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Healthcare Decision Making

Modern healthcare can help people live long and full lives. Modern healthcare
can also prolong the dafing of a person who is seriously ill and can even
prolong a persos@ying. Perhaps you have seen a loved one wlersdf
needlessly because no one knew that pesseisBes.

In Pennsylvania, you have the legal and ethical right to make your own
decisions about the type of healthcare you wssitong as you are well
enough, your physicians will involve you directly in making decisions

about your medical treatment. Howeuélou are unable to make decisions
about your care, others will have to make these decisions for you. If others
do not know your wishes about treatment, you may receive treatments that
you donfwant.

You should plan ahead for the time when you cannot make decisions about
your medical treatmenYou can give directions in advance in case you become
unable to make or communicate decisions about your medical care, and:

¥ you are terminally ill (for example, you are dying from an
incurable cancer); or

¥ you have no possibility of recovery from an unconscious
state (for example, due to a severe stroke); or

¥ you have an irreversible medical condition such as
advanced\zheimel@ disease that leaves you unable to
care for yourself or even unable to recognize loved ones.

You can tell others how you want to be treated by prepariAgheence
Directive, commonly called a Livingyill.



Questions and Answers About Advance Directives

Q.

What is an advance diective?

An advance directive is a written set of instructions expressing your
wishes for medical treatment. It may contain a Durable Healthcare
Power ofAttorney, where you name a person called an OagentO to make
treatment decisions for you, and HealthcEreatment Instructions, or
Living Will, where you give specific directions to your agent and your
healthcare provider

What is an agent?

An agent is a person you choose to make healthcare decisions for
you.You can name a family member or a friend who is familiar with
your beliefs and values to interpret your directives and to make these
decisionsThis agent can authorize, withhold or withdraw treatment.

It is important that you discuss your wishes with your agent. Remgmber
your agent decides for you only when you cannot speak for yourself.

If you regain the ability to make your own decisions, you can again
speak for yourself.

Will my agent be responsible formy medical bills? See pages 7 and 8 for

a ready-to-complete
No. Your agent makes decisions about your cHne.cost of your Advance Directive
medical care is your responsibility or the responsibility of your Form.

insurance company
See instructions
on pages 6 and 9.

If I am unable to make decisions, what happens
if | donOt have an advance déctive?

If you don©have an advance directive, the decision will be left to your
family, physician and possibly the cougithout written guidance,

your family members may be confused or disagree about what care to
give you.Your wishes may not be followed.

more questions and answers on the next page



Questions and Answers About Advance Directives

(cont.)

0.

Q.

0.

What if my physician or healthcare provider does not
want to follow my advance diective?

Your physician or healthcare provider must tell you if they cannot in
good conscience follow your wishes or if the policies of the institution
prevent them from honoring your wishes. By law the physician or
healthcare provider must help transfer you to another physician or
healthcare provider willing to carry out your directives.

What should | do with my completed advance diective?

You should give a copy of your advance directive to your agent and
your physician and discuss it with thenell your family that you

have written this document and discuss it with them and with others,
such as your attorney or ajgperson, if you desire. Keep a copy in an
accessible but secure place. Note that a copy kept in a safe deposit box
may not be accessible when needed.

Can | change my advance dective?

Yes!You can change your mind by telling your physician at any time.
You can write a new advance directive and replace all old copies with
the new oneYou should discuss any changes with your agent and
physician as well as family members and loved ones.

What if | fill out an advance directive in one state
and am hospitalized in a diffeent state?

Legal requirements vary from state to stateur advance directive
helps your doctors understand your wishes no matter where you are.
If you spend a great deal of time in another state you might consider
consulting an attorney



Q . Whom can | contact foradditional information?

You can contact:
Allegheny County BaAssociation, (412) 261-6161
Allegheny County Medical Societ{412) 321-5030.

Conclusion

A discussion of advance directives touches on sensitive matters. Most of us
would rather not think about being sick or dying. But, by thinking about these
issues noywyou can save your family and those close to you the burden of
having to make choices for yotalking with your family your physician,

your clegyperson, or with others whose views you respect may help you
decide on the path best suited for you.



How to Complete the Advance Directive Form

Because you cannot
anticipate every
circumstance, the
appointment of an agent
is recommended.

You may add comments
that would help your
physician or agent
make decisions about

your care.

General Instructions
Attached is a Durable Healthcare PoweAttbrney and LivingWill form for
your useThis form allows you to do two thingEhe Durable Healthcare
Power ofAttorney allows you to appoint a specific pergan agent) who
will have the power to make healthcare decisions for Yba.Healthcare
Treatment Instructions (LivingVill) tell your healthcare providers what
specific healthcare treatmernytsu do_notwvant to receive to prolong life.
Because you cannot anticipate every circumstance, the appointment of an
agent is recommended. If you appoint an agent who knows you and your
values, it is more likely that your wishes will be honored.

If you disagree with any of the statements in this form, you may cross
out that portion. If you do so, you should consult with your physician or
attorney to make sure that your wishes are clearly understood.

