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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

My Advance Care Plan
,w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR

I have completed this Advance Directive with much thought. This document gives my treatment 
choices and preferences, and/or appoints a Health Care Agent (also known as Health Care Power of 
Attorney) to speak for me if I cannot communicate or make my own health care decisions. My Health 
Care Agent, if named, is able to make medical decisions for me, including the decision to refuse 
treatments that I do not want.
,rRySJRvH w>eJ.vDRqd’D;w>qdurd.t*hRuwX>M.vDRI vHmwDvHmrDtHR[h.vDR,w>ulpg,gbsgw>CkxXwz.’D;w>b.o;wz.<A ‘D;§rhwrh>A[h.

vDRrl’gqlw>td.ql.td.cVw>uG>tySRcX.p;A(b.w>oh. ngph>uD;tDR’fw>td.ql.td.cVw>uG>xGJyD>&Dw>pH.nD.qXwJmw>cGJ;,m) AvX 
uuwdRw>vX,*D>AzJ,qJ;usd;qJ;usd;w>rh>wohArhwrh>ArR,eD>up> w>td.ql.td.cVw>uG>xGJw>qXwJmwz.wohb.M.vDRI ,w>td.

ql.td.cVw>uG>xGJySRcX.p;<Arh>,XRxD.trHR<ArRuoH.uoDw>ulpg,gbsgw>qXwJmvX,*D>oh<Ay.Ckm’D;w>qXwJmvXu*h>vdm w>ulpg 
,gbsgvX,wtJ.’d;tDRM.vDRI

This document will replace any previous advance directive.
vHmwDvHmrDtHRuqDwvJw>eJ.vDRqdympXRw>vXtylRuGHmwcg v>v>M.vDRI

My name ‎(,rHR)‎ : ____________________________________________________________________  
Date ‎(eHRoD)‎: ______________________________________�  
My date of birth ‎(,w>td.zsJ.rk>eHR) : _________________ _______________________________________�  
My address ‎(,vD>td.qd;xH;)‎ : ____________________________________________________________� 
My telephone numbers: (home) ‎(,vDwJpdeD.*H>wz.A=A([H.))A______________________________________ 
                                                                    (cell.) (pJv)‎ ______________________________________

Advanced Care Plan 
w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR

My initials here indicate a professional medical interpreter helped me complete this 
document. 
,w>qJ;vDRrHRzJtHR'k;eJ.ymzsgxD.AySRpJ.eDRvXtwJusd;xHw>vXuoH.uoD wuyR A rRpXR,RvX,urRySJRvHmwDvHmrDtHRM.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

Part 1: My Health Care Agent 
(Also Known as Health Care Power of Attorney)

tulmtulmA1A=A=A  ,w>td.ql.td.cVw>uG>xGJySRcX.p;,w>td.ql.td.cVw>uG>xGJySRcX.p; 
‎(b.w>oh.ngph>uD;tDR’fAw>td.ql.td.cVw>uG>xGJyD>&Dw>pH.nD.qXwJmw>cGJ;,m)

If I cannot communicate my wishes and health care decisions due to illness or injury, or if my health 
care team determines that I cannot make my own health care decisions, I choose the person named 
below to communicate my wishes and make my health care decisions. My health care agent must:

•	Follow my health care instructions in this document
•	Follow any other health care instructions I have given to him or her
•	Make decisions in my best interest and in accordance with accepted medical standards

,qJ;usd;wJoud;,w>tJ.’d;wz.A’D;w>td.ql.td.cVw>uG>xGJw>qX wJmwz. Arh>vXw>ql;w>qgArhwrh>Aw>b.’db.xH;tCd<Arhwrh>AzJ ,w> 
td.ql.td.cVu%l>rh>qXwJmvXA,rR,w>td.ql.td.cVw>uG>xGJw>qX wJmvX,eD>up>’.,Jrh>wohb.M.<A,CkxXySRtrHRvXvmvXAuqJ;usd; 
wJoud;,tJ.’d;’D;rR,w>td.ql.td.cVw>uG>xGJw>qXwJmwz. ohM.vDRI ,w>td.ql.td.cVw>uG>xGJySRcX.p;ub.=

•	 rRydmxGJ,w>td.ql.td.cVw>uG>xGJw>eJ.usJwz.vXvHmwDvHmrDtHR tylR

•	 rRydmxGJw>td.ql.td.cVw>uG>xGJw>eJ.usJt*RwrHRv>v>vX ,[h.vDR qlt0Jttd.

•	 rRw>qXwJmwz.vX,w>o;pJt*hRuwX>tylRA’D;’fAuoH.uoDtwDR ywD>vXw>wl>vdmtDRtylR
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

Requirements for Who May Be an Agent or Health Care Power of Attorney Under State Law
w>vd.b.wz.vXySRvXtuJySRcX.p;Arhwrh>Aw>td.ql.td.cVw>uG>xGJyD>&Dw>pH.nD.qXwJmw>cGJ;,mw>vd.b.wz.vXySRvXtuJySRcX.p;Arhwrh>Aw>td.ql.td.cVw>uG>xGJyD>&Dw>pH.nD.qXwJmw>cGJ;,m  vXuD>pJ.oJp;w>od.w>oDtzDvmvXuD>pJ.oJp;w>od.w>oDtzDvm

Iowa: My agent cannot be a health care provider caring for me on the date I sign this document. My 
agent also cannot be an employee of a health care provider unless related to me by blood, marriage,  
or adoption within the third degree of relation.

tJ.td0>tJ.td0>AA(Iowa)== ‎ ,ySRcX.p;M.AuJySR[h.w>td.ql.td.cVw>uG>xGJvXtuG>xGJ,R wohA zJrk>eHRvX,qJ;vDRrHRvXvHmwDvHmrDtHRtzDcd.wohb.I 
,ySRcX.p;M.AuJySR[h.w>td.ql.td.cVw>uG>xGJw>rRpXRtySRrRw>zd wohArhwrh>vXb.xGJb.C;'D;,RAcDzsdoGH.<Aw>zsD<Arhwrh>Aw>vk>zdvX ttd.

vXw>b.xGJ'D;vXtrRur.uGD>rh.tp>uwX>wywD>M.vDRI

Minnesota: My agent must be an adult. My agent cannot be a health care provider or employee of 
a health care provider giving me direct care unless I am related to that person by blood or marriage, 
registered domestic partnership, or adoption or unless I have specified otherwise in this document 
(Specify here: ____________________________________________________________________).  
In addition, a person appointed to determine my capacity to make decisions cannot be my agent.
rH.eH.pdx.rH.eH.pdx.AA(Minnesota)== ‎ ‏,ySRcX.p;M. ub.rh>ySReD>'d.vXt'd.wkmcd.ySJRM.vDRI ,ySRcX.p;M.uJAySR[h.w>td.ql.td.

cVw>uG>xGJw>rRpXRArhwrh>AySR[h. w>td.ql.td.cVw>uG>xGJw>rRpXrtySRrRw>zdvX[h.,Rw>uG>xGJ vdR vdR wohArh>vX,b.xGJ'D;ySRt0JM.

