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Introduction .
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This document provides a way for you to create a Durable Power of Attorney for Healthcare (Patient Advocate

Designation) and other documentation that will meet the basic requirements for this state. This Advance Directive

(AD) allows you to appoint a person (and alternates) who shall take reasonable steps to follow the desires and

instructions indicated within this document, or in other written or spoken treatment preferences.

The person you appoint is called your Patient Advocate. This document gives your consent to allow your Patient

Advocate to make decisions only when two physicians, or a physician and a licensed psychologist, have

determined you are unable to make your own decisions. Every resident age 18 and over should appoint a Patient

Advocate, as accidents can happen to anyone, at any time.

S @Gl O IS pgg (U)ol )wboo o) L>woll dle)l (ﬁ)l.\ 2S935 L} 4.o.s).b dayigll Wi a3
oS (Advanced Directive, AD) (g1004)l gi>g3ll &) CJJJJ ¥l 03] cu;.ub.u}!l Oblbioll (lhiw

ol syl 030 (yousd LgJJl Yo H] Oloslaillg ub.c)Jl E_l_u}l dgsnoll Wlgbsll 3155l lglgis) (3319) Loz
w2 1ol Yuolio giiiess Sl pozwll I3 LoDy [ddgbisll 9| dygiSell i)l Wdusas o ey 9
)wboJ zbowll ul; J3adlge dayigll 0de o5 .(Patient Advocate)

Lle yald e il uo>)oo Ly L).)l.uo>|9 wnb 9| Obab )a biic bas wlyl)all 350 (o))ell

Swaiy Wilylys 31551 )
o &)A>J| 310 39 Lol l.l)u.\>.) NgY-37) )wbn :p;s’i.s’ij ul )JSLQ Loole 18 ).osz.ll o ?:b.) (:a.).o.oo LJS L,J..Cg
RNGEY-T 6| L,_9 .L_J.)|9>

Note: This AD does not give your Patient Advocate permission to make your financial or other business decisions.
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Before completing this document, take time to read it carefully. It also is very important that you discuss your
views, your values, and this document with your Patient Advocate(s).

If you do not closely involve your Patient Advocate(s), and you do not make a clear plan together, your views and
values may not be fully followed because they will not be understood.
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This document was developed to meet the legal requirements of Michigan. It is not designed to replace the
counsel of your attorney.
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This is an Advance Directive for (print legibly):
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Advpapnce Directive
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My Patient Advocate |,
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When either two physicians or a physician and licensed psychologist determine | am unable to make health care decisions, this document names
the person(s) I have chosen to be my Patient Advocate(s). They shall take reasonable steps to carry out my treatment preferences. | understand
that it is important to regularly talk with my Patient Advocate(s) about my health and treatment preferences. I hereby give my Patient
Advocate(s) permission to share a copy of this document with other doctors, hospitals and health care providers that provide my medical care.
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Based on my expressed religious beliefs, | would prohibit having an examination for determination to participate in medical decision-
making by a doctor, licensed psychologist or another medical professional. Instead, | request the determination for incapacity be
made in the following manner:
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If I leave this section blank, I am leaving the evaluation decision to my Patient Advocate(s)
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(NOTE: If your wishes change, you may revoke your Patient Advocate Designation at any time and in any manner sufficient to communicate an intent to
revoke. It is recommended that you complete a new Advance Directive and give it to everyone who has a previous copy).
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The person | choose as my Patient Advocate is
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Name/a.w3l: Relationship/dlo)l:
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First Alternate (Successor) Patient Advocate (strongly advised)
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If Patient Advocate above is not capable or willing to make these choices for me, then | designate the following person to serve as my
Patient Advocate.
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Name/p.w3l: Relationship/dLo)l:
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Second Alternate (Successor) Patient Advocate (strongly advised)
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If the Patient Advocates named above are not capable or willing to make these choices for me, then I designate the following person to serve
as my Patient Advocate.
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Advance Directive
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Signature Page
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| give my Patient Advocate express permission to make decisions to withhold or withdraw treatment which would
allow me to die, and | acknowledge such decisions could or would allow my death.

