VERMONT ADVANCE DIRECTIVE FOR HEALTH CARE
Prepared by the Vermont Ethics Network
Explanation and Instructions

You have the right to give instructions about what types of health care yoongmnot
want. You also have the right to name someone else to make healtreciarens for
you when you are unable to make them yourself. You may do either obyhedieng
your family or your doctor, but it is generally better for you and youilfainyou write
down your wishes. You may use this form in its entirety or yowsegany part of it.
For example, if you simply want to choose an agent in Part One, you nsyata go
directly to Part Five to sign this in the presence of appropriateesses. You are also
free to use a different form as long as it is properly signed amesged.

Part One of this form lets you name a person as ytagent” to make health care
decisions for you if you become unable to make your own decisions. Ya@alsmagme
alternate agents. You should choose as your agent (and alternates) peopletyaovhtyus
are going to be comfortable making what might be hard decisions on your behaif. T
should know you and be guided by your values in making choices for you.

You should notify your agent and alternates that you have named them, and they need t
agree to act as your agent if asked to do so. Your agent does not have atthoate
decisions for you until you are unable to make your own decisions.

If you do not appoint an agent, and then become unable to make your own decisions,
someone will be found to make health care decisions for you.

Part Twoof this form lets you stafEreatment Wishes Choices are provided for you to
express your wishes about having, not having or stopping treatment neceskagpto
you alive under certain circumstances. Space is also provided for youtéoowt any
additional or specific wishes based on your values, health condition orsbelief

Part Threeof this form lets you express your wishes alog&n or tissue donation.

Part Four is for you to express your wishes about autopsyfaneral arrangements

Part Five of this form is fossignatures You must sign and date the form in the presence
of two witnesses. THellowing persons may_noserve as witnessegour agent and
alternate agents; your spouse or partner; your heirs; your doctor (or doctongloyee);

an employee or the owner of the residential care facility wheweliye; staff or owners

of a funeral service or any person to whom you owe money.

You shouldgive copies of the completed form to your agent and alternate ageats
your physician, your family and to any health care facility where ysigleeor at which
you are likely to receive care. You should keep a list of thbheehave copies in case
you revoke or revise the document in the future. You have thdaightoke all or part
of this advance directive for health care or replace this form atiamg. if you do revoke
it, all old copies should be destroyed.


http://www.docudesk.com

You may wish to read the bookletking Stepghat includes worksheets

help you think about and discuss different choices and situations with your
agent or loved ones. You may also use this section to nominate a guardian of
your person, should someone need to be appointed at some future time to
make decisions for you. Also, if you have a specific illnessmatitton and

wishes that relate to it, this is a good place to note that.




ADVANCE DIRECTIVE

My Name Date of Birth SS#

Address

Part One: Appointment of My Health Care Agent

| appoint Address
Tel. #s(days) cellphone
(eves.) email:

as my Health CarAgent to make any and all health care decisions forexegpt to the
extent that | state otherwise in this document.

If this health care agent is unavailable, unwilling or unédlgo this for me, | appoint
to be Alyernate Agent.

Address:

Tel. #s cellphone and email

(Use additional sheet to appoint additional agents or alternates.)

Others who can be consulted about medical decisionsydsehalf include:

Those who should NOT be consulted include:

Your agents should have been notified that you appointed them, they should
understand your wishes and they should agree to make health care decisons
for you when you can no longer make them for yourself.

(Optional space below is to identify your doctor or heedtte provider:) *Your doctor
cannot also serve as your health care agent.
Primary care physician Address

(or other health care professional) Office Teleghon




Name Date of Birth S.S#

Part Two: Treatment Wishes

Please express your preferences that follow by checkingtialing the statement¥.ou
may check or initial morethan one choice. If you do nothing, your agent or others
such as family members and doctors treating you will assgon want them to decide
for you. If you do not state a preference for withholding or withdrawing artificial
food (tube feeding) and hydration, your agent may not have authority to withhold
or withdraw it, without a court order, if you are being treated in a New York or
New Hampshire hospital.

