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Advance Care Directive

To create an advance directive that is legal in the State of Michigan,

complete pages 1A-5A of this packet according to the instructions on those
pages.

All the pages in this packet that follow 5A are optional. This includes pages
1B-2B and 6A-9A.

Form updated 6-17-22
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Advance Directive

Durable Powerof Attorney for Healthcare
(PatientAdvocate Designation)

Introduction

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 youappointis called your Patient Advocate. This document gives your consent to allow your Patient
Advocateto makedecisions only whentwophysicians, oraphysicianand alicensed 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.

Note: This AD does not give your Patient Advocate permission to make your financial or other business decisions.
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).

Ifyou 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.

Thisdocument was developed to meet the legal requirements of Michigan. It is not designed to replace the counsel
of your attorney.

Thisisan Advance Directive for (print legibly):

Name: Date of Birth: Last4 digits of SSN:
Telephone: Primary (Cell ) Secondary (Celld}

Address:

City/State/Zip:

Wherelwouldliketoreceive hospital care (whenever possible):
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Advance Directive
My Patient Advocate

Wheneithertwo physicians or a physician and licensed psychologist determine | am unable to make health care decisions, this
document names the person(s) | have chosen to be my Patient Advocate(s). They shall take reasonable steps to carry out my
treatment preferences. | understandthat itisimportant to regularly talk with my Patient Advocate(s) about my health and
treatment preferences. | 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.

[Based onmy expressed religious beliefs, | would prohibit having an examination for determination to participate in medical decision-
makingbyadoctor, licensed psychologist or another medical professional. Instead, | request the determination for incapacity be
made in the following manner:

[dif 1leave this section blank, | am leaving the evaluation decision to my Patient Advocate(s)

(NOTE:If your wishes change, you may revoke your Patient Advocate Designation at anytime andinany mannersufficientto communicate an
intent to revoke. Itis recommended that you complete a new Advance Directive and give it to everyone who has a previous copy).

The person | choose as my Patient Advocate is

Name: Relationship:
Telephone:Primary(Cell) Secondary (Cell O):
Address:

City/State/Zip Code:

First Alternate (Successor) Patient Advocate (strongly advised)

If Patient Advacate abave is not capable or willing to make these choices for me, then | designate the following person to
serve as my Patient Advocate.

Name: Relationship:
Telephone: Primary(CellJ) Secondary (CellCJ)
Address:

City/State/Zip Code:

Second Alternate (Successor) Patient Advocate (strongly advised)

If the Patient Advocates named above are not capable or willing to make these choices for me, then | designate the
following person to serve as my Patient Advocate.

Name: Relationship:
Telephone: Primary(CellJ) Secondary (Celld)
Address:

City/State/Zip Code:
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Advance Directive
Signature Page

| 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

lhaveinstructed my Patient Advocate(s) concerning my wishes and goals in the use of life- sustaining
treatment, such as, butnotlimitedto: ventilator (breathingmachine), cardiopulmonaryresuscitation (CPR),
nutritional tube feedings, intravenous(IV) hydration, kidneydialysis, bloodpressureorantibiotic
medications—and herebygive myPatient Advocate(s) express permission to help me achieve my goals of
care. This mayinclude 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

This Advance Directive includes the following sections: Spiritual/Religious Preferences, End of Life Care; Anatomical Gift(s)
- Organ/Tissue/Body Donation; Autopsy Preference; Mental Health Treatment, & Treatment Preferences (Goals of Care).

Signature of the Individual in the Presence of the Following Witnesses

lam providing these instructionsofmy own free will.l have not been required togive themin order to
receive care or have care withheld or withdrawn. | am at least eighteen (18) years old and of sound mind.

Date:

Signature:
Address:
City/State/Zip Code:

Signatures of Witnesses

I know this personto be theindividual identified as the “Individual” signing thisform.|believe him or hertobe of sound
mind and at least eighteen (18)yearsofage.|personally saw him orhersign this form,and | believe that he or she did so
voluntarilyandwithout duress,fraud,orundueinfluence.Bysigning thisdocumentasawitness, | certifythatlam:

« At least 18 years ofage.