AcDzsdoGH.Arhwrh>Aw>zsD<Arg0Rw>b.xGJ vdmo;vXtqJ;vDRrHR<Arhwrh>Aw>vk>zdArhwrh>b.vXA,'k;eJ.ymzsgxD. vX vHmwDvHmrDtHRtylRb.A(ymzsgxD.

zJtHRA=___________________________________________________________________________).  
'fM.tod;<AySRvXw>[h.vDRtDRrl'gvXuqXwJm ,w>ohw>b. vX w>rRw>qXwJmwz.M.AuJ,ySRcX.p;wohb.I

North Dakota: My agent must be an adult. My agent cannot be: 1) my health care provider; 2) 
someone who is an employee of my health care provider but is not related to me; 3) my long term 
care services provider; or 4) someone who is an employee of my long term care services provider but is 
not related to  me.

eD;(o)'J>cdx.AeD;(o)'J>cdx.A(North Dakota)== ,ySRcX.p;M. ub.rh>ySReD>'d.vXt'd.wkmcd.ySJRM.vDRI ,ySRcX.p;uJ ‎1)A,ySR[h.w>td.ql.td.

cVw>uG>xGJw>rRpXR<A2)AySRw*R*RvXtrh>A,ySR[h.w>td.ql.td.cVw>uG>xGJw>rRpXRtySRrRw>zdAb.q.wb.xGJ'D; ,R<A3)A,ySR[h.

uwD>,Hmw>uG>xGJw>zH;w>rRw>rRpXR<Arhwrh>A4)AySRw *R*RvXtrh>A, ySR[h.uwD>,Hmw>uG>xGJw>zH;w>rRw>rRpXRtySRrRw>zd Ab.q.wb.

xGJ'D;,Rb.M.vDRI

South Dakota: My agent must be an adult.
uvHRxH;'>cdx.AuvHRxH;'>cdx.A(South Dakota)==  ‏,ySRcX.p;M. ub.rh>ySReD>'d.vXt'd.wkmcd.ySJRM.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

My Primary (Main) Health Care Agent Is: 
,*H>cD.xH;A(t&h'd.)Aw>td.ql.td.cVw>uG>xGJySRcX.p;rh>0JA=,*H>cD.xH;A(t&h'd.)Aw>td.ql.td.cVw>uG>xGJySRcX.p;rh>0JA=

Name  ‏‎(rHR): ___________________________ Relationship (w>b.xGJ)‎ : ___________________________  
Telephone numbers: (H)   ‏vDwJpdeD.*H>wz.A= ‎(H)_____________________ (C (C))____________________  
                                                       (W (W)‎ )_____________________�  
Full address   ‏‎(vD>td.qd;xH;tvXtySJR)‎ : _______________________________________________________ 

If my primary agent is not willing, able, or reasonably available to make health care decisions for me, I 
choose an alternate Health Care Agent.
,*H>cD.xH;ySRcX.p;rh>wtJ.'d;<ArR0Jwoh<Arhwrh>Awtd.0JvXt-uX; tb.vXurRw>td.ql.td.cVw>uG>xGJw>qXwJmvX,*D>b.M.<A,Ck 
xXw>td.ql.td.cVw>uG>xGJySRcX.p;t*Rw*RvDRI

My Alternate Health Care Agent Is: 
,w>td.ql.td.cVw>uG>xGJySRcX.p;t*Rw*Rrh>0JA= 
Name  ‏‎(rHR): ___________________________ Relationship (w>b.xGJ)‎ : ___________________________  
Telephone numbers: (H)   ‏vDwJpdeD.*H>wz.A= ‎(H)_____________________ (C (C))____________________  
                                                       (W (W)‎ )_____________________�  
Full address   ‏‎(vD>td.qd;xH;tvXtySJR)‎ : _______________________________________________________ 

Powers of My Health Care Agent: 
,w>td.ql.td.cVw>uG>xGJySRcX.p;tw>pdw>urDR=

My Health Care Agent automatically has all the following powers when I do not have the capacity to 
make decisions and/or I am unable to communicate for myself:
,w>td.ql.td.cVw>uG>xGJySRcX.p;M.Atd.'D;w>pdw>urDRydmxGJvX vmcJvXmt*D>wbsDCDAzJ,wtd.'D;w>ohw>b.vXurRw>qXwJmwz.A

'D;§rhwrh>A,wJw>vX,eD>up>'.0Jt*D>rh>wohb.tcgA=

A. �Agree to, refuse, or cancel decisions about my health care. This includes tests, medications, 
surgery, withdrawing or starting artificial nutrition and hydration (such as tube feedings or IV 
(intravenous) fluids), and other decisions related to treatments. If treatment has already begun, my 
agent can continue it or stop it based on my instructions.
tX.vDRwl>vdm<A*h>vdm<Arhwrh>AqduwD>w>qXwJmb.C;'D;,w>td. ql.td.cVw>uG>xGJI w>tHRy.Ckm'D;w>rRuG><AuoH.

uoD<Aw>ul;uGJ;,gbsg<Aw>qduwD>Arhwrh>Ap;xD.w>tD.M>*H>M>bg'D;w>xHw>edvXw>[h.tDRvXyDRbdwz.A('ftrh>A w>[h.w>tDvXyDRbdArhwrh> 
IV (w>qJ;uoH.vXoGH.usdR) w>txHted)< 'D;w>qXwJmt*RvXtb.xGJ'D;w>ulpg,gbsgwz.M.vDRI w>ulpg,gbsgrh>p;xD.

vHto;wcD<A,ySRcX.p;qJ;rR0Jw>tHRArhwrh>A ywkmw>tHR'd;oMRxD.to;vX,w>eJ.usJtzDcd.ohM.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
B. �Interpret any instruction in this document based on his or her understanding of my wishes, values 

and beliefs.
wJzsgxD.w>eJ.usJwrHRv>v>vXvHmwDvHmrDtHRtylRA'd;oMRxD. t o;vXt0Jtw>e>yX>vX,w>tJ.'d;<Aw>ymvk>ymyORwz.'D;w>em wz. 
tzDcd.M.vDRI

C. �Review and release my medical records and personal files as needed for my health care, as stated 
in the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
uG>u’guhR’D;xk;xD.&RvDR,uoH.uoDw>rReD.rRCgwz.A’D;eD> up>vHm}wHmwz.’ftvd.td.tod;vX,w>td.ql.td.cVw>uG>xGJt*D><A’fb.

w>ymzsgtDRvXw>td.ql.td.cVw>tk.uDRvXw>qDwvJtDRohnDA’D;w>oh[H;rl’gw>od.w>oDA1996 (HIPAA) tzDcd.vDRI

D. �Arrange for my health care and treatment in a location he or she thinks is appropriate.
&J.usJRvX,w>td.ql.td.cVw>uG>xGJ’D;w>ulpg,gbsgt*D>AvXw>vD> w>usJvXt0Jqdurd.vX-uX;0Jb.0JtylRM.vDRI

E. �Decide which health care providers and organizations provide my health care.
qXwJmvXw>td.ql.td.cVw>uG>xGJySR[h.w>rRpXRwz.’D;Aw>u&Xu &dwz.[h.vDR,w>td.ql.td.cVw>uG>xGJM.vDRI

F. �Make decisions about organ and tissue donation according to my instructions in Part 2 of this 
document.
rRw>qXwJmb.C;’D;w>[h.rRbl.eD>cduh>*DR’GJA’D;xH;%SLwz.’f , w>eJ.usJ[J0JvXAvHmwDvHmrDtHRtulmA2AtylRtod;M.vDRI

Comments or limits on the above   ‏‎(w>[h.ul.Arhwrh>Aw>ymyeD.vXx;)‎‎= _______________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
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Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