I have instructed my Patient Advocate(s) concerning my wishes and goals in the use of life-sustaining treatment, such as, but not limited to:
ventilator (breathing machine), cardiopulmonary resuscitation (CPR), nutritional tube feedings, intravenous (IV) hydration, kidney dialysis,
blood pressure or antibiotic medications — and hereby give my Patient Advocate(s) express permission to help me achieve my goals of care.
This may include beginning, not starting, or stopping treatment(s). | understand that such decisions could or would allow my death.

Medications and treatment intended to provide comfort or pain relief shall not be withheld or withdrawn.

| agree with this statement | do not agree with this statement
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This Advance Directive includes the following sections: Spiritual/Religious Preferences; End of Life Care; Anatomical Gift(s) Organ/Tissue/Body

Donation; Autopsy Preference; Mental Hea/th Treatment, & Treatment Preferences (Goals of Care).
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Signature of the Individual in the Presence of the Following Witnesses
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I am providing these instructions of my own free will. | have not been required to give them in order to
receive care or have care withheld or withdrawn. | am at least eighteen (18) years old and of sound mind.
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Signature/g843ll: Date/zy,Ull:

Address/lgi=l:
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Signatures of Witnesses
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| know this person to be the individual identified as the “Individual” signing this form. | believe him or her to be of sound mind and
at least eighteen (18) years of age. | personally saw him or her sign this form, and | believe that he or she did so voluntarily and
without duress, fraud, or undue influence. By signing this document as a witness, | certify that I am:
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« Atleast 18 years of age.
- Not the Patient Advocate or alternate Patient Advocate appointed by the person signing this document.
- Not the patient’s spouse, parent, child, grandchild, sibling or presumptive heir.
- Not listed to be a beneficiary of, or entitled to, any gift from the patient's estate.
- Not directly financially responsible for the patient’s health care.
- Not a health care provider directly serving the patient at this time.
- Not an employee of a health care or insurance provider directly serving the patient at this time.
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Witness Number 1: | meet the witness requirements stated above
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Witness Number 2: | meet the witness requirements stated above
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Accepting the Role of Patient Advocate
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Acceptance
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The person named above has asked you to serve as his or her Patient Advocate (or as an alternate Patient Advocate).
Before agreeing to accept the Patient Advocate responsibility and signing this form, please:
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1. Carefully read the Introduction (1A), “The Advance Care Planning Process” (separate document), and this completed Patient

Advocate Designation Form, (including any optional Preferences listed on pages 6A-94). Also, take note of any Treatment
Preferences ([goa/s of Care], pages 1B-2B) and/or Statement of Treatment Preferences that may be attached. These
documents will provide important information that you will use in discussing the person’s preferences and in potentially acting
as this person’s Patient Advocate.

2. Discuss, in detail, the person’s values and wishes, so that you can gain the knowledge you need to allow
you to make the medical treatment decisions he or she would make, if able.

