Instructions for Completion:

If you were in the condition described in the three
situations, what would your choice be rezarding
the possible treatments listed to the left? Make
yvour choice by placing vour initials in the
appropriale box.

Note:

[n many cascs in the situations described below, i
may take days or even weeks for the prognosis to

be established. In the interim, until the outlook 1s
known, some of the treatments histed may be
appropriate. Only after the prognosis is known with

reasonible medical certainty is it appropriate to

wilhdraw or withhold such treatments.

Possible
Treatmen ;‘3:

Assume none of the following will improve or cure
the condition described in the situations:

Situation A

IfTaminacoma, or in what 18
called a persistent vegetative state,
and have no hope of recovery or of
becoming aware of my surround-
ings or being able to use my mental
abilities, then my wishes regarding
the following would be:

Please mmihial each choice.

The situation described assume your physicizan
and at least two consultants share the opinion
regarding the outlook for your recovery, The
possible treatments are considered only if
medically reasonable.,

Situation B
If I have a progressive illness,
which will continue to worsen and
result in my death and which
cannot be improved or cured, when
the point 1s reached that | am no
lonzer able to recognize family and
friends or speak understandably,
my wishes regarding the following
would be :

Please initial each choice.

Situation C

If I have a condition which makes-
me unable to recognize people or
speak understandably, and that
condition is permanent and cannol
be improved or cured but is NOT
terminal, my wishes regarding the
following would be:

Please initial each choice.

I. Do you want efforts fo be made o resuscitate (chesi YES NO —YES ___NO YES NO
nuassage, arfificial breathine) vou if vour hicart or breathis : B
dopr @ you it your fiart or breatiing - ' yNDECIDED _____ UNDECIDED _____ UNDECIDED
2. If you are unable to breathe on your own, do you wart _  YES ______NO YES __ NO _ YES ___ NO
a mechanical breathing machine to be used? .

e FTERHTS macrne fo P _____ UNDECIDED _____ UNDECIDED _____ UNDECIDED
3. If your kidneys fail, do you want kidney dialysis (cleaning _  YES ______NO YES _ NO _  YES ______NO
the biood through a machiine) even if It cannof improve or i . R,
cure your conditions? _ UNDECIDED —  UNDECIDED _ UNDECIDED
4. Do you want any surgery, cven if it is [ife-saving, it'it YES NO ___YES . NO . YES NO
Annol Improve or cure your condition? | I _
canner mprovE or care e a0 _ UNDECIDED _____ UNDECIDED —___ UNDECIDED
D, Do you want parn medications (o keep you comtortable _  YES _______NO YES NO YES __ NO
ven i they dull conscrousness and could shoricn your lire?
Vet CV U CORSCIQNSHOSS QD COUWLIG SAI0NTCH YOUr e __ UNDECIDED UNDECIDED UNDECIDED
6. Do you want other medications, such as antibiotics, which _YES ______NO YES _ NO _ YES _____NO
iy prrofong your lite? |

Y PrOIong y ‘ UNDECIDED —__ UNDECIDED __ UNDECIDED

7. Do you want food and wuter given (o you throush tubes _  YES ___ NO — YES ___NO YES _ NO
111 YOUT VCHS, HIORe O St _____ UNDECIDED ______ UNDECIDED __ UNDECIDED




Organ Dona tion: | APPOINTMENT OF A HEALTH CARE SURROGATE:

I you are unable to make your own medical decisions the person you appoinl as your Health Care Surrogate

After my death, if any of my organs or tissucs shall have the authority to:

would be of value as transplants to help others, (1) Act for you to make health care decisions which he/she believes you would have made under the

I do / do nol instruct my ncxt of circumstances i you were able;

kin to authorize such donalion. (1) Consulf with appropriate health care providers 1o provide informed consent in your best inferest and give

consent in writing on the appropriaie forms;
c} Have access to your clinical records and authority (o refease information and clinical records fo
appropriate persons o provide continuify of care;

O ther CO m m en ts / () Apply for public benefits (such as Medicare and Medicaid) for you and have access fo mformation

about your income and asscis as needed to meake the application; and

. . .
[ 1 .
I ns tr HCt lons . (¢) Authorize the (ransfer and/or admission of you fo or from a frealth care facifity.

&

1 hereby execule this Advance Directive - Living Will and
(Frint Namne)

appoint as my Health care Surrogate and authorize him/her
(Frint Name of surrogate)

lo make all decisions for me which he/she believes | would have made.

In the event said person is unable or unwilling to act in such capacity, | appoint as my alternatc Health Care

Surrogate:

(Frint Name of alfernate surrogate)

[ understand the full importance of this declaration, and [ am emotionally and mentally compelent to make this
declaration.

({leclarant's Signature) (Dafe) (Date of Birth and Social Security No)

The declarant is known to me, and [ believe him or her to be of sound mind.

(Witness - any adult) (Date)

{ Witness - cannot be spouse, Plood relative, hicir, or person (ate)
responsible for ficalth care costs.)

Surrogale's acceplance sighature can be at any time prior Lo acting as surrogate.

(Surrogale’s Signature) (print name) (Daltc)
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