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Advance Directive Toolkit

This toolkit has five parts. It lets you:
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Before You Begin: Learn about Advance Directives. (Page 3)
This section helps you to learn about planning for health care

and the forms that you need to complete.

Form Part A: Make your health care wishes known. (Page 8)
This form lets you write down the kind of health care you
want to help guide your Patient Advocate. This way, those
who care for you will not have to guess what you want if you

are too sick to tell them yourself.

Form Part B: Choose a Patient Advocate. (Page 14)
A Patient Advocate is a person who can make medical
decisions for you if you are too sick or unable to make them

yourself.

Form Part C: Sign the form. (Page 15)

You must sign the form before it can be used.

Form Part D: Ask your Patient Advocate to sign. (Page 17)
Your Patient Advocate must sign on page 17 to agree to be

your Patient Advocate.

Fill out only the parts you want.

e If you only want to list your own health care wishes go to Part A (Page 8).
e If you only want to name a Patient Advocate go to Part B (Page 14).
e If you want both then fill out Part A and Part B.

Always sign the form with 2 witnesses in Part C (Page 15).




Advance Directives Checklist

Use this checklist as a helpful guide when considering your preferences
and completing the forms in this booklet.

Read this toolkit cover to cover.
Write down all your questions.

Discuss your questions with your doctors, family, friends and spiritual
advisers.

Identify a person to serve as your Patient Advocate (and an alternate
Patient Advocate).

Talk with this person and make sure that they are willing to serve as
your Patient Advocate. Tell them about your wishes.

Complete Part A (Make Your Health Care Wishes Known) and Part B
(Appoint a Patient Advocate) of this toolKkit.

Identify 2 people who are not your Patient Advocate, your family
members or part of your health care team who can serve as witnesses.

Sign the form in front of the witnesses.

Have the witnesses sign the form.

Have your Patient Advocate sign the form.

Make several copies of the signed form.

Save a copy for yourself. Keep it in a safe and easily accessible place.

Give copies to your Patient Advocate, health care provider, family, and
friends.

Review this document regularly
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Before You Begin

Why is planning for health care important?

You always have the right to be included in any decisions related to the health
care you receive. However, no one knows what the future holds, and there may
be a time when you are unable to make your own decisions. By reviewing this
toolkit and stating your wishes for health care, you can make sure that people
close to you and people who provide health care for you know what types of
decisions you would make for yourself.

How can | start?

Writing down your preferences is a good way to start planning for your health
care. An Advance Directive is a written statement about your wishes
regarding medical treatment. In the State of Michigan, the Durable Power of
Attorney for Health Care (DPOA-HC) form is the most widely used Advance
Directive. The DPOA-HC allows you to name your Patient Advocate and is a
legal document in Michigan.

What is a Patient Advocate?

A Patient Advocate is the person who can make medical decisions for you if
you are too sick or unable to make them yourself. Naming a Patient Advocate
is your DPOA-HC. A Patient Advocate can only make your medical decisions if
2 doctors agree that you cannot make your own decisions and this is written in
your record. Your Patient Advocate will make decisions that you would be
asked to make if you were able.

Whom should | choose to be my Patient Advocate?

A family member or friend who:

e Is atleast 18 years old.

e Knows you well.

e Can be there for you when you need them.

e You trust to do what is best for you and follow your wishes, even if they do
not agree with your wishes.

e (an tell your doctors about your health care wishes.



What will happen if I do not choose a Patient Advocate?

e If you are too sick to make your own decisions, your doctors may ask your
closest family members to make decisions for you.

e If your family members cannot make a decision or agree on a decision, then
a judge may appoint someone to make decisions for you.

e You will receive care even if you do not choose a Patient Advocate.

What kind of decisions can my Patient Advocate make?

Based on your wishes, your Patient Advocate can: agree to, say no to, change,
stop or choose any of the following:

e Doctors, nurses, social workers

e Hospitals or clinics

e Medications, tests, or treatments

e Whether or not you receive life support treatments

e Whether or not you receive surgery

e Whether or not to take you to a hospital or nursing home

e What kind of comfort care you receive, including hospice care

Your Patient Advocate may look at your medical records to help make these

decisions.

The law defines your Patient Advocate named in your DPOA-HC as your
surrogate decision maker. This means that they will make medical decisions
for you. This is why it is very important to share your wishes with your Patient

Advocate.