Additional Powers of My Health Care Agent: 
,w>td.ql.td.cVw>uG>xGJAtySRcX.p;tw>pdurDRt*Rwz. 
My initials below indicate I also authorize my health care agent to:
,w>qJ;vDRrHRvXvmAymzsgxD.vXA,[h.pd[h.urDRph>uD;A,w>td.ql.td.cVw>uG>xGJAtySRcX.p;vXu=

Make decisions about the care of my body after death.  
rRw>qXwJmb.C;Aw>uG>xGJ,eD>cdrd>yS>zJ,pl;uGHmo;0HRtvD>cHM.vDRI

If I live in North Dakota or Minnesota, my initials below indicate I also authorize 
my health care agent to:
,rh>td.vXAuvHRpd;'>cdx.,rh>td.vXAuvHRpd;'>cdx.(North Dakota)(North Dakota)  rhwrh>AArhwrh>AA  rH.eH.pdx.ArH.eH.pdx.A  (Minnesota)(Minnesota)  tCd<AtCd<A    ,w>qJ;vDRrHR,w>qJ;vDRrHR  
vXvmAuymzsgxD.vXA,[h.w>pdw>urDRqlA,w>td.ql.td.cVvXvmAuymzsgxD.vXA,[h.w>pdw>urDRqlA,w>td.ql.td.cV  w>uG>xGJcX.p;vXu=w>uG>xGJcX.p;vXu=

Continue as my health care agent even if our marriage or domestic 
partnership is legally ending or has been ended. 
qJ;rRw>'f,w>td.ql.td.cVw>uG>xGJtySRcX.p;AzJw>rRuwX>Ayw>'d;wh'd;zsDo;Arhwrh>Aw>td.

Ckmoud; wylRCDvX[H.ylR'frg0Rtod;tzXrk>Arhwrh>AuwX>uGHmvHtcgM.vDRI 

Make health care decisions for me even if I am able to decide or speak for 
myself, if I so choose. 
rRw>td.ql.td.cVw>uG>xGJtw>qXwJmvX,*D>zJA,qXwJmArhwrh>AwJw>vX,eD>up> 
'.,Jt*D>ohtcg<A'D;,CkxXvX,uysJtDRtcgM.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
Part 2: My Health Care Instructions 
tulmA2=A ,w>td.ql.td.cVw>uG>xGJtw>eJ.vDRwz.

My choices and preferences for health care are indicated below. I ask my Health Care Agent to 
communicate these choices, and my health care team to honor them, if I cannot communicate or 
make my own choices.
,rX,w>td.ql.td.cVw>uG>xGJAtySRcX.p;vXAuwJ'k;oh.ngAw>CkxXwz.tHR<A'D;,ySRuG>xGJw>td.ql.td.cVAw>rRu%l>Aub.

vlRydmrRxGJtDR<AzJ,wJw>'D;t0Joh.Arh>wohArhwrh>ArR,eD>up>tw>CkxXrh>wohtcgM.vDRI

I have initialed a box below for the option I prefer for each situation.
,qJ;vDRrHRzJw>ymyeD.tvD>vXvmtHRvXAw>CkxXvX,tJ.'d;rRtDRvXAw>td.ql.td.cV,qJ;vDRrHRzJw>ymyeD.tvD>vXvmtHRvXAw>CkxXvX,tJ.'d;rRtDRvXAw>td.ql.td.cV  wcgpkmpkmt*D>M.vDRIwcgpkmpkmt*D>M.vDRI

Note: You do not need to write instructions about treatments to extend your life, but it is helpful to 
do so. If you do not have written instructions, your agent will make decisions based on your spoken 
wishes, or in your best interest if your wishes are unknown
wd>eD.=wd>eD.=   ewvd.b.vXAuuGJ;w>eJ.vDRb.xGJAw>ulpg,gbsgvXAurRxDxD.eo;orl<Ab.q.AuJxD.w>rRpXRvXAw>urRtDRt*D>vDRI 
erh>wtd.'D;Aw>eJ.vDRvXAw>uGJ;ymvDRtDRwz.tCd<AeySRcX.p;urRw>qXwJmwz.vXAt'd;oMRxD.to;vXAew>rd.M>o;vDvXAewJwh>tDRwz.<A 

rhwrh>Aw>rh>woh.ngAew>rd.M>o;vDwz.tCdAw>urRtDRvXAew>o;pJt*hRuwX>vXe*D>vDRI

A. �Cardiopulmonary Resuscitation: A Decision for the Present 
w>rRu'guhR'fod;o;zsX.'D;yod.urRuhRw>t*D>w>rRu'guhR'fod;o;zsX.'D;yod.urRuhRw>t*D>  (Cardiopulmonary Resuscitation) w>qXwJmvXAuwD>tHRt*D>w>qXwJmvXAuwD>tHRt*D>

This decision refers to a treatment choice I am making today based on my current health. Section C 
below (Treatments to Prolong My Life: A Decision for the Future) indicates treatment choices I 
want if my health changes in the future and I cannot communicate for myself. 
w>qXwJmtHRAw>ub.uG>o}wJRtDR'D;Aw>ulpg,gbsgtw>uG>xGJvXA,rRtDRweHRtHR vXt'd;oMRxD.to;vXA,w>td.ql.td.

cVw>td.o;cJtHRtzDcd.vDRI tulmA*AvXvmA(w>ulpg,gbsgvXAurRxDxD.,o;orl=tulmA*AvXvmA(w>ulpg,gbsgvXAurRxDxD.,o;orl=  w>qXwJmvXAcgqlngt*D>)AymzsgxD.w>qXwJmvXAcgqlngt*D>)AymzsgxD.

Aw>ulpg,gbsgtw>CkxXvXwz.vXA,vd.b.tDRAw>ulpg,gbsgtw>CkxXvXwz.vXA,vd.b.tDR  zJ,w>td.ql.td.cVqDwvJo;vXAcgqlng'D;A,wJ,w>vd.b.vXA,eD>up>'.,Jwohb.zJ,w>td.ql.td.cVqDwvJo;vXAcgqlng'D;A,wJ,w>vd.b.vXA,eD>up>'.,Jwohb.

tcgM.vDRItcgM.vDRI

CPR is a treatment used to attempt to restore heart rhythm and breathing when they have stopped. 
CPR may include chest compressions (forceful pushing on the chest to make the blood circulate), 
medications, electrical shocks, a breathing tube, and hospitalization.

CPR  M.Arh>w>ulpg,gbsgvXAw>pl;ugtDRvXAurRpH.xD.u'guhR,o;'D;AM.Arh>w>ulpg,gbsgvXAw>pl;ugtDRvXAurRpH.xD.u'guhR,o;'D;A  ,w>ogxD.ogvDR,w>ogxD.ogvDR  zJttd.ywkmuGHmtvD>cHM.vDRIzJttd.ywkmuGHmtvD>cHM.vDRI  
tylRuy.Ckm'D;Aw>qD.wH>vDRzJo;egyS>A(w>qD.wH>vDRo;egyS>'fod;AurRvJRw&H;tylRuy.Ckm'D;Aw>qD.wH>vDRzJo;egyS>A(w>qD.wH>vDRo;egyS>'fod;AurRvJRw&H;  oGH.tw>vJRw>uhR)<AuoH.uoD<Aw>xd;'D;tH.vJ;}oGH.tw>vJRw>uhR)<AuoH.uoD<Aw>xd;'D;tH.vJ;}

xH;<Aw>xXEkmvDRw>uogusdbd<A'D;w>b.xD.w>qg[H.wz.M.vDRIxH;<Aw>xXEkmvDRw>uogusdbd<A'D;w>b.xD.w>qg[H.wz.M.vDRI