A. My Choiceisto Limit Treatment - | do not want to be kept alive if:
(Initial those statements below that you agree with)

1. | am so sick that | will die within a relatively stdime (I cannot get
better and have only weeks, days or hours left to live),

2. | become unconscious or unaware of my surroundings asst m
doctors agree that | will never regain consciousness,

3. | become unable to think or act for myself (and wget better), or

4. The likely risks and burdens of treatment would outwéiigghexpected
benefits. (For example: | will be in pain, or | iwile unable to do things for
myself, or the costs of caring for me will be beyondwilyingness to pay.)

5If it is possible that | might recover with treatmamdmoretime is
neededo determine if | can get better or not, | wish my maldieam to start the
necessary treatments to keep me alive. If, over tinesg treatments do not
improve my chances of living or my physical conditibwjish to have life-
sustaining treatment stopped.

6. If I have initialed or checked any of the situatiobheve and am also
unable to swallow enough food and water to stay alivag want food and water
to be given to me by vein or by feeding tube.

7. If 1 have Initialed or checked situations 1-5¢d not want food and
water to be given to me by vein or feeding tube, but ll agitept medication for
pain and agitation through an intravenous line.

8. Other specific instructions are as follows:



B. My Choiceisto Sugstain Life - | want to be kept alive as long as possible
through any means possible regardless of my conditiawareness.

Specific Care Wishes Near the End of My Life

If it becomes clear to my doctor, my agent and thosgdar me that | am
dying, | want palliative car@r my pain, worries, nausea and other conditions thauebot
me. | want sufficienpain medicationeven though it may hasten my death.

| wanhospice carevhen | am dying, if possible and appropriate.

| prefer todie at homeif this is possible.

Spiritual and Other Care Concerns:

| am of the faith. Below is the contact infoom&if known).

Church, Synagogue or Worship Center:
Address: Leader

phone #

Other people to notifif | have a life-threatening illness:

The following items or music or readings would be a conttome:




Part Three: Specific Instructionsabout ORGAN DONATION

| want my agent (if | have appointed one), familyefds and all who care about me to
follow my wishes about organ donation if that is anapat the time of my death.
(Initial below all that apply.)

| dahot wish to be an organ donor.

| wish to donate the following organs anddsss
_____any needed organs or tissues
______major organs (heart, lungs, kidneys, etc.)
____ tissues such as skin and bones
______ eyetissue such as corneas

| desire to donate my body to research or educapoomgiams. (Note:
you will have to make your own arrangements through a Mé8ichool or other
program.)

It is very important that you talk with your family and yodrealth care agent
about your wishesegarding organ donation.

If arautopsy is suggested for any reason, | give my permission to have
it done.

Part Four: My Wishesfor Disposition of my Remains after my Death:

The person | want to serve as my agent for dispositiomydody:

a.) | want myealth care agent to decide arrangements after my death.
If he or she is not available, | want my aliée agent to decide.

b.)_ Regardless of my appointment of a health care agent in Part Dne
appoint the following person to decide about and arrangidodisposition of my
body after my death:

Name Address

Telephone Cellphone Email

(or)



c.) I want my family to decide.

I. My preference for Burial or Disposition of My RemaingaiDeath:

a.) | want a funeral followed by burial in a caskéteatollowing
location, if possiblef{lease tell us where the burial plot is located and hvenet
has been pre-purchased):

b.) | want to be cremated and have my ashes buriedrinutkst as
follows:

c.) | want to have arrangements made at the direxftiog agent or
family.

| have a pre-need contract for funeral arrangementswith the following Funeral
Service:

Tel.

Part Five: Signed Declaration of Wishes

Signed Date

The witnesses below confirm the signature of the mak#ris document and that it is
being signed by that person as a free and voluntarppptinted agents, family
members, heirs, health care providers, funeral senadieastd anyone to whom you owe
money maynot be witnesses.

Witness (and address)

Witness (and address)

If the maker is a current patient or resident in gltiak nursing home or residential care
home, the followingadditional withnesgonfirms the maker’s capacity, understanding,
and freedom from undue influence (Hospital Explaineramnd-term-care Ombudsman
or clergy, attorney, probate court designee):

Name Address




Title/position Date

I mportant!
Please list below the people and locations that will have a copy of this document:
______Vermont Advance Directive Registry (anticipated available by 2006)
_____ Health care agent
_____Alternate health care agent

Family members: (List by name all who have copies)

Name Address

MD (Name) Address

Hospital (s) (Names)

Other individuals or locations: (list by name on added pages):