+ Notthe Patient Advocate or alternate Patient Advocate appointed by the person signing this document.
s 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.

 Notdirectly financially responsible for the patient’s health care.

« Nota health care provider directly serving the patient at this time.

» Notanemployee of a health care or insurance provider directly serving the patient at this time.
Witness Number 1: [] | meet the witness requirements stated above
Signature: Date:

Print Name:
Address:
City/State/Zip Code:
Witness Number2:[J | meet the witness requirements stated above

Signature: Date:

Print Name:
Address:
City/State/Zip Code:
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Accepting the Role of Patient Advocate

Acceptance

Thepersonnamedabove hasaskedyoutoserveas hisorherPatient Advocate (orasan alternate Patient
Advocate). Before agreeingto accept the Patient Advocate responsibility and signing this form, please:

1.

Carefullyreadthe Introduction(1A), “The Advance Care Planning

Process” (separate document), and this completed Patient Advocate Designation
Form, (including any optional Preferences listed on pages 6A-9A). Also, take note of
any Treatment Preferences([Goals 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.

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.

Ifyouareatleast 18yearsofageandarewillingtoaccepttheroleof Patient
Advocate, read, sign and date the following statement.

laccepttheperson’sselectionofmeasPatientAdvocate.lunderstandandagreetotakereasonable stepsto
follow the desires and instructions of the person asindicated within this “Advance Directive: My Patient
Advocate” document orin other written or spoken instructions from the person. l also understand and agree
that, according to Michigan law:

a.

b.

Thisappointment shallnotbecome effective unless the patient is unable to participate in medical or mental
health treatment decisions, asapplicable.

|willnot exercise powers concerning the patient’s care, custody, medical or mental health treatment that the
patient

—ifthepatientwereabletoparticipateinthedecision—couldnothaveexercisedonhisorherown behalf.

. Icannot 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.

. I'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.

. Imay not receive payment for serving as Patient Advocate, but | can be reimbursed for actual and necessary

expenses which | incur in fulfilling my responsibilities.

. lamrequired toactinaccordance with the standards of care applicable tofiduciaries when acting for the patient

and shallact consistentwith the patient’sbestinterests. The known desires ofthe patientexpressed or
evidenced while the patientisable 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.

. Thepatientmaywaivetherighttorevokeadesignationastothe powertoexercisementalhealthtreatment

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 communicates his or her intent to revoke.

i. I mayrevoke myacceptance of myrole as Patient Advocate at any time and in any manner sufficient to

communicate an intent torevoke.

. Apatientadmittedtoahealthfacilityoragency hastherightsenumeratedin Section 20201 ofthe 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)
Patient Advocate Signature and Contact Information

l, ,amassigning the Patient Advocate(s) listed below:

Printyour name above and your Date of Birth here:

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

I haveagreedtobethe PatientAdvocateforthepersonnamedabove.
(PRINT)

Signature: Date:

Address:

City/State/Zip:

Telephone: Primary(CellOJ) Secondary (CellCJ)

First Alternate (Successor) Patient Advocate (Optional)

l, haveagreedtobethe PatientAdvocateforthepersonnamedabove.
[PRINT}

Signature: Date:

Address:

City/State/Zip:

Telephone:Primary(Celld) Secondary (Celld)

Second Alternate (Successor) Patient Advocate (Optional)

l, haveagreedtobethePatientAdvocateforthepersonnamedabove.
(PRINT)

Signature: Date:

Address:

City/State/Zip:

Telephone:Primary(Celld) Secondary (Celld)

Making Changes

Ifonly the contact information for your advocate(s) changes, it may be revised on the original and on the photocopies without replacing
the entireform.

Photocopies of this form are acceptable as ariginals.
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Treatment Preferences (Goals of Care)
(This section is optional, but recommended)

Print Name: Date of Birth:

Specific Instructions to my Patient Advocate

When!am not able to decide or speak for myself, the following are my specific preferences and values
concerning my health care:

Instructions:

e Putyourinitials (or “X”) next to the choice you prefer for each situation below.