I understand that CPR can save a life but does not always work. I also understand that CPR does 
not work as well for people who have chronic (long-term) diseases or impaired functioning, or both. I 
understand that recovery from CPR can be painful and difficult.
,e>yX>vX CPRAM.ArRpXRo;orlohAb.q.AwrRw>xDbdb.M.vDRI ,oh.ngph>uD;vX CPR M.AwrRw>vXAySRvXtd.'D;w>qgxXA 

(uwD>xD)Aw>ql;w>qgA rhwrh>A teD>cdw>rRusdRusJwb.vdmb.p;<Arhwrh>AcHrHRvXmt*D>*hR*hRb.M.vDRI ,e>yX>vXAw>udn>xD.uhRzJw>rR  
CPR A0HRtvD>cHAuqg'D;uDcJ0JohM.vDRI 
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
Therefore (initial one)
vXw>M.tCdA(CkxXqJ;vDRrHRwcg) vXw>M.tCdA(CkxXqJ;vDRrHRwcg) 

	           �I want CPR attempted if my heart or breathing stops. 
,o;vDvXAw>urRuG>,R CPR zJ,o;zsX.Arhhwrh>Aw>uogywkmtcgM.vDRI

Or (rhwrh>)

�	  ‎        �I want CPR attempted if my heart or breathing stops based on my current state of 
health. However, in the future if my health has changed, then my agent or I (if I am able) 
should discuss CPR with my health care team. My choices in Section B: Treatment 
Preferences and Section C: Treatments to Prolong My Life below should be 
considered when making this decision. Examples of when my health has changed 
include:

	  ‎       �,o;vDvXAw>urRuG>,R CPR zJ,o;zsX.Arhhwrh>A w>uog ywkmA'd;oMR xD. to;vXA ,w>td.ql.td.cVw>td.o;cJtHRM.

vDRI CPR 'fvJ.*hR<A,w>td.ql.td.cVzJcgqlngArh>qDwvJto;tCd<A,ySRcX.p; rhwrh>A,RA(,rRrh>oh)A-uX;wJoud; 
t*h>'D;A,w>tdql.td.cVw>uG>xGJu%l>M.vDRI ,w>CkxXvXA tulmAcAtylR=tulmAcAtylR= w>ulpg,gbsgtw>b.o;'D;AtulmA*=w>ulpg,gbsgtw>b.o;'D;AtulmA*=  
w>-uX;qdurd.w>*h>vXvmA zJw>rRw>qXwJm tcgvDRI

•	 �have an incurable illness or injury and am dying 
,td.’D;w>ql;w>qgArhwrh>Aw>b.’db.xH;vXAw>ulpg,gbsgtDRwoh’D;Abl;,uoH

•	  �have no reasonable chance of survival if my heart or breathing stops 
,wtd.’D;Aw>rk>vXt-uX;tb.vXA,utd.rlzJ,o;zsX.Arhwrh>A ,w>ogxD.ogvDRA ywkmtcg

•	  �have little chance of long-term survival if my heart or breathing stops and CPR 
would cause significant suffering
,td.’D;w>cGJ;w>,mxJwpJ;zdvXA,utd.rlvXuwD>xDlzJ,o;zsX.Arhwrh>A ,w>ogxD.ogvDRA ywkmtcg’D;ACPR 
u’k;td.xD.Aw>wl>b.vXt’d.trk>

Or (वाा) 

	  ‎       ‏  I do not want CPR attempted if my heart or breathing stops. I want to allow a natural 
death. I understand if I choose this option I should see my health care provider about 
writing a Do Not Resuscitate (DNR) order.
,o;zsX.Arhwrh>A,w>ogxD.ogvDRrh>ywkmtCdA,wo;vD CPR b.I ,tJ.’d;ysJw>oH’fMqX.tod;vDRI 
,e>yX>vXA,rh>CkxXw>CkxXtHRM.A,-uX;xH.vdmo;’D;AySRvXt[h.,RA w>td.ql.td.cVw>uG>xGJb.C;Aw>uGJ; wvd.

rRuogxD.uhRw>A (Do Not Resuscitate (DNR))Atw>eJ.vDRt*D>M.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

B. �Treatment Choices: My Health Condition 
w>ulpg,gbsgtw>CkxXwz.=w>ulpg,gbsgtw>CkxXwz.=  ,w>td.ql.td.cVw>td.o;,w>td.ql.td.cVw>td.o;

My treatment choices for my specific health condition(s) are written here. With any treatment 
choice, I understand I will continue to receive pain and comfort medicines, as well as food and 
liquids by mouth if I am able to swallow.
,w>ulpg,gbsgtw>CkxXvXA,w>td.ql.td.cVw>td.o;(wz.)t*D>M.Ab.w>uGJ;vDRtDRzJtHRM.vDRI zJ,CkxXAw>td.ql.td.

cVw>CkxXAxD&DRwrHRM.<A,e>yX>vXA,uqJ;rRM>AuoH.zD.vXAw>ql;w>qg'D;Aw>rRrkmxD.uhRw>t*D><AwuwD>CDAw>u'k;tD.'k;tD,RA 

w>tD.w>tD'D;w>xHw>edAzJ,,l>vDRw>rh>M>tcgM.vDRI�
 ________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________�
�

	          �My initials here indicate additional documents are attached. 
,w>qJ;vDRrHRzJtHRymzsgvXAw>bs;pJCkm'D;vHmwDvHmrDwz.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

C. �Treatments to Prolong My Life: A Decision for the Future 
w>ulpg,gbsgvXA,xk;,HmxD.,o;orl=w>ulpg,gbsgvXA,xk;,HmxD.,o;orl=  w>qXwJmvXcgqlngt*D>w>qXwJmvXcgqlngt*D>

If I can no longer make decisions for myself, and my health care team and agent believe I will 
not recover my ability to know who I am, I want (Initial One):

,rRw>qXwJmvX,eD>up>t*D>rh>wohvXRb.tCd<A,w>td.ql.td.cVw>uG>xGJAtu%l>'D;AySRcX.p;rh>emvXA,wrRM>u'guhRA,w>ohw>b.,rRw>qXwJmvX,eD>up>t*D>rh>wohvXRb.tCd<A,w>td.ql.td.cVw>uG>xGJAtu%l>'D;AySRcX.p;rh>emvXA,wrRM>u'guhRA,w>ohw>b.

vXAuoh.ngvX,rh>rwRtCd<A,tJ.'d;A(CkxXqJ;vDRrHRwcg)=vXAuoh.ngvX,rh>rwRtCd<A,tJ.'d;A(CkxXqJ;vDRrHRwcg)=

NOTE: With either choice, I understand I will continue to receive pain and comfort medicines, 
as well as food and liquids by mouth if I am able to swallow.

wd>eD.=wd>eD.=  ‎  zJ,CkxXAw>CkxXAxD&DRwrHRM.<A,e>yX>vXA,uqJ;rRM>AuoH.zD.vXAw>ql;w>qg'D;Aw>rRrkmxD.zJ,CkxXAw>CkxXAxD&DRwrHRM.<A,e>yX>vXA,uqJ;rRM>AuoH.zD.vXAw>ql;w>qg'D;Aw>rRrkmxD.

uhRw>t*D><AwuwD>CDAw>u'k;tD.'k;tD,RAw>tD.w>tD'D;w>xHw>edAzJ,,l>vDRw>rh>M>tcgM.vDRI uhRw>t*D><AwuwD>CDAw>u'k;tD.'k;tD,RAw>tD.w>tD'D;w>xHw>edAzJ,,l>vDRw>rh>M>tcgM.vDRI 