The preferences you write down on this form should serve as a guide for your

Patient Advocate and doctors, but they are not legally binding.

A properly completed DPOA-HC is legally recognized and allows your Patient

Advocate to make medical decisions for you when you cannot.




What do | do with the form after I fill it out and everyone has signed?

e Bring a copy of this form to your doctor’s office or hospital so it can be
scanned into your medical record.
e Share a copy of the form with others who care for you, such as:
o Your Patient Advocate
o All of your doctors
o Nurses
o Social workers
o Family and friends
e Keep a copy for yourself in a safe and easy to find place.

N,
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00 Talk with your Patient Advocate about your choices.
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Can | change my mind?

e You can change your mind at any time.
e Any spoken wish about a medical treatment must be honored by a Patient
Advocate, even if it is different than what you put in your form.
e If you change your mind, it is best to fill out and sign a new form.
o Tell those who care for you about your changes.
o Give the new form to your Patient Advocate and your doctors.

What if | have questions about the form?

e Bring it to your doctors, nurses, social workers, Patient Advocate, family or
friends to answer your questions.

What if | want to write down health care wishes that are not on this
form?

e Write your wishes on a piece of paper, sign and date the paper.
e Keep the paper with this form.
e Share your wishes with those who care for you.



Where can | learn more?
Talk to your health care provider, such as your doctor or a social worker in the
office. If you would like to speak with a social worker, please call the Guest

Assistance Program at 800-888-9825 and they will assist you.

You can also visit the Advance Care Planning page on the U-M Patient Education

Clearinghouse at http://careguides.med.umich.edu/advance-directives.

At the website, you can find more information on advance care planning and

Advance Directives, including:

D

. e Frequently Asked Questions on advance care planning and

Advance Directives.

(=] e Additional Advance Directive documents, including a Do Not

Resuscitate (DNR) Declaration form, a Durable Power of

Attorney (DPOA - HC) for Mental Health Care Choice, and a

Funeral Representative Designation form.

%% e Additional resources to write down your wishes including, Living
AR Will forms and conversation tools.


http://careguides.med.umich.edu/advance-directives
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Making Your Wishes Known
and
Naming Your Patient Advocate (DPOA-HC)




PATIENT INFORMATION

Part A: Make Your Health Care Wishes Known

™ [[lmo]

Use this section to state your preferences for health care.

This section is not legally binding in the state of Michigan, but it can
serve as a helpful guide to your doctors and your Patient Advocate.
You may answer or skip any of the questions in Part A.

Your Thoughts on Life

When you think about the things that make life worth living, which of the
following apply to you: (pick one)

O My life is always worth living, no matter how sick I am.

O My life is worth living only if I can do some of the things that are

meaningful to me.

O I am not sure.

If you chose the second option, put an (X) next to all the sentences you most
agree with:

O My life is only worth living if I can:

O Talk to family or friends.

Wake up from a coma.
Feed, bathe, or take care of myself.
Be free from pain.
Live without being hooked up to machines.

Live at home (as opposed to a nursing home).

O OO0 OO0 O O

I am not sure.

If I am dying, I prefer to die: (pick one)
O At home.
O At a facility (hospital, hospice, or nursing home).
O I am not sure.
8

Your Wishes and DPOA-HC Form



PATIENT INFORMATION

Is religion or spirituality important to you?
ONo O Yes

If you have one, what is your religion?

What should your doctors know about your religion or spirituality?

O I am not sure.

Do you have any hopes for your funeral or memorial service? You can include

information on music, readings, or any other requests that you may have.

O I am not sure.

Do you have any other wishes or thoughts on life that you would like to share?
You can include information on how you would like to be treated, made

comfortable, or any other requests that you may have.

O I am not sure.

9
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PATIENT INFORMATION

Your Wishes About Organ Donation

Your doctors may ask about organ donations after you die. Donating
(giving) your organs can help save lives. Please tell us your wishes.

If your Patient Advocate is not next-of-kin and you would like your Patient
Advocate to make choices on your behalf after you have died, please

complete a Funeral Representative Designation Form.

Put an (X) next to the one choice you most agree with.
O I want to donate all my organs.

O I want to donate only these organs:

O I do not want to donate my organs.

O I want my Patient Advocate to decide. If you let your Patient Advocate

decide, they can make that choice after you die.

O I am not sure.

Do you have any additional thoughts on donating your organs?

If you do, please write them here.