Specific Instructions:
Part INDurable Healthcar e Powerof Attorney/Appointing an Agent

Name and Count¥ill in your full name and the county where you live.

List of Agent® PowersThe form lists six powers for your age¥ou may cross

out any power you do not wish to give to your agent. Pay particular attention to
number 2, which gives your agent the power to withhold or withdraw food or
water supplied by tube.

Appointment ofAgent andAlternativeAgents.Fill in the full name, address,

and telephone number of your agent and any alternative agents. If, for any
reason, your agent is unavailable, your alternative agents will be contacted in
the order you list thenThe appointment of an agent is extremely important,

but if you do not wish to have an agent or have no one to name, write ONoneO
in the space afteABPOINTMENTOFAGENT.O

Specific Instructions:

Part IINHealthcar e Treatment Instructions (Living Will)

A Living Will says that you do not want medical care to keep you alive if you
are terminally ill or in a state of permanent unconsciousness. By signing the
Living Will, you agree to instructions 1), 2), and 3) listed on the form under
OTERMINALILLNESS OR PERMANENTUNCONSCIOUSNESS.O Note

that these instructions direct that you be given any medical care or procedures
that would relieve pain and provide comfort.

continued on page 9



DURABLE HEAL THCARE POWER OF ATTORNEY

AND HEALTHCARE TREATMENT INSTRUCTIONS (LIVING WILL)
PART | - DURABLE HEAL THCARE POWER OF ATTORNEY
l, of ,Gamigylvania, appoint the
person named below to be my agent to make health and personal care decisionghien exed only when |
lack sufficient capacity to make orcommunicate a choice egarding a health orpersonal cae decision as
verified by my attending physician.My agent may not delegate the authority to make decisions.
MY AGENT HAS ALL OF THE FOLLOWING POWERS (SUBJECT TO THE HEAL THCARE
TREATMENT INSTRUCTIONS THAT FOLLOW IN PART II):
1. To authorize, withhold or withdraw medical care andysal procedures;
2. To authorize, withhold or withdraw nutrition (food) or hydration (water) medically supplied
by tube through my nose, stomach, intestines erins;
3. To authorize my admission to or discgarfrom a medical, nursing, residential or similar facility and
to make agreements for my care, including hospice care;
4. To have full access to my medical and hospital records and all information regarding my physic;
mental health;
5. To hire and fire medical, social service and other support personnel responsible for my care;
6. Totake any legal action necessary to do what | have directed.

APPOINTMENT OF AGENT
| appoint the following agent:

Agent:

(Name and relationship)
Address:
Telephone Number: Home Work

You ae not equired to appoint an agent. If you don@h to appoint an agent, write ONoneO in the above spac
If you donhame an agent, health @providers will ask your family for help in determining your wishes for
treatment.

If my agent is not available or if my agent is my spouse and becomes divorced fraftentiee date of this
document, | appoint the person or persons named below in the order (amsdaelpful, but notequired, to
name alternative agents.)

First Alternative Agent: Second Alternative Agent:

(Name and relationship) (Name and relationship)
Address: Address:
Tel. No.: Home Work Tel. No.: Home Work

PART 1l - HEALTHCARE TREATMENT INSTRUCTIONS (LIVING WILL)

The following healthcare treatment instructions execise my right to make decisions concerning my
health care. These instructions ae intended to piovide clearand convincing evidence of my wishes to be
followed when | lack the capacity to make ocommunicate my treatment decisions:

TERMINAL ILLNESS OR PERMANENT UNCONSCIOUSNESS
If | suffer from a terminal condition or a state of permanent unconsciousness such as a permanent coma ot
persistent vegetative state and theris no ealistic hope of significant ecovery all of the following apply:

1. I directthat | be given health cae treatment to relieve pain orprovide comfort even if such
tr eatment might shoten my life, suppress my appetite omy breathing, orbe habit forming;

2. | dir ect that all life prolonging procedures be withheld orwithdrawn;

3. | specifically do not want any of the following as life polonging procedures: heart-lung
resuscitation (CPR), mechanical ventilatof(breathing machine), dialysis (kidney machine),
surgery, chemotherapy radiation tr eatment, antibiotics.



Please indicate whether you want nutrition (food) or hydration (water) medically supplied by a tube into yo!
nose, stomach, intestine or veins if you &f from a terminal condition or a state of permanent
unconsciousness and there is no realistic hope of significant reca@njtial only one statement.)
TUBE FEEDINGS

| want tube feedings to be given.

OR
NO TUBE FEEDINGS
| do not want tube feedings to be given.

OTHER EXTREME CONDITIONS

If I should sufer from irreversible brain damage or brain disease with no realistic hope of significant recov
| would consider such a condition intolerable and | want my health care providers and agent to treat any inter
life-threatening conditions just as they would a terminal condition or state of permanent unconsciousness as
indicated above.

Initials | agree
Initials | disagree

GOALS (OPTIONAL)
My goals in making medical decisions if | uffrom a terminal illness or other extreme irreversible medical-cond
tion are as followginsert your personal priorities such as comfcare, peservation of mental functions, etc.):

AGENTOS USE OPNSTRUCTIONS (Initial one option only)
My agent must follow these instructions.