	  ‎        ‏�To stop or withhold all treatments that may extend my life. This includes but is not 
limited to artificial nutrition and hydration (for example, tube feedings and IV (intravenous) 
fluids), respirator/ventilator (breathing machine), cardiopulmonary resuscitation (CPR), 
dialysis, and antibiotics.
ub. ywkmArhwrh>A}wDCmAw>ulpg,gbsgcJvXmywkmArhwrh>A}wDCmAw>ulpg,gbsgcJvXm vXAuxk;,HmxD.A ,o;orlM.vDRI w>tHRuy.CkmAb.q.Aw>wymyeD.

tDRvXAub.rh>Aw>tD.M>*H>M>bgArhwrh>Aw>xHw>edvXAt,D>A(t'd<Aw>[h.'k;tD.w>tD.w>tDcDzsdusdbd'D; IV (cDzsdoGH.usd)

AtxH)<Aw>uog'X§ w>uogpJ;tyd;vDA(pJ;uogpXRw>)<AAw>rRu'guhR 'fod;o;zsX.'D;yod.urRuhRw>t*D> (CPR)< 
w>ohuvh>< 'D;uoH.rRoHw>qgC>wz.M.vDRI

Or (rhwrh>)

	  ‎        ‏�All treatments recommended by my health care team. This includes but is not limited 
to artificial nutrition and hydration (for example, tube feedings, IV (intravenous) fluids), 
respirator/ventilator (breathing machine), cardiopulmonary resuscitation (CPR), dialysis, 
and antibiotics. I want treatments to continue until my health care team and agent agree 
such treatments are harmful or no longer helpful.

	  ‎        ‏��w>ulpg,gbsgvXAw>[h.ul.tDRcJvXmw>ulpg,gbsgvXAw>[h.ul.tDRcJvXm cDzsdvXySRvXtuG>xGJ ,w>td.ql.td.cV u%l> M.vDRI w>tHRuy.

CkmAb.q.Aw>wymyeD.tDRvXAub.rh>Aw>tD.M>*H>M>bgArhwrh>Aw>xHw>edvXAt,D>A(t'd<Aw>[h.'k;tD.w>tD.w>tDcDzsdusdbd'D; 
IV (cDzsdoGH.usd)AtxH)<Aw>uog'X§ w>uogpJ;tyd;vDA(pJ;uogpXRw>)<AAw>rRu'guhR 'fod;o;zsX.'D;yod.urRuhRw>t*D> 
(CPR)< w>ohuvh>< 'D;uoH.rRoHw>qgC>wz.M.vDRI A,tJ.'d;vXAw>uqJ;ulpg,hbsg,RwkRvXA, ySRvXtuG>xGJ  
,w>td.ql.td.cV u%l>'D;AySRcX.p;rh>tX.vDRwl>vdm0JvXAw>uG>xGJ'fM.wz.Arh>wuJxD.w>rRpXRvXRb.tCd M.vDRI

Comments or directions to my health care team: 
w>[h.ul.Arhwrh>Aw>eJ.vDRql, ySRvXtuG>xGJ ,w>td.ql.td.cV u%l>ttd.=  ‎  

‎________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

D. �Organ Donation (Initial One) 
CIAw>[h.rRbl.vDRuh>*DR'GJCIAw>[h.rRbl.vDRuh>*DR'GJ  (CkxXqJ;vDRrHRwcg)(CkxXqJ;vDRrHRwcg)

�I want to donate my eyes, tissues and/or organs, if able. My Health Care Agent may start 
and continue treatments or interventions needed to maintain my organs, tissues and eyes 
until donation has been completed. My specific wishes (if any) are:
rh>oh<A,tJ.'d;[h.rRbl.vDR,rJmcsH<An.xH;%SL'D;§rhwrh>Auh>*DR'GJI ,w>td.ql.td.cVw>uG>xGJtySRcX.p;Aup;xD.'D;qJ;rR 

w>ulpg,gbsgArhwrh>AEkmvDRwJpXRw>zJtvd.b.vXAuyXRCmA,uh>*DR'GJ<AxH;%SL'D;rJmcsHwkRvXAw>[h.rRbl.vDRw>0HRwpkM.vDRI 
,w>qXrk>v>vDRwd>vDRqDA(rh>td.wrHRrHR)AM.rh>0J=�

��������������������������������������������������������������������������������

��������������������������������������������������������������������������������

I do not want to donate my eyes, tissues and/or organs. 
,wtJ.'d;A[h.rRbl.vDR,rJmcsH<An.xH;%SL'D;§rhwrh>Auh>*DR'GJwz.b.I

Or (rhwrh>)

My Health Care Agent can decide.
,w>td.ql.td.cVw>uG>xGJtySRcX.p;qXwJm0JohvDRI

E. �Autopsy (Initial One) 
w>orHord;w>tpd. (CkxXqJ;vDRrHRwcg)

�I want my agent to make decisions about an autopsy of my body. 
,tJ.'d;vXA,ySRcX.p;AurRw>qXwJmb.C;Aw>orHord;uG>A,pd.t*D>M.vDRI

�I do not want an autopsy unless required by law. 
,wtJ.'d;Aw>orHord;uG>,pd.Arhwrh>vXw>vd.b.tDRvXoJp;*h>0DtCdb.M.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

F. �Comments or Directions to My Health Care Team 
w>[h.ul.Arhwrh>Aw>eJ.vDRql,w>[h.ul.Arhwrh>Aw>eJ.vDRql,  ySRvXtuG>xGJySRvXtuG>xGJ  ,w>td.ql.td.cV,w>td.ql.td.cV  u%l>ttd.u%l>ttd.

You may use this space to write any additional instructions or messages to your health care team 
which have not been covered in this directive, or to elaborate on a point for clarification. You may also 
leave this space blank.

epl;ugw>vD>tHRvXAuuGJ;tgxD.Aw>eJ.vDRArhwrh>Aw>upD.wrHRrHRvX AetJ.'d;[h. w>td.ql.td.cVw>uG>xGJu%l> AvXtwy.CkmvXAw>eJ.

vDRtHRtylR<Arhwrh>AtJ.'d; wJe>yX>tgxD.A w>*h>w>usdR wcgohvDRI eymwD>vDR[dw>vD>tHRohph>uD;vDRI