10
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PATIENT INFORMATION

Making Your Wishes About Life Support Known

If you cannot speak for yourself, your Patient Advocate will make decisions
about life support for you. Life support treatments are medical care to try
and help you live longer.

—

)»  Talk with your health care provider, your family members,
.\“ and Patient Advocate about the kind of treatment you do
4BRW and do not want.

Most medical treatments can be tried and then stopped if they do not help. It is

important to talk with your health care providers about these choices.

If you are sick, your doctors and nurses will always try to keep you comfortable

and minimize your pain. They will try to do what is best for you.

Please read all options below before you make your choice. Select one option.
If I am so sick that I am dying:
O I want doctors to try all treatments that they think might help, including

life support even if it may not help me get better.

O I want doctors to do everything they think might help me, but, if I am
very sick and have little hope of getting better, I do not want to stay on

life support.

O I want to die a natural death. I want no life support treatments.

O I want my Patient Advocate to decide for me with the help of information

from my doctors and my thoughts on life.

O I am not sure.

11
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If you have any specific preferences for treatments, please write them here:

In the event you are dying, your Patient Advocate can:

e C(all in a spiritual leader.
e Enroll you in hospice care.
e Decide if you die at home, if possible, or in the hospital.

e Ensure your comfort and pain control.

My other wishes for my health care:

12
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PATIENT INFORMATION

Your Instructions to Your Patient Advocate

If you would like to let your Patient Advocate make decisions that might
allow you to die when you are very sick, please sign under the statement

below.

Michigan law allows your Patient Advocate to refuse or stop life support
treatments or CPR only if you give your Patient Advocate that power.

If you would like to give your Patient Advocate that power, sign below. If you
would prefer not to give your Patient Advocate that power, you may skip this

section.

'} I want my Patient Advocate to make decisions about life support
<> and treatments that would allow me to die when I am very sick.
When making these decisions, I want my Patient Advocate to follow

the guidelines I have provided.

Sign your name here to give this power to your Patient Advocate

Q,\i)) Show your Patient Advocate this form.

@®® ¢ them what kind of medical care you want.
4dh%
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PATIENT INFORMATION
DURABLE POWER OF ATTORNEY (DPOA-HC)

()

®® Part B: Appoint a Patient Advocate
aan

Your Name Date of Birth

Your Patient Advocate is the person who can make medical decisions for you if
you are too sick or unable to make them yourself.

If you are very sick and 2 doctors decide that you cannot make your own
medical decisions, they will ask that your Patient Advocate make them for you.
Select someone you trust to make the decisions you would want. You may also
name one or more persons to make the decisions if your first choice cannot.
These additional persons would be your successor or secondary Patient
Advocates.

| want this person to be my Patient Advocate if | can no longer make my medical
decisions for myself.

First Name Last Name
Street Address City State Zip
Home phone number Work phone number Cell phone number

If the first person cannot do it, then | want this person to make my medical decisions
when | cannot and be my successor Patient Advocate.

First Name Last Name
Street Address City State Zip
Home phone number Work phone number Cell phone number

14
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DURABLE POWER OF ATTORNEY (DPOA-HC) PATIENT INFORMATION

é Part C: Signatures

Before this Advance Directive can be used, you must:

e Sign this form on page 16.

e Have 2 witnesses sign the form on page 16.

Your withesses must;:

e Be at least 18 years of age.

e See you sign this form and sign it on the same day.

Your witnesses cannot:

e Be your Patient Advocate.

e Be your health care provider.

e Work for your health care provider.

e Work at the place where you live (if you live in a nursing home or group
home).

e Be your spouse, your parent, your child or grandchild, or your brother or
sister.

e Benefit financially (get any money or property) after you die.

e Work for your insurance company.

Your 2 witnesses do not need to read this Advance Directive.
They do need to watch you sign the form and sign it themselves on the same

day.

They sign to promise that while you signed the form, you appeared to be
thinking clearly and were not forced to sign it. Some examples of whom your

witnesses could be include neighbors, members of church, or friends.

You do not need a notary or a lawyer to complete this form.

15
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DURABLE POWER OF ATTORNEY (DPOA-HC) PATIENT INFORMATION

[ 4

<”>> 1. Your Signature

Sign your name Date
Print Your First Name Print your Last Name
Street Address City State Zip

Date of Birth (Month/Day/Year)

é 2. Witnesses’ Signatures

By signing, I promise that signed this form while I watched.
(patient name)
They appeared to be thinking clearly and were not forced to sign it.

