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Attending Provider's Checklist for Washington Death with Dignity Act (DWDA) 
 
This checklist was created by End of Life Washington (EOLWA) to assist you in completing the DWDA requirements. It is 
not part of the official Department of Health paperwork. If you have any questions, please contact us at 
providers@endoflifewa.org. 

 

Patient Name: _______________________________________ 

Date of Birth: _________________________________ 

EOLWA Case Number: _________________________________ 

 

Oral Requests 

❑ First oral request received (OK to accept transfer from other MD/DO/NP/PA)  Date: ____________ 

❑ Second oral request received (at least 7 days after the first)    Date: ____________ 

 

Informed Consent (Patient was informed of the following):     Date: ____________ 

❑ Terminal diagnosis 

❑ Prognosis 

❑ Potential risks associated with the medication 

❑ Potential result of taking the medication 

❑ Feasible alternatives, including comfort care, hospice, and pain control  

 

Patient Eligibility Confirmed:         Date: ____________ 

❑ Patient is an adult (18+) ❑ Washington State resident 

❑ Terminal diagnosis confirmed ❑ Expected prognosis of ≤6 months to live 
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Assessment and Referral 

❑ Decisional capacity evaluated        Date: ____________ 

❑ Referral for psychological/psychiatric consult (if needed)    Date: ____________ 

 

Questions for AP After Death Reporting Form 

On Hospice at the time of the First Oral Request? 

❑ Yes 

❑ No 

On Hospice at the time of death? 

❑ Yes 

❑ No 

Underlying Concerns (Check all that apply): 

❑ Financial cost of treatment 

❑ Physical/emotional burden on caregivers 

❑ Loss of autonomy 

❑ Decreasing ability to participate in enjoyable 

activities 

❑ Loss of control of bodily functions 

❑ Inadequate pain control 

❑ Loss of dignity 

Type of Health Insurance (Check all that 

apply): 

❑ Medicare 

❑ Medicaid 

❑ Military/CHAMPUS 

❑ VA 

❑ IHS 

❑ Private Insurance 

❑ No Insurance 

❑ Unknown 

 

Required Counseling and Recommendations      Date: ____________ 

❑ Informed patient of right to rescind at any time 

❑ Recommended informing next of kin 

❑ Counseled on having someone present during ingestion 
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❑ Counseled on not taking medication in a public place 

❑ Recommended delaying medication pickup from pharmacy until within ~1 week from ingestion 

❑ Counseled on safe storage (locked location) 

❑ Advised loved ones on proper medication disposal (Med Takeback WA for drop off sites or mail back 

envelopes) or instructed them to contact EOLWA for medication disposal if meds unused 

 

Required Documentation 

❑ Received Psych Consultant’s Compliance Form (if needed)    Date: ____________ 

❑ Received Consulting Provider’s Compliance Form     Date: ____________ 

❑ Received Written Request for Medication Form     Date: ____________ 

o Verified: signed by patient, initialed and signed by 2 witnesses 

❑ Prescription written and sent to participating pharmacy    Date: ____________ 

 

Submission to Department of Health (Within 30 Days of Writing Rx)          Date Submitted: ____________ 

❑ Attending Provider Compliance Form 

❑ Consulting Provider Compliance Form 

❑ Written Request for Medication Form 

❑ Psych Assessment Form (if completed) 

 

After Death (Within 30 Days of Patient’s Death from Any Cause)           Date Submitted: ____________ 

❑ Submit Attending Provider After Death Reporting Form 

 

 

Thank you for supporting your patient through this process.  

Any questions contact: providers@endoflifewa.org or services@endoflifewa.org 
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