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PATIENT IDENTIFICATION

Advance Directive

Advance Healthcare Directive - Part I

SELECTING MY HEALTHCARE DECISION MAKER

IMPORTANT INFORMATION ABOUT MY HEALTHCARE DECISION MAKER 
In choosing your healthcare decision maker, it is important to know:

Designation of Healthcare Decision Maker (Agent)
With this form I am choosing the person, and if they are unavailable, any alternate persons I would like to make my healthcare 
decisions for me.  I understand that I may not choose an owner, operator or employee of a healthcare institution (such as my 
doctor or nurse) where I am receiving care UNLESS that person is related to me by blood or marriage.

I appoint the following person as my Healthcare Decision Maker to make healthcare decisions for me:

First Alternate:

Second Alternate:

You may revoke your selection of a Healthcare Decision Maker at any time.
USE THE BACK OF THIS FORM TO DETERMINE YOUR DECISION MAKER’S AUTHORITY

Name:  

Date of Birth:  
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MY HEALTHCARE DECISION MAKER’S AUTHORITY

I, , understand that with this form I can choose to limit the 
authority of any person I select to be my Healthcare Decision Maker.  If I choose not to limit my Healthcare 
Decision Maker’s authority, then they will be able to make ALL healthcare decisions for me.  

I. I want my Healthcare Decision Maker’s authority to be effective:

  (Initial Your Choice below)

II. The limitations I choose for my Healthcare Decision Maker’s authority are:

  (Initial Your Choice below)

I understand that I should review these decisions with my physicians so they can help me ensure I 
have made selections that my medical care team understands.

Name:  

Date of Birth:  
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Advance Healthcare Directive - Part II

WISHES AND VALUES

Instructions:

1. Stopping Life Prolonging Efforts:

2. Pain and Symptom Control:

3. Cardiopulmonary Resuscitation (CPR):

4. Other instructions or limitations I want my Healthcare Decision Maker to follow:

 

5. If it is possible I prefer to be cared for in the following location:

 

Name:  

Date of Birth:  
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6.  When I am nearing my death, I want the following: (List the type of care, rituals, etc., that are important for 
you.)

 

7. Persons I want my Healthcare Decision Maker to include in the decision process:

8. Faith

9. Medical Records:

 

10. Donation of my organs or tissue:

Name:  

Date of Birth:  


