Northwest (503) 659-4988
WWW.nhwpc.com
PRIMARY CARE

Advance Directive

State of Oregon

This form may be used in Oregon to choose a person to make health care decisions

for you if you become too sick to speak for yourself. The person is called a health care
representative. If you do not have an effective health care representative appointed and
become too sick to speak for yourself a health care representative will be appointed for you
in the order of priority set forth in ORS 127.635(2).

Choose a Health Make Your Own _
Partl ~, . Representative Part 2 |\ caith Care Choices Part 3 Sign the Form
[ ]
D

This form allows you to express your values and beliefs with respect to health care

decisions and your preferences for health care. Make sure to sign the form on page 5
to complete the form.

« [f you have completed an Advance Directive in the past, this new Advance Directive will
replace any older Advance Directive.

» You must sign this form for it to be effective. Your signature must be witnessed by two
withesses or a notary. Your appointment of a health care representative is not effective until
the health care representative accepts the appointment and signs your Advance Directive on
page 6.

« |f your Advance Directive includes directions regarding the withdrawal of life support or tube

feeding, you may revoke your Advance Directive at any time and in any manner that
expresses your desire to revoke it.

* In all other cases, you may revoke your Advance Directive at any time and in any manner as
long as you are capable of making medical decisions.
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Part 1 Choose a Health
ar Care Representative About Me

Name: Date of Birth:

Telephone Numbers:

Home Cell Work

Address:

E-mail:

My Health Care Representative

| choose the following person as my health care representative to make health care decisions for me
if | can’t speak for myself.

Name: Relationship:

Telephone Numbers:

Home Cell Work
Address:

E-mail:

| choose the following people to be my alternate health care representatives if my first choice is
not available to make health care decisions for me or if | no longer wish to have the first health care
representative be responsible for these decisions.

First alternative health care representative:

Name: Relationship:
Telephone Numbers:

Home Cell Work

Address:

E-mail:

Second alternative health care representative:

Name: Relationship:
Telephone Numbers:

Home Cell Work

Address:

E-mail:

PAGE 2 | ADVANCE DIRECTIVE OF




Part 2 Make Your Own
ar Health Care Choices Instruction to My Health Care Representative

If you wish to give instructions to your health care representative about your health care decisions,
initial one of the following three statements:

To the extent appropriate, my health care representative must follow my instructions.

My instructions are guidelines for my health care representative to consider when making
decisions about my care.

Other instructions:

Directions Regarding My End of Life Care

In filling out these directions, keep the following in mind:

e The term “as my health care provider recommends” means that you want your health care provider
to use life support if your health care provider believes it could be helpful, and that you want your
health care provider to discontinue life support if your health care provider believes it is not healing
your health condition or symptoms.

» The term “life support” means any medical treatment that maintains life by sustaining, restoring or
replacing a vital function.

* The term "tube feeding” means artificially administered food and water.
» Understand that refusing tube feeding may result in malnutrition, dehydration, and death.

» You will receive care for your comfort and cleanliness no matter what choices you make.

A. Statement Regarding End of Life Care You may initial the statement below if you agree with it. If
you initial the statement you may, but you do not have to, list one or more conditions for which
you do not want to receive life support.

| do not want my life to be prolonged by life support. | also do not want tube feeding
as life support. | want my health care provider to allow me to die naturally if my health care
provider and another knowledgeable health care provider confirm that | am in any of the medical
conditions listed below.
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Directions Regarding My End of Life Care (continued)

B. Additional Direction Regarding End of Life Care Here are my desires about my health care if

my health care provider and another knowledgeable health care provider confirm that | am in a
medical condition described below:

a. Close to Death If | am close to death and life support would only postpone the moment of my

death:

INITIAL ONE: INITIAL ONE:
| want to receive tube feeding. | want any other life support that may apply.
| want tube feeding only as my health | want life support only as my health care
care provider recommends. provider recommends.

| DO NOT WANT tube feeding. _ | DO NOT WANT life support.

b. Permanently Unconscious If | am unconscious and it is very unlikely that | will ever become
conscious again:

INITIAL ONE: INITIAL ONE:

__ l'wantto receive tube feeding. _____ lwantany other life support that may apply.

__ lwanttube feeding only as my health _____ | want life support only as my health care
care provider recommends. provider recommends.

1 DO NOT WANT tube feeding. _ I DO NOT WANT life support.

c. Advanced Progressive lllness If | have a progressive illness that will be fatal and is in an
advanced stage, and | am consistently and permanently unable to communicate by any means,
swallow food and water safely, care for myself and recognize my family and other people, and it
is very unlikely that my condition will substantially improve:

INITIAL ONE: INITIAL ONE:

_____ lwantto receive tube feeding. ___ lwantany other life support that may apply.

__ lwanttube feeding only as my health ____ | want life support only as my health care
care provider recommends. provider recommends.

___ 1 DO NOT WANT tube feeding. _ | DO NOT WANT life support.

d. Extraordinary Suffering If life support would not help my medical condition and would make
me suffer permanent and severe pain:

INITIAL ONE: INITIAL ONE:

_____ lwantto receive tube feeding. _____ lwantany other life support that may apply.

__ lwanttube feeding only as my health _____ | want life support only as my health care
care provider recommends. provider recommends.

___ 1 DO NOT WANT tube feeding. I DO NOT WANT life support.
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Directions Regarding My End of Life Care (continued)

C. Additional Instructions You may attach to this document any writing or recording of your values
and beliefs related to health care decisions. These attachments will serve as guidelines for health
care providers. Attachments may include a description of what you would like to happen if you
are close to death, if you are permanently unconscious, if you have an advanced progressive
illness or if you are suffering permanent and severe pain.

Part 3 Sign the Form

Acceptance By My Health Care Representative

| accept this appointment and agree to serve as health care representative.

Health care representative:

Printed Name:

Signature or other verification of acceptance:

Date:

First alternate health care representative:

Printed Name:

Signature or other verification of acceptance:

Date:

Second alternate health care representative:

Printed Name:

Signature or other verification of acceptance:

Date:
My Signature
My Signature: Date:
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Part 3 Sign the Form

Notary or Witness

COMPLETE EITHER A OR B WHEN YOU SIGN

A.

B.
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Notary:

State of: County of:

Signed or attested before me on: , 20

by

Notary Public - State of:

WITNESS DECLARATION:

The person completing this form is personally known to me or has provided proof of
identity, has signed or acknowledged the person’s signature on the document in my
presence and appears to be not under duress and to understand the purpose and effect
of their form. In addition, | am not the person’s health care representative or alternate
health care representative, and | am not the person’s attending health care provider.

Witness Name (print):

Signature:

Date:

Witness Name (print):

Signature:

Date:

Contact Your Clinic's

Care Coordinator for Assistance

« Dwyer (503) 607-2052

» Milwaukie (503) 607-2034

* Sellwood (503) 607-2084
(503) 607-2032
(503)

503) 607-2033

» Oregon City
» Happy Valley




