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ADVANCE DIRECTIVE FOR HEALTH CARE

INSTRUCTION DIRECTIVE

An Instruction Directive for Health Care, sometimes called a Living Will, is a written document, signed
by you, in which you decide the kind of care you would want, if for any reason you are unable to make
heaith care decisions for yourself,

You do not need to have a Living Will, but having one will avoid many problems. It will let your physician,
family, and friends know ahead of time what kind of decisions should be made for you if you become
disabled, physically or mentally, and are unable to decide for yourself. You will receive appropriate medical
care whether or not you have an Advance Directive.

PROXY DIRECTIVE-
DURABLE POWER OF ATTORNEY FOR HEALTH CARE

in addition to your Instruction Direclive, we encourage you to fill out a Proxy Directive in which you
designate a health care representative, for example, a family member, friend, or other person who under-
stands your feelings and is willing to make decisions for you about accepting, refusing, or withdrawing
treatment if you become unable to do so for yourself.

ki

This four-page document includes a list of definitions and the above two types of Advance Direclives
(together called a Combined Directive). Some people choose to fill out only one of these forms. We
recommend that you fill out both.

Before filling out these forms, you are encouraged 1o speak with your doctor, family, health care representative,
or others who may become responsible for following your wishes. Once you sign and date these forms and
have them witnessed by two individuals, your requests must be followed by anyone involved in your care,
but only at a time when you are not capable of making decisions for yourself.

After you fill out your Advance Directive, we recommend that you keep the original and give copies to your
appointment health care representative, your physician, and any other family member, close friend, or advisor
who is interested in your health and well-being.

Written and approved by the Medical Society of New Jersey 7/95.
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TERMS YOU SHOULD UNDERSTAND

Life-Sustaining Treatment

Cardiopulmonary Resuscitation (CPR). CPR describes procedures that are done to restart the hear
when it stops beating (“cardiac arrest”), and/or to provide artificial respiration when breathing stops
{“respiratory arrest”). CPR can involve manual prassure to the chest and mouth-to-mouth breathing o
pumping of air into the lungs using a rubber bag. In some instances, a tube may be inserted into the
windpipe (“intubation”} for mechanical ventilation.

Mechanical Ventilation or Respiration. A machine called a respirator or ventilator can take over breathing
if the lungs cannot adequately breathe. It provides oxygen through a tube inseried into the windpipe

Surgery. A surgical procedure involves cutting info the body to treat a problem.

Chemotherapy. Chemotherapy is drug treatment for cancer. i is used o cure cancer or reduce the
discomfort of cancer even if it does not cure it.

Radiation Therapy (RT). RT involves the use of high levels of radiation to shrink or destroy a tumor.

Dialysis. Dialysis requires the use of a machine that cleanses the blood when the kidneys cannot functio
adequately. This can be done through tubes placed into blood vessels (hemodialysis) or through tube
info the abdomen (petitoneal dialysis).

Transtusion. The transfusion refers to the giving of any type of blood product into a vein infravenously.

Ariificially Provided Nutrition and Fluids. This group of terms refers 1o feeding patients who are unabl
to swallow food and fluid. This can be done through a tube into a vein or into the stomach. The feedin
jube to the stormach can be placed through the nose (nasogastric tube) or through the abdome
{gastrostomy tube.)

Antibiotics. Antibiotics are medications used 1o fight infections. They can be administered by mouth,t
vein, by injection into a muscle, or through a feeding tube,

Comfort and Supportive Care (Palliative Care)

Comiort care is any Kind of treatment that increases a person’s physical or emotional comiort, Comfc
care includes adequate pain control. It may also include oxygen, food and fluids by mouth, moistening «
the lips, cleaning, turning, touching a person, or simply sitling with someone who is bedridden,

Medical Conditions
Terminal Condition. The end stage of an irreversibly fatal ilness, disease, or condition.

Permanent Unconsciousness. A medical condition that is total and krreversible in which a persc
cannot interact with his/her surroundings or with othars in any way and in which a person does n
experience pleasure or pain
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INSTRUCTION DIRECTIVE
{Living Will)
To My Family, Doctors, and All Those Concerned with My Care:

i, . being of sound mind, make this statement as a directive to be followed if for
any reason | become unable to participate in decisions regarding my medical care (Initial any that apply.)