3. Ifyou are at least 18 years of age and are willing to accept the role of Patient Advocate, read, sign and
date the following statement.
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I accept the person’s selection of me as Patient Advocate. | understand and agree to take reasonable
steps to follow the desires and instructions of the person as indicated within this “Advance Directive:
My Patient Advocate” document or in other written or spoken instructions from the person. I also
understand and agree that, according to Michigan law:
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a. This appointment shall not become effective unless the patient is unable to participate in medical or mental health
treatment decisions, as applicable.
| will not exercise powers concerning the patient's care, custody, medical or mental health treatment that the patient — if
" the patient were able to participate in the decision - could not have exercised on his or her own behalf.
c. | cannot make a medical treatment decision to withhold or withdraw treatment from a patient who is pregnant, if that
would result in the patient’s death, even if these were the patient’s wishes.
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d. | can make a decision to withhold or withdraw treatment which would allow the patient to die only if he or she
has expressed clearly that | am permitted to make such a decision, and the patient understands that such a decision could or
would allow his or her death.
e. | may not receive payment for serving as Patient Advocate, but | can be reimbursed for actual and necessary expenses which
lincur in fulfilling my responsibilities.
| am required to act in accordance with the standards of care applicable to fiduciaries when acting for the patient and shall
act consistent with the patient’s best interests. The known desires of the patient expressed or
evidenced while the patient is able to participate in medical or mental health treatment decisions are presumed
to be in the patient’s best interests.
The patient may revoke his or her appointment of me as Patient Advocate at any time and in any manner sufficient to
communicate an intent to revoke.
" The patient may waive the right to revoke a designation as to the power to exercise mental health treatment decisions, and if
such waiver is made, the patient’s ability to revoke as to certain treatment will be delayed for 30 days after the patient
h- communicates his or her intent to revoke.
| may revoke my acceptance of my role as Patient Advocate at any time and in any manner sufficient to communicate an
intent to revoke.
i. Apatient admitted to a health facility or agency has the rights enumerated in Section 20201 of the Michigan Public Health
Code, (Exercise of Rights by Patient’s Representative 1978 PA 368, MCL 333.20201).
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Accepting the Role of Patient Advocate (continued)

99 .
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Patient Advocate Signature and Contact Information
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l, , am assigning the Patient Advocate(s) listed below:
Print your name above and your Date of Birth here:

: 0bial )oS3all Loyyall ()0l (el , i
L Wadhe fylig odel Wowl 353

My Patient Advocate(s) will serve in the order listed below:

0031 el Lyl @93y ol Gonall () y0lie pgdmw
Patient Advocate( ,03)0Jl yuolio

l, have agreed to be the Patient Advocate for the person named above.

(PRINT)

oMl 59830l Lozl ool yrolis y93 Ll Chbsly Ui
(d>10l9 89)>2)

Signature/g,343ll: Date/z, Ll

Address/lgiell:

City/State/Zip/ 530,350 )1/ 3gIl/&5y )1

Telephone: Primary (Cell ) $9>)1) Grolw3l :Coilgll
Secondary (Cell ) wlw3l : olg)l

First Alternate (Successor) Patient Advocate (Optional)

(LS)L”>I) (3>l Lo3)0)l Huobin) yo1)0ll Hrolio) Jgs}” Jaoll

l, have agreed to be the Patient Advocate for the person named above.
(PRINT)

el 59830l Lozl oyl yrolis ye3 Lle hbslg ]
(d>28lg L89)>))
Signature/gy53ll: Date/za,Gll:
Address/)lgi2ll:

City/State/Zip/ 5311150 )1/ 3B o)1/ 5y 50):

Telephone: Primary (Cell ) s9!>1) Gaolw 3l :83lgll
Secondary (Cell ) wlw3l : olgll
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Second Alternate (Successor) Patient Advocate (Optional)

(rL3x1) (331 Gosyall uolio) el suoliol GBI Jaal

l, have agreed to be the Patient Advocate for the person named above.

(PRINT)

oMl 59830l Lozl ool yolis H93 Ll Cbdlg i
(a8l 89)>2)

Signature/g,343ll: Date/z, Gll:

Address/lgi2]l:

City/State/Zip/ 533,)150,)1/ &y 3 gl /sy o)l

Telephone: Primary (Cell ) Secondary (Cell )

((sols)l) 5oLl (solsll) Ll csilgll

Making Changes
Ol cly>]
If only the contact information for your advocate(s) changes, it may be revised on the original and on the photocopies without
replacing the entire form.
dyiguoll Fuwillg Juo3l O IS dexlye ()25 289 (Wy)yuoliey)d)oliey JUoidl Wlegleos Wi o) bad
Lalgwols dgiin Z 3903l 13g) dyiguall Zuwill ..glS z3g03ll Jlasiawl (y95

