____________________________________    ___________________________   _______________ 
         Patient/Resident Signature       � Check if verbal consent                     Print Patient/Resident Name                    Date 
 

_______________________________________________________    _________________________________________    ______________________ 
  Witness of Patient/Resident Signature or Verbal Consent                                 Print Witness Name                    Date 
 
 

Section 

B  
Patient/ 

Resident/ 
Health Care 

Agent or 
Surrogate 
Decision-

Maker 
Consent for 
Section A 

 
 

Complete 
one of the 

subsections 
of Section B 
 

DNR (CPR) CONSENT OF HEALTH CARE AGENT (HCA) OR SURROGATE DECISION-
MAKER FOR PATIENT / RESIDENT WITHOUT DECISION-MAKING CAPACITY:  This document 
reflects what is known about the patient/resident’s treatment preferences.  For Patient/Resident without decision-making capacity, 
or when medical futility or therapeutic exception is used, Supplemental MOLST Documentation Form MUST be completed and 
should always accompany this MOLST Form. If patient/resident has a legal and valid DNR previously completed while 
patient/resident had capacity, attach to MOLST. � Prior form attached  �  Supplemental Documentation Form completed 
 

________________________________   ________________________    ____________________ 
  HCA/Surrogate Signature     � Check if verbal consent                   Print Name                      Date 
 

Relationship to Patient/Resident: ___________________________________________________________ 
 

________________________________   ________________________    ____________________ 
                           Witness Signature                                                        Print Witness Name                                                 Date 
(Must witness HCA/surrogate signature or verbal/telephone consent)  

Section 

C 
Physician 
Signature 

for Section A 
and B 

  

Physician Signature for Sections A and B:   
 

____________________________________    ___________________________   _______________ 
                              Physician Signature                                                                     Print Physician Name                    Date 
    (Must Witness Patient/Resident Signature or Verbal Consent)                 
 

Physician License #:  ____________________________________       Physician Phone/Pager #:  __________________________________________ 

It is the responsibility of the physician to determine, within the appropriate period, (see below) whether this order continues to be 
appropriate, and to indicate this by a note in the person’s medical chart. The issuance of a new form is NOT required, and under the law 
this order should be considered valid unless it is known that it has been revoked. This order remains valid and must be followed, even if it 
has not been reviewed within the appropriate time period. The physician must review these orders as follows:   Hospital: at least every 
7 Days;  Nursing Home/Skilled Nursing Facility: at least every 60 Days;  Nonhospital/Community Setting: at least every 90 Days 

Section 

D 
 

ADVANCE DIRECTIVES:   Patient/Resident has completed an additional document that provides 
guidance for treatment measures if he/she loses medical decision-making capacity:  
 

  � Health Care Proxy          � Living Will  
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HIPAA Permits Disclosure of MOLST to Other Health Care Professionals as necessary  
 

ORDERS FOR OTHER LIFE-SUSTAINING TREATMENT AND FUTURE 
HOSPITALIZATION:   (If patient/resident has pulse and/or is breathing)  

 

This Section is “optional” depending on clinical circumstances and setting.  Complete only those sub-sections that 
are relevant.  Blank subsections can be completed at a later date. If patient has decision-making capacity, patient 
should be consulted prior to treatment or withholding thereof. After confirming consent of appropriate decision-
maker, physician must sign and date each subsection at the time of completion.  

ADDITIONAL TREATMENT GUIDELINES:  (Comfort measures are always provided.) 
�  Comfort Measures Only – The patient is treated with dignity and respect.  Reasonable measures are made to offer food and 

fluids by mouth.  Medication, positioning, wound care, and other measures are used to relieve pain and suffering.  Oxygen, suction 
and manual treatment of airway obstruction are used as needed for comfort.  Do Not Transfer to hospital for life-sustaining 
treatment. Transfer if comfort care needs cannot be met in current location.   

�  Limited Medical Interventions - Oral or intravenous medications, cardiac monitoring, and other indicated treatments are 
provided except as specified in Sections A or E. Guidance about acceptable/unacceptable interventions relevant to this 
patient/resident may be written under “Other Instructions” below. Transfer to the hospital as indicated. 

�  No Limitations on Medical Interventions - All indicated treatments  
      are provided except as specified in Sections A. Transfer to the hospital is 

indicated, including intensive care.                              
                    

MD Signature:                                          Date: 

ADDITIONAL INTUBATION AND MECHANICAL VENTILATION INSTRUCTIONS: If patient/ 
resident is DNR, and has progressive or impending pulmonary failure without acute cardiopulmonary arrest: 
�  Do Not Intubate (DNI)      
�  A trial period of intubation and ventilation  
�  Intubation and long-term mechanical ventilation, if needed    MD Signature:                                          Date: 

FUTURE HOSPITALIZATION / TRANSFER:  (For long-term care residents and home patients) 
�  No hospitalization unless pain or severe symptoms cannot be otherwise controlled.      

�  Hospitalization with restrictions outlined in Sections A and E. MD Signature:                                       Date: 

ARTIFICIALLY ADMINISTERED FLUIDS AND NUTRITION:  (If Health Care Agent makes 
decision, it must be based on knowledge of patient/resident’s wishes.)                                                       
�  No feeding tube (offer food/fluids as tolerated)         �  No IV Fluids (offer food/fluids as tolerated) 
�  A trial period of feeding tube                           �  A trial of IV fluids       
�  Long-term feeding tube, if needed       MD Signature:                                       Date: 

 ANTIBIOTICS:  
�  No antibiotics (except for comfort) 

               

�  Antibiotics 
MD Signature:                                       Date: 

OTHER INSTRUCTIONS:  (May include additional guidelines for starting or stopping treatments in 
sections above or other directions not addressed elsewhere.)                             
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 MD Signature:                                       Date: 

 
Section  

E 
 
 
 
 
 
Physician 
may 
complete 
form for 
patient with 
capacity or 
with Health 
Care Agent. 
Include 
Section E 
consent. 