A, 1, | direct that life-sustaining procedures be withheld or withdrawn &) if | become permanently unconscious, b} i
{ have a lerminal iliness, ¢) if | experience exireme menial detetioration, or d} if | have ancther type of irreversibie
illness. The above conditions shall have no reasonable expectation of recovery or chance of regaining a
‘meaningful quality of life, These medical conditions shall be determined by my attending physician and at least
one additional physician, | understand that | wili be kept comiortable.

OR
2. 1 direct that all medically appropriate measures be provided io sustain my life. regardless of my physical or
mental condition,

8, This section asks you to think about the values that are important to you regarding treatment in case of severe
merdal or physical illness,

1. 1 do not wish my e to be prolonged by medica!l ireatment(s) if my quality of life is unacceptable io me. The
foliowing are conditions thal are_unacceptable to me. {nltial only those thal describe a way of
Hiving that you could not folerate):

s @) Permanently unconscious with a ventilator breathing for me.
,,,,,,,,,, . B Permanently unconscious with a seding fube and/or intravenous (IV) hydration.
. ¢} On a ventilator when there is [#tle or no chance of recovery,
d) Being conscious (awake}, but unable fo communicate (for example, with & siroke}, and being fed
with a feeding tube and/or hydrated with IVs to Keep me alive.
a} Living with a dementia like Alzheimer's disease 5o severe that | am unable 1o recognize those who
love me,
OR
o 2. Fwant fo live as long as possible, regardiess of the quatity of life that | experience.

C. If you chioose A. 1., above, the life-sustaining procedures that would be withheld or withdrawn include but are
not limited fo: CPR, mechanical ventilation, surgery, chemotherapy, radiation, dialysis, transfusion, and
aniibiotics. niiial the foliowing if it applies tc you (see “Terms You Should Understand”)

in the circurnstances described in A1, above, | alse direct that artificialiy provided nutrition and fluids
he withheld and withdrawn and that | be allowed to die.

D. LUpon my death, | am willing to donate any parts of my body that may be beneficial to others.

Additional Commaents or Exceptions:

These directions express my legal right to reguest or refuse treatment. Therefore, | expect my family, doctor, and all those
concerned with my care 1o regard themselves as legally and morally bound to act in accord with my wishes.

Signed Date

Witnesses {cannot be healih care represeniative or alternative representative if any are named on the other side of this page).
| declare that the person who signed this document, or asked another to sign this document on hisfher behalf, did s0 in my presence
and thai he/she appears to be of sound mind and free of duress or undue influence,

Witness Date

Witness Date
Feminder: Give a copy of this document to your doctor, health care representative, and other concerned individuals.
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DURABLE POWER OF ATTORNEY FOR HEALTH CARE
{Proxy Directive)

if you wish, you may use this section fo designate someone o make treatment decisions if you are unable to do so. Your Livin
Will declaration will be in effect even if you have not designated a proxy.

i, , designate the following person as my haalth care represeniative to make am
and all health care decisions for me acling in my best interest, in the event that i become incapable of making decisions for myssli

Name Reiationship
Street
City State Teiephone

if the person | have named above Is unable fo act as my health care represenialive, | hereby designate the following person(s
o do so:

1. Name Reilationship
Street
City State Zip Telephone
2. Name Relationship
Street
CHty State 2ip Telephone

SPECIFIC DIRECTIONS: Please initial the staterment below that best expresses your wishes.

My heaith care representative is authorized to direct that asiificially provided fiuids and nuirition, such as by feeding tub
or 1V infusion, be withheld or withdrawn.

My health care representative does not have this authority, and 1 direct that artificially provided fuids and nuiritio
be provided to preserve my life, 1o the extent medically appropriate.

Signed Date
Witnesses (cannot be healh care representative or alternative representative listed above.}

1 dectare that the person who signed this document, or asked anocther 1o sign this document on hisfher behalf, did so in my presenc
and that he/she appears 1o be of sound mind and free of duress or undue influence.

Witness Date

Witness Date

*Reminder: Give a copy of this document to your doctor, health care representstive, and other concerned individuals
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