Photocopies of this form are acceptable as originals.
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Preferences for Spiritual/Religious & End of Life Care
(This section is optional, but recommended)

9599

(& 2993 US)g «SHLIZ] pwill |3a)
Spiritual/Religious Preferences
ETTRY 10 BN RSN EWEY-1 |

| am of the faith/belief.

| am affiliated with the following faith/belief group/congregation:

Please attempt to notify my personal clergy or spiritual support person(s) at:

| want my health care providers to know these things about my religion or spirituality that may affect my
physical, emotional or spiritual care: (e.g., spiritual/religious rituals or sacraments, etc.)

<

e .).ﬁj.ci/_; YT Ul
Sl el Ul

Sasgallloleydl dcyldclos

o WG>g) () (noclall Gols8l) U pclall Gosill of Wosd gasl sl (uall Jlo) slbs| dgloo 22
‘Gob

ole 1353 38 oo Lilg)ll (solasel of L3l e QI chbd3l ) dsoll Gleyll godin )2y o b k)l

ol @il Ligle,
()3 ) Log iyl Gugaloll ol dyiyall/dyilog)yl Gugaloll We) :dyilog)ll ol dylleaidl

nw
nw

I choose not to complete this section.
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MICHIGAN
SHARED SERVICES

At the End of my Life...
L,)L»> g u_o

If possible, at the end of life,  would prefer to be cared for: (either check or rank order all that apply)

___inmyhome ___in along-term care facility
___inahospital ___as my Patient Advocate thinks best

___l'would like hospice services in any of the above settings or in a hospice residence

In my last days or hours, if possible, | wish the following for my comfort: (e.g.: pain medication, certain music,
readings, visitors, lighting, foods, therapy animal, etc.)

(G213 Loswo 1353 of dode pus3) 10l kel LT T Jussl il dilgs 9 wySal o

303l dlgb dle,ll 59,0 UQ . gjjip us .
o Dall %,3>Loo ! woBl ool ywolio () losw> _ Ladiwe u9 _

Opoi=ol) &old] 15 8 ol odel 8)9S30)l Bl o ST L8 Hpsizall &ley iloss Lall ol 3ol

w

OlehB ol iy Lawga ol (Bl GSwe Mis) Lizly J23 L Lesd Loty «o)Sel o 8531 Lilelw of Lobil 9

@ conme e Glgr> ol (dinme desbl ol Wiz Bl ol «(inno ,lo)

I choose not to complete this section.
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Preferences for Anatomical Gift(s)
d y)>3).03)] (bgll) gl codwsss
¢,1)l Organ/Tissue/Body Donation & Autopsy
)3 Oy Jsosilly Hloiz)bldswidb/cloc3l
O Leixll

(This section is optional, but recommended)

999

(.@.} L 299) USJQ LS)LU.>| Pm.o.” |.\.Q>)

In this section, you may, if you wish, state your instructions for: organ/tissue donation, autopsy, and anatomical gift.

iy sloe3l/azamiBl £ill ol Wileplss qusgi O )yl ol WiSey cawdll 3o 6
. >yl gllg Hloisl

The authority %ranted by me to my Patient Advocate regarding organ/tissue donation shall, in
compliance wi

Michigan law, remain in effect and be honored following my death. | understand that whole-
body anatomical gift
donation generally requires pre-planning and pre-acceptance by the receiving institution.

Jb3 o1 Gaody bw)ib/;bo.cib el Oldy o woBIl Loyl Huolis S lg>iol Sl dblwll
485 @S puwzlb £l o) Gyl . Lildg 22 Lgey)Si Laing «lauiise (ygild &o (95 Loy )l
-olalis il dwwdoll Lyl o (Gawsll Jo1dllg (1wl bybsill Lillbly dy>yyabi

Instructions:

O loylill

*Put your initials (or “X") next to the choice you prefer for each situation below.