Witness #1

Sign your name Date
Print Your First Name Print your Last Name
Street Address City State Zip
Witness #2

Sign your name Date
Print Your First Name Print your Last Name
Street Address City State Zip

16
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PATIENT INFORMATION

DURABLE POWER OF ATTORNEY (DPOA-HC)

Q)
.‘“ ¢ Part D: Acceptance by Patient Advocate

[ 4
MW" vour Patient Advocate must read and sign this form.

As the Patient Advocate:
e You should always act with the patient’s best interests and not your own
interests.

e You will only start making decisions for the patient after 2 doctors agree that
the patient is too sick to make his or her own decisions.

e You will not be able to make decisions that the patient would not usually be
able to make.

e You don’t have the power to stop a pregnant patient’s treatment if it would
cause her to die.

e You can make a decision to stop or not start treatments and allow the patient
to die naturally if they have made it clear that you can make that decision.

e You cannot be paid for your role as a Patient Advocate but you can get paid
back for the money you spend on the patient’s medical expenses.

e You should help to protect the patient’s rights as defined by law.

e You cannot make decisions that go against the patient’s wishes regarding
organ donation.

e The patient can remove you as Patient Advocate whenever they want.

e You can remove yourself as Patient Advocate whenever you want.

By signing, I am saying that I understand what this document says and that I

will be the Patient Advocate for _________________________ (name of patient).
Patient Advocate’s Signature Date
2nd Patient Advocate’s Signature Date

17
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Advance Directives Final Checklist

Use this checklist as a helpful guide to make sure the you have:

[ Chosen a trusted person to be your Patient Advocate.

[ Identified 2 people who are not your Patient Advocate, your family
members, or part of your health care team to be your witnesses.

[J Signed the form in front of the witnesses.
[1 Had your witnesses signed the form.

[1 Had your Patient Advocate signed the form.

What do | do next?

[ Make copies of your form.

[ Give a copy to your health care provider.

O Ask your health care provider to put the form in your Medical Record.
[ Give a copy to your Patient Advocate.

[ Give copies to your family and friends.

[ Keep your copy in a safe and easy to find location.

[ Review the form once a year or as needed.
If you do not agree with the information in your form, complete a new
form.

If you do agree, you can reaffirm the form in the space provided below:

O Date Initial O Date Initial

O Date Initial O Date Initial

O If you would like to, complete the card below and store it in your wallet:

Print your name Signature Date

0 | have a Durable Power of Attorney for Health
Care

| have discussed my care with my patient
advocate, family, and doctor. If | am unable to
speak for myself, please contact:

Advocate Name Telephone Number




(c) 2017 Regents of the University of Michigan. Advance Directives: Have a say about how you
want to be treated if you get very sick is made available under a Creative Commons Attribution-

NonCommercial-ShareAlike 4.0 License.

Adapted from:
e California Advance Health Care Directive, (c) 2015 Rebecca Sudore, MD. Available under

the Creative Commons Attribution-NonCommercial-ShareAlike 2.0 License.

o Advance Directives and Durable Power of Attorney for Health Care by Henry Ford Health
System. (Derivative work of the above). Available under the Creative Commons
Attribution-NonCommercial-ShareAlike License.
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Discrimination is Against the Law!
MICHIGAN MEDICINE

UNIVERSITY OF MICHIGAN

Michigan Medicine complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex.

Michigan Medicine does not exclude people or treat them differently because of race, color, national
origin, age, disability or sex.

Michigan Medicine provides free aids and services to people with disabilities to help communicate
effectively while receiving care, such as:

* Qualified sign language interpreters; and

» Written information in other formats (large print, audio, accessible electronic formats and other
formats).

Michigan Medicine provides free language services to people whose primary language is not English,
such as:

» Qualified language interpreters; and
 Information written in other languages.

If you need these services while at Michigan Medicine, contact Interpreter Services at 734-936-7021.

If you believe that Michigan Medicine has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability or sex, you can file a grievance with:

Patient Civil Rights Coordinator
Michigan Medicine
2901 Hubbard
Ann Arbor, Michigan 48109-2435
Phone - (734) 936-6439
Fax - (734) 347-0696
Email - MichMed_patients_rights@med.umich.edu

You can file a grievance in person, by mail, fax, or email. If you need help filing a grievance, the
Patient Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights. This can be done electronically, through then Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
1-800-368-1019, 800-537-7607 (TDD)

Complaint forms are available at:

http://www.hhs.gov/ocr/office/file/index.html.