Treatments to Prolong my Life

IfI reach a point where there is reasonable medical certainty that | will not recover my

abilitytoknowwholam,where lam,andlamunable to meaningfully interactwith
others:

Iwantall possible efforts to prolong life made on my behalf, evenifitmeans I may remainon
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
treatmentsarenothelping me getbetter, are notgoingtoimprove my currentcondition, orif
they are causing me pain and suffering, then | want to stop these treatments.

OR

I 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.

I choose not to complete this section.,

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

(General Feelings/Preferences)

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

CPRisanattempt to restart your heart and breathing. It could include pressing hard on your chest to try to restart your
heartand placingatubeintoyourwindpipetoconnecttothebreathingmachine.Electricshocktoyourheartand
medications to support your heart may be included.

Instructions:
e |Initial of place an "X" next to your choice

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 thefollowing:

e Aninjuryorillnessthatcannotbe cured and | amdying.
e Noreasonable chance of surviving the CPR attempt.
o Littlechanceofsurvivinglongterm,anditwouldbehardand

painful for me to recover from CPR.
OR

| do not want CPR but instead want to allow natural death.

I choose not to complete this section.

Additional Specific Instructions

|want my Patient Advocate tofollow these specificinstructions, which may limit the authority previously describedin
General Instructions to My Patient Advocate.

I choose not to complete this section.

Signature

Ifyou aresatisfied with yourchoice of Patient Advocateand with the Treatment Preferences guidanceyou
have provided in thissection,you need tosign and date the statement below.

lamprovidingtheseinstructionsofmyownfreewill.lhavenotbeenrequiredtogivethemin 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:

Signature: Date:
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Preferences for Spiritual/Religious
& End of LifeCare

(This section is optional, but recommended)

Spiritual/Religious Preferences

| amofthe 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.)

I choose not to complete this section.

At the End of my Life...

Ifpossible, atthe end of life, |would prefertobe caredfor; eithercheckorrank orderallthatapply:

___inmyhome ___inalong-term carefacility
____inahospital as my Patient Advocate thinks best

I would like hospice servicesinany 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.)

I choose not to complete this section.
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Preferences for Anatomical Gift(s) —
Organ/Tissue/Body Donation, & Autopsy

(This section is optional, but recommended)

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

The authority granted by me to my Patient Advocate regarding organ/tissue donation shall, in compliance with
Michigan law, remainin effectand be honored following my death. lunderstand that whole-body anatomical gift
donation generally requires pre-planning and pre-acceptance by the receiving institution.

Instructions:
o Pyt your initials (or “X”) next to the choice you prefer for each situation below.

Anatomical Gift(s) — Donation of my Organs/Tissue/Body

| am registered on the Michigan Donor Registry and/or Michigan driver's license.
ByMichiganlaw, your PatientAdvocate and yourfamily musthonoryourorgandonationinstructions.

Choose one option:

__ lamnotregistered, 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]}

__lamnotregistered, 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).

I choose not to complete this section. (continues nextpage)
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Organ/Tissue/Body Donation, & Autopsy

(This section is optional, but recommended)

Instructions:
* Putyourinitials (or “X”) next to the choice you prefer for each situation below.

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

Autopsy Preference

| would acceptan autopsyifit can help my blood relatives understand the cause of my death
or assist them with their future health care decisions.

Iwouldacceptanautopsyif it can helptheadvancementof medicine ormedical education.

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

I choose not to complete this section.
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PreferencesforMental Health

Examination & Treatment
(Optional)

[ ] Adetermination of myinability to make decisions or provide informed consent for mental health
treatment will be madeby

(Physician/Psychiatrist)

Ichoose not to complete this section

| expressly authorize my Patient Advocate to make decisions concerning the following treatments if a physician
and amental 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.

| 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)
* | give up my right to have a revocation effective immediately. If | revoke my designation, the revocation

iseffective 30days fromthe date |communicate myintenttorevoke. Evenifl choosethis 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 anasterisk 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 asfollows:

(Sign your name if you wish to give your Patient Advocate this authority) Date

Ichoose nottocomplete thissection
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