________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 

My initials here indicate additional documents are attached. 
,w>qJ;vDRrHRzJtHRymzsgvXAw>bs;pJCkm'D;vHmwDvHmrDwz.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
Part 3: My Hopes and Wishes (Optional) 
tulmA3=tulmA3= ,w>rk>v>'D;w>vX,qXrk>v>wz.,w>rk>v>'D;w>vX,qXrk>v>wz.  (w>CkxXtDRoh)   
I want my loved ones to know my following thoughts and feelings.
,tJ.'d;vXySRvX,tJ.tDRwz.Auoh.ngA,w>qdurd.'D;w>wl>b.vXvmwz.tHRvDRI।
The things that make life most worth living to me are:
w>vXt'k;uXuD.,Rt'd.uwX>vXA,utd.rltd.*JRt*D>wz.M.rh>0J=w>vXt'k;uXuD.,Rt'd.uwX>vXA,utd.rltd.*JRt*D>wz.M.rh>0J=  ‎‎  
‎________________________________________________________________________________
___________‎_____________________________________________________________________
My beliefs about when life would be no longer worth living:
,w>emb.xGJAw>qXuwD>zJAwuXuD.vXRvXA,utd.rltd.*JRt*D>,w>emb.xGJAw>qXuwD>zJAwuXuD.vXRvXA,utd.rltd.*JRt*D>  M.rh>0J=M.rh>0J=  ‎‎  
‎________________________________________________________________________________
________________________________________________________________________________
My thoughts about specific medical treatments, if any:
,w>emb.C;Aw>td.ql.td.cVw>uG>xGJweDR<Arh>td.wrHRrHR=,w>emb.C;Aw>td.ql.td.cVw>uG>xGJweDR<Arh>td.wrHRrHR=   
‎________________________________________________________________________________
________________________________________________________________________________
My thoughts and feelings about how I would like to die and where I would like to die: 
,w>qdurd.'D;Aw>wl>b.Ab.C;,tJ.'d;oH'fvJ.'D;A,tJ.'d;oHzJvJ.=,w>qdurd.'D;Aw>wl>b.Ab.C;,tJ.'d;oH'fvJ.'D;A,tJ.'d;oHzJvJ.=     
‎________________________________________________________________________________
________________________________________________________________________________
If I am nearing my death, I want my loved ones to know that I would appreciate the following 
for comfort and support (rituals, prayers, music, etc.): 

,rh>bl;uoHM.<A,tJ.'d;vXAySRvX,tJ.tDRwz.Auoh.ngvXA,uo;ckzJerh>rRw>oh.,rh>bl;uoHM.<A,tJ.'d;vXAySRvX,tJ.tDRwz.Auoh.ngvXA,uo;ckzJerh>rRw>oh.  wz.tHR'fod;A,o;urkmxD.'D;AuqD.xGJrRpXR,Rt*D>wz.tHR'fod;A,o;urkmxD.'D;AuqD.xGJrRpXR,Rt*D> 
(w>vk>w>v>trl;<Aw>xkuz.<A(w>vk>w>v>trl;<Aw>xkuz.<A  w>'hw>tl<At*Rwz.I)w>'hw>tl<At*Rwz.I)  ==      
‎‎________________________________________________________________________________
________________________________________________________________________________

Religious affiliation: 
w>bl.w>bgtw>b.xGJwz.=w>bl.w>bgtw>b.xGJwz.=  
I am of the (,w>pl>w>emrh>0) __________________________________ faith, and am a member of ('D;rh>u&XzdvX)

‎________________________ in (city) w>pl>w>emAtySRw0XzJA(0h>)  __________________ faith community tylRM.vDRI 

I would like my Health Care Agent to notify my faith community of my death and arrange for them to 
provide my funeral/memorial/burial.
,tJ.'d;vXA,w>td.ql.td.cVw>uG>xGJcX.p;u&XAubd;b.oh.ngA,w>pl>w>em tySRw0XAb.C;,w>oHt*h>'D;A&J.

usJRM>w>vXAt0Joh.t*D>vXAurRM>,RAw>ymvDRySRoH§w>oh.eD.§ w>cl.vDRbgvDRtw>&J.w>usJRM.vDRI
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
I would like my funeral to include, if possible, the following (people, music, rituals, etc.): 
rh>ohM.<AvXw>cl.vDRbgvDRw>trl;tylR<A,tJ.'d;vXAw>oh.wz.tHRuy.Ckmrh>ohM.<AvXw>cl.vDRbgvDRw>trl;tylR<A,tJ.'d;vXAw>oh.wz.tHRuy.Ckm  (ySRunD<Aw>'hw>tl<Aw>vk>w>v>trl;<A'D;t*Rwz.) 

‎________________________________________________________________________________
________________________________________________________________________________

Other wishes and instructions:
w>qXrk>v>'D;w>eJ.usJt*Rwz.=w>qXrk>v>'D;w>eJ.usJt*Rwz.=  

‎________________________________________________________________________________
________________________________________________________________________________

My initials here indicate additional documents are attached:
,w>qJ;vDRrHRzJtHRymzsgvXAw>bs;pJCkm'D;vHmwDvHmrDwz.vDR=

Part 4: Legal Authority 
tulmA4=tulmA4= oJ;tySR[h.pd[h.urDRoJ;tySR[h.pd[h.urDR

Do not sign unless the witnesses or notary are present. 
rhwrh>vXtd.'D;AySRtk.uDRo;Arhwrh>AursX>tyD>&Dwz.tCdAwb.qJ;vDRrHRw*hRIrhwrh>vXtd.'D;AySRtk.uDRo;Arhwrh>AursX>tyD>&Dwz.tCdAwb.qJ;vDRrHRw*hRI

Note: This document must be notarized or witnessed. [See individual state requirements on page 16]. 
Two witnesses OR a Notary Public must verify your signature and the date.

wd>eD.=wd>eD.= ‎ vHmwDvHmrDtHRAub.w>tX.vDRymyeD.tDRvXAyD>&DArhwrh>AySRtk.to;wz.vDRIA \[uG>uD>pJ.wbh.pkmpkmAtw>vd.b.zJAubsH;yRA16A 

tylRwuh>]I ySRtk.o;cH*RArhwrh>AursX>tyD>&DAub.tk.o;vXew>qJ;vDRrHR'D;Ark>eHRrk>oDtzDcd.vDRI

I have made this document willingly. I am thinking clearly. This document states my wishes about 
my future health care decisions: 
,uGJ;'k;td.xD.AvHmwDvHmrDtHRvXA,w>o;td.tzDcd.vDRI ‎  ,qdurd.w>oh%SJ%SJJysDysDvDRI vHmwDvHmrDtHRymzsgA,w>rd.M>o;vDb.C;A,w>td.

ql.td.cVw>uG>xGJAw>qXwJmqlngwz.vDR=	  

Signature (qJ;vDRrHR)______________________________________	Date (rk>eHR)_________________

If I cannot sign my name, I ask the following person to sign for me:
,qJ;vDRrHRArh>wM>tCd<A,qJ;vDRrHRArh>wM>tCd<A,rXySRvXvmvXAuqJ;vDRrHRvX,*D>vDR=,rXySRvXvmvXAuqJ;vDRrHRvX,*D>vDR=   ‎ 	 ‎  ‎	  
Signature (of person asked to sign) qJ;vDRrHRA(ySRvXw>rXtqJ;vDRrHR)______________________________	 
Date (rk>eHR)__________________‎
Printed Name uGJ;vDRrHR________________________________________
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
  Option 1: Notary Public 
   w>CkxXA1=w>CkxXA1=  ursX>yD>&DursX>yD>&D

‎__________________________ State of (uD>pJ.) _______________________ County of (cDxH.[D.u0DR)�
In my presence on (ymzsgxD.o;zJ,rJmng zJ) ____________________________________ (date) (eHRoD)< 
_________________________________ (name) (rHR) acknowledged his or her signature on this 
document, or acknowledged that he or she authorized the person signing this document to sign on 
his or her behalf. (ym*X>ymusXRAtw>qJ;vDRrHR zJvHmwDvHmrDtHRtylR<A rhwrh>Aym*X>ymusXRvXAt0J[h.pd[h.urDRAySRvXtqJ;vDRrHRvXA 
vHmwDvHmrDtHRtylRAuqJ;vDRrHRvXtcX.p;M.vDRI)�  
Signature of Notary (yD>&DqJ;vDRrHR)(yD>&DqJ;vDRrHR) _____________________________ 
Notary Seal (yD>&Dw>pJyeD.)(yD>&Dw>pJyeD.)_____________________________ 
My commission expires (,cD.rH;%SX.Atrk>eHRuwX>zJ)= _____________________________�

Or (rhwrh>)

Option 2: Statement of Witnesses
w>CkxXA2=w>CkxXA2=  ySRtk.uDRo;tw>ymzsgySRtk.uDRo;tw>ymzsg

Witness 1: In my presence on (ySRtk.o;ySRtk.o;A1= ‎ ymzsgxD.o;zJ,rJmn zJ) _______________________ (date) (eHRoD)< 
_______________________________ (name) (eHRoD)< voluntarily signed this document (or authorized  
the person signing this document to sign on his or her behalf. qJ;vDRrHR zJvHmwDvHmrDtHR tylR vXA 
teD>up>tw>o;ql.tzDcd.A(rhwrh>A[h.pd[h.urDRAySRvXtqJ;vDRrHRvXA vHmwDvHmrDtHRtylRAuqJ;vDRrHRvXtcX.p;M.vDRI

Signature (qJ;vDRrHRA)_____________________________________	 Date (rk>eHR)________________‎
Printed Name (uGJ;vDRrHRA)_______________________________________

Witness 2: In my presence on  ((ySRtk.o;A2=ySRtk.o;A2= ymzsgxD.o;zJ,rJmngzJ ) _______________________ (date) 
(eHRoD)< _______________________________ (name) (eHRoD)< voluntarily signed this document (or 
authorized the person signing this document to sign on his or her behalf. qJ;vDRrHR zJvHmwDvHmrDtHR tylR vXA 
teD>up>tw>o;ql.tzDcd.A(rhwrh>A[h.pd[h.urDRAySRvXtqJ;vDRrHRvXA vHmwDvHmrDtHRtylRAuqJ;vDRrHRvXtcX.p;M.vDRI

Signature (qJ;vDRrHRA)_____________________________________	 Date (rk>eHR)________________‎
Printed Name (uGJ;vDRrHRA)_______________________________________
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
 

Requirements for Witnesses by State
uD>pJ.wbh.pkmpkmtzDcd.Atw>vd.b.vXAtuD>pJ.wbh.pkmpkmtzDcd.Atw>vd.b.vXAt  vDRqDvdmo;vXAvDRqDvdmo;vXA  ySRtk.o;wz.t*D>ySRtk.o;wz.t*D>

Iowa: Notary Public or 2 adult witnesses are required. A witness cannot be: (1) a provider attending 
the principal on the date this document is signed; (2) an employee of the provider attending the 
principal on the date this document is signed; (3) the Health Care Agent named in this document; 
and (4) at least one witness cannot be related to the principal by blood, marriage, or adoption within 
the third degree of relation.
tJ.td0>tJ.td0> (Iowa)= ‎ w>uvd.b.AursX>tyD>&DArhwrh>AySReD>’d.vXAttk.o;ohA2A*RvDRI ySRtk.o;w*RAwb.rh>= ‎(1)AySR[h.

w>rRpXRw>rRvXAtuG>xGJySRw*RtHRzJrk>eHRvXAw>qJ;vDRvHmwDvHmrDtHR<A(2)A ySR[h.w>rRpXRw>rRAtySRrRw>zdvXAtuG>xGJySRw*RtHRAzJrk>eHRvXA 
w>qJ;vDR vHmwDvHmrDtHR<A(3)Aw>td.ql.td.cVw>uG>xGJtySRcX.p;vXAw>,XRxD.trHRvXAvHmtHRtylR<A’D;A(4)AtpSRuwX>AySRtk.

to;tusgw*RAwb.b.xGJ’D;AySRw*RtHRvXAoGH.xHpXRoGJ.<AcDzsdw>whw>zsD<Arhwrh>Aw>vk>zdtDRvXAw>b.xGJvdmo;oXywD>wywD>tylRb.M.vDRI

Minnesota: Notary Public or 2 adult witnesses are required. A witness cannot be the Health Care 
Agent or alternate Health Care Agent. Of the two witnesses, only one can be a health care provider 
or an employee of a provider giving direct care on the date the document is signed.
rH.eH.pdx. (Minnesota)= ‎ w>uvd.b.AursX>tyD>&DArhwrh>AySReD>’d.vXAttk.o;ohA2A*RvDRI ySRtk.o;w*RAwb.rh>Aw>td.ql.td.

cVw>uG>xGJtySRcX.p;Arhwrh>A w>td.ql.td.cV w>uG>xGJ AtySRcX.p;vXw>CkxXtDRoht*Rw*Rb.IvXySRtk.o;cH*Rtusg<A 

xJ’.ySRw*RAub.rh>ySR[h.w>td.ql.td.cVAw>uG>xGJArhwrh>AtySRrRw>zdvXt[h.w>uG>xGJvdRvdRAzJrk>eHRvXAw>qJ;vDRvHmwDvHmrDtHR 

trk>eHRM.vDRI

North Dakota: Notary Public or 2 adult witnesses are required. A witness cannot be: (1) the 
Health Care Agent; (2) the principal’s spouse or heir; (3) a person related to the principal by blood, 
marriage, or adoption; (4) a person entitled to any part of the Estate of the principal upon the death 
of the principal under a will or deed; (5) any other person who has any claims against the Estate of 
the principal; (6) a person directly financially responsible for the principal’s medical care; or (7) the 
principal’s attending physician. In addition, at least one witness may not be a health care or long 
term care provider providing direct care to the principal on the date this document is signed or an 
employee of a health care or long term care provider providing direct care to the principal on the 
date this document is signed.
lmlm    ((North Dakota): ‎ w>uvd.b.AursX>tyD>&DArhwrh>AySReD>’d.vXAttk.o;ohA2A*RvDRI ySRtk.o;w*RAwb.rh>= 1)
A w>td.ql.td.cVw>uG>xGJtySRcX.p;<A(2)AySRw*RvXtuGJ;qdw>uG>xGJ w>&J.w>usJRA trg0RArhwrh>Atzd<A(3)AySRw*RvXAtb.

xGJ’D;ySRw*RtHRvXoGH.xHw>vDRpXR<Aw>whw>zsD<Arhwrh>Aw>vk>zd<A(4)AySRw*RvXtd.’D;Atw>M>ogvXAySRw*RvXtuGJ;qdw>uG>xGJ w>&J.

w>usJRAtw>pkvD>cD.cd.AzJySRw*RtHRpl;uGHmto;AvXttd.vXAw>uGJ;[h.wh>w>[h.ogArhwrh>Aw>rRvHmwDvHmrDwz.tylR<A(5)

A’D;ySRt*Rw*Rv>v>vXAttd.’D;w>qSd;xD.w>o;wrHvX AySRw*RvXtuGJ;qdw>uG>xGJ w>&J.w>usJRAtw>pkvD>cD.cd.tzDcd.<A(6)

AySRw*R vXA td.’D;usd.ph*h>0Drl’gvdRvdRvXAySRw*RtHRtw>td.ql.td.cVw>uG>xGJtylR<A rhwrh>A (7)AuoH.o&.vXAtuG>xGJySRw*RtHRI 
tgM>tM.<AtpSRuwX>AySRtk.o;tusgw*RAwb.rh>AySRvXt[h.w>td.ql.td.cVw>uG>xGJArhwrh>AySR[h.uwD>xDw>uG>xGJvXt[h.