If you speak a language other than English,
language assistance services, free of charge,
are available to you. Call our Interpreter
Services office at 734-936-7021 and identify
your language. If you would like information
regarding your rights and responsibilities

as a patient, please ask your Michigan Medicine care provider.

Si usted habla espafiol tiene a su disposicidn servicios gratuitos de
asistencia linglistica. Llame al 877-810-4719 y pida que le conecten
con la oficina de los Servicios de Interpretacion al 734-936-7021. Si
desea usted obtener informacidn con respecto a sus derechos y
responsabilidades como paciente consulte, por favor, con su
proveedor de atencién médica de Michigan Medicine.
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N&u ban néi tiéng Viét, ching t6i c6 dich vu hd tro ngdn ngit mién
phi danh cho ban. H3y goi dén s6 844-590-8944, va yéu ciu duoc
két n&i v&i van phong Dich Vu Théng Dich theo s6 734-936-7021.
Né&u ban mudn théng tin vé quyén va trach nhiém cda minh véi tu
céch la bénh nhan, vui long héi bac s cham séc Michigan Medicine
cla ban.

Nése ju flisni shqip, atéheré ju ofrohen shérbime gjuhésore, pa
pagesé. Thirrni numrin 844-562-3982 dhe kérkoni gé t'ju lidhin me
zyrén e pérkthyesve né numrin 734-936-7021 dhe tregoni se cilén
gjuhé e flisni. Nése déshironi informacion né lidhje me té drejtat dhe
pérgjegjésité tuaja si pacient, ju lutemi kontaktoni dhe pyesni
ofruesin e kujdesit shéndetésoré té Michigan Medicine.
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Jesli méwisz po polsku, mozesz skorzystac z bezptatnych ustug
ttumaczeniowych. Zadzwon pod nr 844-562-3986 i popros o
potfaczenie z biurem ustug ttumaczeniowych pod nr 734-936-7021.
W przypadku checi uzyskania informacji dotyczacych praw i
obowigzkdw pacjenta zwrd¢ sie do dostawcy ustug medycznych
Michigan Medicine.

Wenn Sie Deutsch sprechen, stehen fir Sie kostenlos
Sprachassistenzdienste zur Verfligung. Rufen Sie 844-562-3984 an
und lassen Sie sich mit dem Dolmetscherdienst unter der
Rufnummer 734-936-7021 verbinden. Informationen tber lhre
Rechte und Pflichten als Patient erhalten Sie Gber lhren
Gesundheitsdienstleister bei Michigan Medicine.

Si parla italiano, avra gratuitamente a disposizione servizi gratuiti di
assistenza linguistica. Chiami il numero 844-562-3985 e chieda di
essere messo in contatto con I'ufficio per i servizi di interpretariato
(Interpreter Services) al numero 734-936-7021. Se desidera
informazioni sui suoi diritti e responsabilita come paziente, consulti
il suo referente sanitario Michigan Medicine.
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Ako govorite hrvatski/srpski, dostupna Vam je besplatna podrska na
Vasem jeziku. Kontaktirajte nasu prevoditeljsku sluzbu na broj 734-
936-7021 i recite kojim jezikom govorite (Serbo-Croatian). Ako se
Zelite informirati o svojim pravima i obvezama kao pacijenta, molimo
Vas da se obratite pruzatelju skrbi u sklopu Sveucilista Michigan.

Kung nagsasalita ka ng Tagalog, may mga magagamit kang libreng
serbisyo sa tulong sa wika. Magtanong sa tanggapan ng aming Mga
Serbisyo ng Interpreter sa 734-936-7021 at tukuyin ang iyong wika
(Tagalog). Kung gusto mong makakuha ng impormasyon tungkol sa
iyong mga karapatan at responsibilidad bilang isang pasyente,
mangyaring tumawag sa iyong provider ng pangangalaga sa
Michigan Medicine.

Si vous parlez frangais, les services d’aide pour les langues sont a
votre disposition et sont gratuits. Appelez le 855-800-9253 et
demandez a étre mis en relation avec le bureau du Service des
interpretes au 734-936-7021. Si vous souhaitez des informations
concernant vos droits et responsabilités en tant que patient, veuillez
les demander a votre professionnel de santé de Michigan Medicine.
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