These instructions ae only guidance. My agent shall have final sagnd may override
any of my instructions.
If | did not appoint an agent, these instructions shall be followed.

LEGAL PROTECTION

On behalf of myself, my executors and heirs | hold my agents and my health care providers harmles:
release and indemnify them against any claim for recognizing my agentsdity or for following my
treatment instructions in good faith.

SIGNATURE
Having carefully read this document, | have signed it this day of , 20
revoking all previous health care powers of attorney and medical treatment instructions.

(SIGN FULL NAME HERE FOR HEALTHCARE POWER OFATTORNEY
AND HEALTHCARE TREATMENT INSTRUCTIONS)

WITNESS: WITNESS:

Two witnesses at least 18 years of ageraguired in Pennsylvania and should witness your sigmeitueach
other®presence. (It is @ferable if the witnesseseanot your heirs nor your editors, nor employed by any of
your health cae poviders.)

NOTARIZA TION (OPTIONAL)
(Notarization of document is naquired in Pennsylvania, but if the document is both witnessed and notarized, |
mote likely to be honed in some other states.)
On this day of , 20 , before me personally appeared the afc
declarant, to me known to be the person described in and who executed the foregoing instru
and acknowledged that he/she executed the same as his/her free act and W¢ddNESS WHEREOF
| have hereunto set my hand anfixad my oficial seal in the County of , State o
, the day and year first above written.

Notary Public My commission expires
© 1993,Allegheny County BaAssociation/Allegheny County Medical Society



How to Complete the Advance Directive Form

(continued from page 6)

Tube Feedingsnitial one of the two choices.

Other Extreme Condition$his section refers to irreversible conditions such as
advanced\lzheimei@disease or other severe brain damage. In such situations,

you might not be terminally ill or permanently unconscious, but you might be
unable to care for yourself, or even unable to recognize loved ones. If that is the
case, and if you then develop a life threatening condition (pneumonia for example)
and life-sustaining measures must be considered, you may wish for your agent and
physician to follow your instructions just as if you were terminally ill.

Goals (Optional)Here you may add any comments that would help your
physician or agent make decisions about your medicalYYawemay leave this
section blank.

Agent® Use of Instructionsnitial the first choice if you want your agent to be
bound by your instructions. Initial the second choice if you want your agent to
be able to override your instructions and do what the agent thinks is best for you.

Legal ProtectionThis means that you and your financial estate stand behind
your agent and healthcare providers to protect them from lawsuits against them
simply because they followed your wishes. It does not excuse negligence or
malpractice in the way your instructions are carriedlbybu have any

questions about this release, consult an attorney for guidance.

Signature andlvithessesDate and sign the document with your full name in Date and sign the
the presence of two witnesses who are at least 18 yeafhelitnessesO document in the
signatures are required for the form to be fulfgetive in Pennsylvania. It is presence of two
better if the witnesses are not financially interested persons such as your heirs, witnesses who are at
your creditors, or your healthcare providers. least 18 years old.

Notarization.This is not required in Pennsylvania, but it is required in some
states, includinyVestVirginia. The form is more likely to be followed in other
states if it is notarized.

Optional Vallet Cad and Ogan Donation Cadl provided on pagell



Acknowledgement

This form and brochure were the products of a joint committee of the
Allegheny County Medical Society and thkegheny County BaAssociation
composed of physicians, attorneys, a nurse, and ethicists. It is dedicated to
carrying out the healthcare wishes of the citizens of PennsyNdmgform

and pamphlet have been provided as a public service, and are not intended to
take the place of specific legal or medical advice for which you should rely
upon your own attorney and physician.
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Optional W allet Card and Organ Donation

We have provided a wallet card below which can be filled out and kept
with you.

Organ DonationAt the time of your death, your family may be asked to make
a decision on donating yourgams. It would be very helpful if you tell them
what your wishes are and also fill out thgam donation side of the wallet

card belowIf you consent to donate yourgains and tissues, sign and have
two adult witnesses sign the upper portion of the card. If you do not consent
donate your gyans and tissues, simply sign the lower portion of the card.

]ﬁwis optional card alerts
medics that you have
an advance directive.

o _ You can also make
Please cut out and carry this chm your wallet: your wishes known

regarding organ
donation.

| HAVE AN ADVANCE DIRECTIVE

In case of medical emergency, contact

Name
Relationshiptome
Address
Phone [home] [work]
If unavailable, contact

Name
Relationship to me
Address
Phone [home] [work]

Yoursignature Date

fold here | ____ __ __ _ __ __ __ __ _ _ __ _ _ __ _]
‘ REGARDING ORGAN DONATION

CONSENT TO DONATE
| consent to donate my organs and tissues at the time of my death
for the purpose of transplant, medical study, or education.

Yoursignature
Witness signature
Witness signature

DO NOT CONSENT TO DONATE
| do not consent to donate my organs or tissues
at the time of my death.
Your signature Date
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