. obsl WBg0 JS) glsas 3l bl sloz LI (X0 o) Wowl o Lol Cogy=l o *
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Anatomical Gift(s) — Donation of my Organs/Tissue/Body
o F2wibl Lol gl - dyzy)aiill (Wbgll)dell

| am registered on the Michigan Donor Registry and/or Michigan driver’s license.
By Michigan law, your Patient Advocate and your family must honor your organ donation instructions.

Choose one option:

____lam not registered, but authorize my Patient Advocate to donate any parts of my
body that may be helpful to others {e.g., ORGANS [heart, lungs, kidneys, liver, pancreas,
intestines], or TISSUES [heart valve, bone, arteries & veins, corneas, ligaments & tendons,
fascia (connective tissue), skin]} ___ | am not registered, but authorize my Patient
Advocate to donate any parts of my body,

EXCEPT (name the specific organs or tissues):

| do not want to donate any organ or tissue.

| have arranged, or plan to arrange, donating my body to an institution of
medical science for research or training purposes (must be arranged in advance).
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8.55) ollg (Michigan Donor Registry) ;lsudize Lepio Jow (oo Jzwo Ul
- - - Odiie (o 85LS o>

cloe3l We s loyles 190)S) ol oz Uiyl &y oIl Loyl oo Hlo «lrdie Heild L>ge)

1obbs)l 3> sl
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cbSiawly comz bzl Oo b gl Ly polBl Gopell yolis GSesl (iS) Mzwe )
(8330}l d>widl ol clse3l 335)

. Ly')'?u)ii gi Ujl.:o.cj Y L;b &);3” e L__Ji)i 3

051e3 gl dalall By W dybll pglall Blwwse $32] LIl o) %ﬂiu wwiyl Jabsl ol wniy
i - (Wsdawo B Oy3)3ll i) wosyasll

I choose not to complete this section. (continues next page)
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Preferences for Anatomical Gift(s)

>y )3l (obgll) gl codhsas
Organ/Tissue/Body Donation & Autopsy
Oloiz)l s HLdy Jaosilly oleimlbld>wiBblc o3l & 533)]
(This section is optional, but recommended)
(@ 2992 OS)g «$HLI>| pwill 130)
Instructions:
oy Leill

* Putyour initials (or “X") next to the choice you prefer for each situation below.

* NOTE: A medical examiner may legally require an autopsy to determine cause of death. Other autopsies
may be elected by next of kin (possibly at family expense).

ol.ul Lj99,o JSJ .eL.o.QJ Lg.).” )L!>.” )|9:> UJ‘ («X» 9|) dowl 0o L;J92| d9)>” U;;J °
a_\)u).) L5| HL3sl )Seag oL99.|| O 3353 Hleizll T9)a03) wlby ul Uc),.u.” wnbll jdbg>lo o
)8l ¢buu|9.‘ Oleizl sl

C(Abll dsas Lle &) oSy ol Joizy) cb)83l
Autopsy Preference
Oleil )i Jauoss

| would accept an autopsy if it can help my blood relatives understand the cause of my death or
assist them with their future health care decisions.

| would accept an autopsy if it can help the advancement of medicine or medical education.

If optional, I do not want an autopsy performed on me.

Ohhs 9 eeaclwy HlS Ol ol P99 Lw pgd Lle 0 b8l seluwy &3 18 ol pleizll T3y Jodl
. pa? Lob)l ibsiwall dy>uoll dile)ll

- bl palaill o bl pods e seluy &3 OIS O Glodzll gopids s
- loi> i L gyl Mo G Lisl Wi IS o

I choose not to complete this section.
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Preferences for Mental Health
Examination & Treatment
Lol ds.0ll Z>L°9 o> daleisll cHMisasll
(Optional)
(s)bizl)

A determination of my inability to make decisions or provide informed consent for mental health
treatment will be made by