 
 
 

 
 
Physician may 
complete form 
for 
incapacitated 
patients 
without Health 
Care Agent 
only with 
clear and 
convincing 
evidence. 
Include 
Section E 
consent. 
 
 
 
Physician 
should 
consult legal 
counsel for 
MR/DD 
patients 
without 
capacity. See 
Surrogate’s 
Court 
Procedure 
Act §1750-B. 
 
Section E  
 Consent 
 

CONSENT FOR SECTION E OF PERSON NAMED IN SECTION B: Significant thought has 
been given to life-sustaining treatment. Patient/resident preferences have been expressed to the physician and this 
document reflects those treatment preferences. As the medical decision-maker, I confirm that the orders 
documented above in Section E reflect patient/resident’s treatment preferences.  
 

___________________________    __________________________    __________________  
Signature           �  Check if verbal consent                        Print Name                                 Date 
 
 



 

SEND FORM WITH PATIENT/RESIDENT WHENEVER TRANSFERRED OR DISCHARGED 
Last Name of Patient/Resident 

First Name/Middle Initial of Patient/Resident 

RENEW / REVIEW INSTRUCTIONS 
MOLST (DNR and Life-Sustaining Treatment) 

  This form should be reviewed and renewed periodically, as required by 
  New York State and Federal law or regulations, and/or if: 

 The patient/resident is transferred from one care setting or care  
      level to another, or 

 There is a substantial change in patient/resident health status 
      (improvement or deterioration), or 

 The patient/resident treatment preferences change 
 

Patient/Resident Date of Birth 

How to Complete the MOLST Form 
 

MOLST must be completed by a health care professional, based on patient preference and medical indications. 
MOLST must be signed by a NYS licensed physician to be valid.  Verbal orders are acceptable with follow-up signature by a 

physician in accordance with facility/community policy. 
If patient/resident has a legal and valid DNR previously completed while patient/resident had capacity, attach to MOLST. 
Use of original form is strongly encouraged.  Photocopies and FAXes of signed MOLST are legal and valid. 

 

How to Review MOLST Form: 
 

Step 1: Review Sections A through E 
Step 2: Complete Section F below:  
                2a. If no changes, sign, date and check the “No Change” box. 

 2b.For additions to Section E “optional” directives, complete the relevant subsections(s) after securing consent from 
the appropriate decision-maker, sign and date subsection(s) in Section E.  Then sign, date and check “Changes-
Additions only” in box below. 

 2c.For substantive changes, (i.e. reversal of prior directive), write “VOID” in large letters on pages 1 and 2, and 
complete a new form.  Check box marked “FORM VOIDED, new form completed”.  (RETAIN voided MOLST 
form in chart or medical record, or as required by law.) 

 2d.If this form is voided and no new form is completed, full treatment and resuscitation will be provided. Write 
“VOID” in large letters on pages 1 and 2 and check box marked “FORM VOIDED, no new form.” (RETAIN 
voided MOLST form in chart or medical record, or as required by law.) 

 

Review of this MOLST Form 
 

Date Reviewer’s Name  
and Signature 

Location of Review Outcome of Review 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

 
Section 

F 
 

(Review 
of  this 
Form) 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

               Pages 3 & 4 contain directions and renewals only.                    Continue Section F on Page 4 
Revised October 2005   © 2003 Rochester Health Commission   This Document is consistent with New York State Law and is approved by NYSDOH.   Page 3 of 4        



 

SEND FORM WITH PATIENT/RESIDENT WHENEVER TRANSFERRED OR DISCHARGED 
 

Review of this MOLST Form (Con’t from Page 3) 
 

Date Reviewer Location of Review Outcome of Review 
   � No Change 

� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 

 
Section 

F 
 

(Review 
of  this 
Form) 

   � No Change 
� Changes – Additions only 
� FORM VOIDED, new form completed 
� FORM VOIDED, no new form 
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Southern Tier Regional EMS Council
Serving Chemung, Schuyler and Steuben Counties Patient Name 

Medical Record # 

ON-LINE MEDICAL CONTROL REPORT

Medical Control M.D.: 

PMD: Report Received By: 

Date 

Time 

ETA 

Ambulance Service:

Car # 

Field Provider Data:
Level of Care:  “ CFR   “ EMT-D
  “  EMT-I       “  AEMT-CC
  “  AEMT-P    “ 
Provider ID #

Patient Informaiton

Age 

Sex          “  M          “  F

Chief Complaint/

Associated Symptoms/

Mechanism of Injury,

Illness

PHYSICAL EXAM:

Time Resp Pulse BP LOC GCS Pupils Skin CUPS Comments

“ “ “ “

A V P U

“ “ “ “

A V P U

HISTORY:

Medications: “ List Allergies: “ List Past Medical History “  COPD

“  Heart Disease

“  CVA

“ Dialysis Hemo/PD

“  CA

“  Asthma

“  Seizures

“ Other:
“ NKA

“  DM
“  Hypertension
“  MI

TREATMENT:

IV #1

“ SL     “ Labs “ Blood Glucose 

O2 LPM 
     “  100% NRM
     “  N/C
     “  ETT # 
Sat before: 
Sat after: 

NTG  “ x1     “ x2    “ x3

ASA 324mg     “ Yes

Immobilization    “Yes     “No

Prehospital DNR “  Yes

Time Treatment Response

Cardiac Rhythm “ 12-Lead EKG

Form 501 7/06 Hospital Records Copy

IV #2 
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Several EMS vendors supply the kits, their components and other items related to MCI management.
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