Aw>uG>xGJvdRvdRqlA ySRw*RvXtuGJ;qdw>uG>xGJ w>&J.w>usJRAzJrk>eHRvXw>qJ;vDRrHRArhwrh>AySRvXt[h.w>td.ql.td.cVw>uG>xGJArhwrh>AySR[h.

uwD>xDw>uG>xGJvXt[h.Aw>uG>xGJvdRvdRtySRrRw>zd AzJrk>eHRvXw>qJ;vDRrHR M.vDRI

South Dakota: Notary Public or 2 adult witnesses are required.
uvHRxH;’>cdx.A(South Dakota)= ‎ w>uvd.b.AursX>tyD>&DArhwrh>AySReD>’d.vXAttk.o;ohA2A*RvDRI  ‎
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 

After Completing the Advance Care Plan
zJw>rRySJRAw>ymvDRqdw>uG>xGJtw>&J.w>usJR0HRtvD>cHzJw>rRySJRAw>ymvDRqdw>uG>xGJtw>&J.w>usJR0HRtvD>cH

Now that I have completed this document, I will:
cJtHRrh>vXA,rRySJRvHmwDvHmrDtHR0HRvHtCd<A,u=

o  �Keep the original copy of this document where it can be easily found.  
    ,uymvHmwDvHmrDtcd.usX>wbh.tHRzJw>vD>vXAw>xH.M>tDRohnDu'.M.vDRI

o  �Make several copies of this document and give to my: 
    rRvHmwDvHmrDtHRAtvHmuGJ;'dwbsL;bh.'D;A[h.vDRtDRql,=

•	Primary and Alternate Health Care Agents  
,w>td.ql.td.cVw>uG>xGJtySRcX.p;At*H>cD.xH;w*R'D;t*Rw*Rwz.ttd.

•	Doctor and other health care providers  
uoH.o&.'D;AySRvXt[h.ql.cVw>uG>xGJt*Rwz.

•	 �Health care facility (hospital, other) whenever I am admitted, and ask that it be placed in my 
medical record
w>uG>xGJw>td.ql.td.cVvD>A(w>qg[H.<At*R)Aw>vD>wwDRwDRzJA,xD.w>qg[H.<A'D;rXtymvXA,w>td.ql.td.cVw>uGJ;eD.tylR

o  �Talk to the rest of my family and close friends who might be involved if I have a serious illness or 
injury, making sure they know who my Health Care Agent is, and what my wishes are. 
wJoud;w>'D;A,[H.zdCDzd'D;AwHRoud;bl;wH>vXt*Rwz.vXA b.oh.oh.Atuy.CkmvXAw>ql;w>qgArhwrh>Aw>b.'db.

xH;vXte;tylR<ArRvDRwH>vXAt0Joh.Aoh.ngvXArwRM.rh>A,ySRw>td.ql.td.cVtySRcX.p;<A'D;,w>qXrk>v>wz.rh>rEkRvJ.M.wuh>I
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
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Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR 
When to Review Your Advance Care Plan  
eub.z;uG>u'guhRAew>ymvDRqdw>td.ql.td.cVtw>&J.w>usJRtcgzJvJ.

It is common to review and update an advance care plan regularly. You may want to review it with 
your annual physical exam or whenever any of the “Five D’s” occur.
w>nDEk>uJxD.to;vXAw>uz;uG>u'guhR'D;AbSDb.uhRw>ymvDRqdw>td.ql.td.cV w>&J.w>usJRxDbdvDRI b.oh.

oh.AeutJ.'d;uG>u'guhRtDRzJerRweH.wbsDAw>orHord;uG>eD>cdArhwrh>AzJA“Five D’s” ('H>,J>zsX.)Atd.xD.wbsDv>v>tcgM.vDRI

•	Decade: when you start each new decade of your life.  
qHzSd.eH.AqHzSd.eH.A(Decade): zJew>td.rltqHzSd.eH.Ap;xD.wbsDpkmpkmtcgI

•	Death: whenever you experience the death of a loved one. 
w>oHw>yS>Aw>oHw>yS>A(Death):: zJevJRcDzsdb.AySRvXetJ.tDRw*Rpl;uGHmto;tcgI

•	Divorce: when you experience a divorce or other major family change.
w>rRvHmvDRzS.Aw>rRvHmvDRzS.A(Divorce): zJevJRcDzsdb.Aw>vDRrl>vDRz;rRvHmvDRzS.Arhwrh>A [H.zdCDzd tw>qDwvJtcgI

•	Diagnosis: when you are diagnosed with a serious health condition. 
w>CkxH.oh.ngAw>ql;w>qgAw>CkxH.oh.ngAw>ql;w>qgA(Diagnosis): zJw>CkxH.oh.ngvXAetd.'D; w>ql;w>qg vXA te;wrHRrHRtcgI

•	Decline: when you experience a significant decline or deterioration of an existing health condition, 
especially when you are unable to live on your own.
w>qH;vDRpSRvDRAw>qH;vDRpSRvDRA(Decline): zJevJRcDzsdb.Aew>qH;vDRpSRvDRvXA ql;w>qgvX ttd.ympXRArhwrh>Aw>qge;xD.<A  vDRqD'.

w>AzJetd.'.vXAeup>wohtcgI

Copies of This Document Have Been Given To: 
w>[h.vDRvHmwDvHmrDtuGJ;'dwz.tHRql=

Primary (main) Health Care Agent 
*H>cD.xH;Aw>td.ql.td.cVw>uG>xGJtySRcX.p;A(*H>cd.oh.)*H>cD.xH;Aw>td.ql.td.cVw>uG>xGJtySRcX.p;A(*H>cd.oh.)

Name (rHR): ________________________________________ Telephone (vDwJpd):__________________

Alternate Health Care Agent (w>td.ql.td.cVw>uG>xGJtySRcX.p;t*R)(w>td.ql.td.cVw>uG>xGJtySRcX.p;t*R)  

Name (rHR): ________________________________________ Telephone (vDwJpd):__________________

Health care Provider/Clinic/Hospital/Family Members
ySR[h.w>td.ql.td.cVw>uG>xGJ§uoH.'X;ySR[h.w>td.ql.td.cVw>uG>xGJ§uoH.'X;  §w>qg[H.§[H.zdCDzdwz.§w>qg[H.§[H.zdCDzdwz.

Name (rHR): ________________________________________ Telephone (vDwJpd):__________________ 
Name (rHR): ________________________________________ Telephone (vDwJpd):__________________ 
Name (rHR): ________________________________________ Telephone (vDwJpd):__________________ 
Name (rHR): ________________________________________ Telephone (vDwJpd):__________________ 
Name (rHR): ________________________________________ Telephone (vDwJpd):__________________
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The ACP of (uGJ;vDRrHR)___________________________________________________________________________________(print name)   
Birth Date (tw>rRqdw>uG>xGJAw>&J.w>usJR (ACP) td.zsJ.) td.zsJ. eHRo)D______________________  Completion Date (0HRtrk>eHR)______________________

 

 

If your wishes change, fill out a new form. Give copies of the new document to everyone 
who has copies of your previous one. Tell them to destroy the previous version. 
 
ew>rd.M>o;vDrh>qDwvJtCd<ArRySJRvHmuGD.’dtoDwbh.wuh>I [h.vHmwDvHmrDtoDwbh.tuGJ;’dqlAySRud;*RvXttd.’D;A 

vHmwDvHmrDvXngwbh.AtuGJ;’dM.wuh>IwJb.t0Joh.vXAurR[;*DRAtuw-wL>vXngwbh.wuh>. 

Advanced Care Plan  / w>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDRw>uG>xGJw>wdmusJRvXw>uwJmuwDRqdymtDR