(Physician/Psychiatrist)

4 P9 Qléell d>uo)l C)LC. e 8)33iwo dadlgo (':g.).a_')' gi ohhall 351 Lle (3)08 ERIS 383

(L",w.é.i“ ,E;Lobﬁ}u/-_‘)g;.b”)

I choose not to complete this section.
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-

| expressly authorize my Patient Advocate to make decisions concerning the following treatments if a physician and a
mental health professional determine | cannot give informed consent for mental health care.
(initial one or more choices that match your wishes)
____outpatient therapy
____voluntary admission to a hospital to receive inpatient mental health services
I have the right to give three days’ notice of my intent to leave the hospital
*____Involuntary admission to a hospital to receive inpatient mental health services
*____psychotropic medication
*____electro-convulsive therapy (ECT)
*____lgive up myright to have a revocation effective immediately. If | revoke my designation, the revocation is
effective 30 days from the date | communicate my intent to revoke. Even if | choose this option, I still have the
right to give three days' notice of my intent to leave a hospital if | am a formal voluntary patient.

*Choices with an asterisk require your express permission to your Patient Advocate(s) prior to
treatment/action.

I'have specific wishes about mental health treatment, such as a preferred mental health professional, hospital or
medication. My wishes are as follows:

(S ign your name if you wish to give your Patient Advocate this authority) Date
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A1 Ud2)eS Llsall d>uoll Oloss u-°-L‘J b2 (BN Oadiwall Jos *

*

L,w.o.) s‘.|9.) o
(electro-convulsive therapy, ECT ) dgsll ool zall _* )
Il U&%@g) 30 22y (syay cl&l3l Hlo 0S5 enall ul 15599 <3l Hbyaw OO B> O d)b)l
NSES
WS UI u.o.w.»w.o“ 0).)[.9.0 u—9 UJJ» PU a4 ,JJQ )l.Q.u.)| ;Lb.d u9 c_9->“ u-l Jb) ‘)l.).>J| KV up>| Ul
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I choose not to complete this section.
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Treatment Preferences (Goals of Care)
(Gleyll Calaal) ilall Coduses
(This section is optional, but recommended)
(@ 2583 OS)g «(SHL3>] pwill 130)

Date of BirthySoll g,

Print Nameéswolg 9g)> ('.\uoﬂ

Specific Instructions to my Patient Advocate
) ueBll 81)0ll yiolis) 83350 Oloyles

When | am not able to decide or speak for myself, the following are my specific preferences and values
concerning my health care:
dols)l oady Liduoas L Lepad «uwis o ymaill ol Olyhall 3153l Lle 55518 ot o) o
ol Giley Ol

Instructions:
‘O losles)l

Put your initials (or "X”) next to the choice you prefer for each situation below.
XOU.)i Jégo JSJ .Q,Lo.QJ LS~)“ )l.J>J| )|9? k_,”g («» QT) Sowl R k>J9;2| J9)>Jl ugg.) )

Treatments to Prolong my Life
Wib> Jabi Lill wolyell

If I reach a point where there is reasonable medical certainty that | will not recover my
ability to know who | am, where | am, and | am unable to meaningfully interact with

others:

| want all possible efforts to prolong life made on my behalf, even if it means | may remain on
life-sustaining equipment, such as a breathing machine or kidney dialysis, for the rest of my life.
OR

| want my health care providers to try treatments to prolong my life for a period of time. If these
treatments are not helping me get better, are not going to improve my current condition, or if they
are causing me pain and suffering, then I want to stop these treatments.

OR
| do not want to start treatments to prolong my life; if treatments have begun, please stop.

Medications and treatment intended to provide comfort or pain relief shall not be withheld or withdrawn.

AZ3 yo A20 d>auoll - yduall yoliog Guwell g129ill Advance Directive & Patient Advocate - Page 20A of 23A

vadye Jesll 13 1 lenine 9 douall Wlsglaoll dSuid dSyuinell W31 20190 ©2019 Michigan Health Information Network Shared Services; this work is openly licensed

CC g>1, :CCBY 4.0 (Creative Commons License Attribution 4.0 International yuc o180 JSuin via CC BY 4.0 (Creative Commons License Attribution 4.0 International; see CC BY 4.0
BY 4.0 Deed | Attribution 4.0 International | Creative Commons Deed | Attribution 4.0 International | Creative Commons



920 Lo 3)38 nmiwl o) Gl Jsdne (il iy 3290 > Le dbii Wlog o
108 o 2o (53 JSin Lglill gbiwwl o) Lilg «ilSelg il

n
A\

5o Jbl ol o b oS o) > (el [ CUL)J L,_\lJ> dlb} diSesll 59g2M1 JS J3 9 ol
L (SRS b «solsll Jawsl g U,CLuo.H w833l 5lg> Jie 8Ll Gl 85a>0
9|
b .\.o_o.o_) ‘oJ Olg -be 8)ia) Lib> dlb) wixde J di>woll dyle)ll 90380 L)) ol o9 wil
HE .ol.)lsw.”g E:J}ll ) s oils ol ol s > Ywiw S5 pl Ol ol (S G5 S8 Ol
- ol Wi colsy] 9 )l

<

9l
gdly] 23536 vl 38 Wlsdall WIS Blg k> Ao Wilde 63y 9 Loyl 3

Lgic 22yl of Lgdlal iy 3 AIB1 (a5 ol Aoyl 83 Lay suoiy Lill Wolzdallg dyga 3l

I choose not to complete this section.

Refer to my additional documents regarding my treatment preferences.
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Cardiopulmonary Resuscitation (CPR)

ol sl oles3l
“(General Feelings/Preferences)
((dolall Msaill/yclisoll)

This is NOT a "Do Not Resuscitate" (DNR) Medical Order.
A DNR medical order is a separate legal document.

<ol > Wb I))pl |3 w.)
Auodio d)igild diyig 9o PNRLLIR poe )l

CPRis an attempt to restart your heart and breathing. It could include pressing hard on your chest to try to restart your
heart and placing a tube into your windpipe to connect to the breathing machine. Electric shock to your heart and
medications to support your heart may be included.
dgl>o) Wysuo e 8oy bausll W5 (el Ol OSesg -Jegdl LI owdiilly Olall 8sled dlgl>o 9 CPRy
O)PD3) L)I OS03 bl Guwaisll jlg>y Whuogi) dilgell Eiywsd OO L_)g.))l L_)JS)JQ d.osz.” S wlall dsle|
) s el dgolg Whla) dyy)ygSll dosuoll el
Instructions:

: Oloalaill
* Initial of place an "X" next to your choice.
&Hbs Hlg> U'”; «X» (Q:«o gi L,JQ:XI eJog)> Ug;_)

If my heart and breathing stops:

| want the healthcare team to try CPR in all cases.
OR

| want CPR unless my health care providers determine that | have
any of the following:

*An injury or illness that cannot be cured and I am dying.

*No reasonable chance of surviving the CPR attempt.
sLittle chance of surviving long term, and it would be hard and

painful for me to recover from CPR.
OR

| do not want CPR but instead want to allow natural death.
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I choose not to complete this section.
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Additional Specific Instructions
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| want my Patient Advocate to follow these specific instructions, which may limit the authority previously described in
General Instructions to My Patient Advocate.
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____Ichoose not to complete this section.
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Signature .
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If you are satisfied with your choice of Patient Advocate and with the Treatment Preferences guidance you
have provided in this sectlon you need to sign and date the statement below.
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I am providing these instructions of my own free will. I have not been required to give them in order to
receive care or have care withheld or withdrawn. | am at least eighteen (18) years old and of sound mind.
These are my preferences and goals expressed and affirmed on the date below:
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