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Health Care Directive 
• This document replaces any health care directive made before this one. 
• This directive will take effect when I become unable to make decisions on my own. 
• This directive can appoint my health care agent(s) or my instructions for care, but ideally both. 
• If my agents or care preferences change, I am encouraged to create a new health care directive. 

 

My Full Name:    

My Date of Birth:   

Preferred Phone:   Alternate Phone:    

My Address:    
 

Appointment of My Health Care Agents 
A health care agent is my voice if I cannot make health care decisions for myself for as long as needed. I trust my 
agent to be my advocate, to make decisions guided by what I have chosen and instructed in this Health Care 
Directive. If I have not given health care instructions, I want my agent to act in my best interests. My agents are at 
least 18 years old. My agents are not my health care provider or employed by my health care provider unless they 
are related to me. 
 

Primary Health Care Agent 
Name:    Relationship:    

Address:      

Preferred Phone:   Alternate Phone:    
 

Alternate Health Care Agent 
Name:    Relationship:     

Address:        

Preferred Phone:   Alternate Phone:   
 

Agent Roles 
My health care agent can: review and access my medical records; consent to, refuse or withdraw 
care; choose my health care providers; and choose where I live to the extent that decision relates to 
my health care needs. I understand that my health care agent cannot request care that is outside of 
standard medical practice. I also want my health care agent to: 
 

☐ Make decisions about the care of my body after death. 

☐ Remain as my health care agent even if our marriage or domestic partnership has been terminated or is in 
the process of termination. 

 

If I want to say anything more about my health care agent’s powers or limits on the powers, I can say it here: 
_________________________________________________________________________________________________________ 

_______________________________________________________________________________________________ 
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Reflections to Guide My Care 
You can use this section to think about your preferences for care in various situations. Initial your selections. 
Your responses can help your health care agents better understand your wishes. 
 

  
  Reflection Statement 

 
Agree 

 

No 
Preference 

 
Disagree 

How long I live means more to me than quality of life.    

I do not want to be connected to machines permanently.    

I want the maximum appropriate pain control, even if it makes  
me less responsive. 

   

If the pain is not too much for me to bear, I would rather be  
awake and aware of my surroundings. 

   

I want my medical team to be realistic about the  
benefits and the burdens of treatment options with me. 

   

I want to be able to reflect and be at peace.    

I want to have a visit with a chaplain or other spiritual care 
provider. 

   

If I stop breathing on my own, and there is a chance I may start 
breathing on my own again after my lungs have a break to heal,  
I will want to be on a ventilator. 

   

If my health care team does not believe I will ever breathe on  
my own again, I would not want to be on a ventilator. 

   

If I am not able to eat or drink, I would want to receive nutrition  
or hydration through a feeding tube, even if this means I will 
always need to have a feeding tube. 

   

When a person is dying, the body processes naturally slow  
down and eventually stop. The body does not need the same 
nutrition and hydration. When this happens to me, I do not  
want nutrition or hydration through a feeding tube. 

   

I believe it is reasonable to consider the cost of treatment  
when deciding my care. 

   

Any additional notes: 
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My Care Preferences 
My Care Preferences for Life-Sustaining Treatment  
Cardiopulmonary Resuscitation (CPR) is a treatment used to attempt to restore heart rhythm and breathing 
when they stop. CPR may include chest compressions, defibrillation (electrical shock), medications and a 
breathing tube. 
 

☐ I want CPR to be attempted. 
 

OR 

☐ I want CPR to be attempted based on my current state of health. However, in the future if my state of 
health has changed and my medical team does not recommend CPR and I have no reasonable hope of 
returning to a meaningful quality of life, my health care agent(s) should work with my health care team to 
decide whether CPR should be attempted. 
 

OR 

☐ I don’t want CPR to be attempted. Allow natural death and focus on making me comfortable. If I 
choose this option, I should have a conversation with my provider. 

 

OR 

☐ I can’t decide now about CPR. My health care agent(s) should work with my health care team to decide whether 
to use life-sustaining treatments. 

 

My Care Preferences for Life-Extending Treatments 
Treatments that would extend life include, but are not limited to, ventilation (breathing machine) when you can’t 
breathe on your own, artificial feeding through tubes and dialysis. If my health care team determines that no 
cure is possible or that I have a permanent brain injury (that means it is very unlikely that I will regain 
consciousness or recover my ability to know who I am and have a meaningful quality of life), these are my 
preferences: 
 

☐ I want all possible life-extending treatments. 
 

OR 
 

☐ I want life-extending treatments based on my current state of health. However, in the future if my 
state of health has changed and I have no reasonable hope of returning to a meaningful quality of life, my 
health care agent(s) should work with my health care team to decide whether any life-extending 
treatments should be attempted. 

 

OR 
 

☐ I don’t want life-extending treatments. Focus on making me comfortable and allow natural death. 
 

OR 
 

☐ I can’t decide now about life-extending treatments. My health care agent(s) should work with my health care 
team to decide whether to use life-extending treatments based on my choices and prior conversations with 
them. 

 



Date:   
Your Name:   

 

 

4 

 
My Preferences for Care in my Final Days 
If a choice is possible and reasonable when I am dying, I would prefer to receive care: 

☐ At home or in a home-like setting 

☐ At a nursing home 

☐ Somewhere else (where)   

☐ Through hospice care, if I qualify 

CentraCare Hospice   OR list other organization   
 
Other wishes to help me die well (music, prayers, rites, rituals, etc.): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
My Preferences about Organ/Body Donation 
☐ I want to donate my eyes, tissues and organs if I can. My health care agent may give permission to start 

and continue any treatments needed until the donation is complete. 

☐ My agent may decide about organ donation. 

☐ I do not want to donate my eyes, tissues, and/or organs. 

☐ I want to donate my body to the following institution and have documentation in place: 
 

______________________________________________ 
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Next Steps 
☐ Sign and date this directive on the final page in the presence of 2 witnesses or a notary public 

☐ Give a copy to my doctor for my medical record. Date given:   

☐ Give a copy to my health care agent(s) and review it with them. Date given:   

☐ Keep the original in a safe place where it can easily be found; not in a safe deposit box. 

☐ Review my wishes as my health needs change and keep my directive current. 

☐ This health care directive remains effective until I revoke it or until I create a new one with different 
terms. 

 

 
After I Die 
These are my wishes about what to do with my body after I have died (autopsy, burial, cremation, spiritual 

care, etc.) and how I wish to be remembered (obituary, funeral, memorial service, etc.): 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
For additional resources, visit centracare.com/acp or scan the QR code below. 

 
 



Date:   
Your Name:   
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© 2025 

I am thinking clearly. I agree with everything that is written in this document, and I have made this document 

willingly. 
Signature:   Date:   
If I cannot sign my name, I can ask someone to sign this document for me. I asked the following person to sign 

for me: 

Printed Name of Person Asked to Sign:     
Signature:   Date:   

Making This Document Legal 
This document must be signed and verified by either two witnesses (Option 1) OR by a notary public (Option 

2). It must be dated when it is witnessed or verified. 

 

 
Option 1: Use this section if you sign in front of two witnesses 
Statement of Witnesses: This document was signed or verified in my presence. I certify that I am at least 18 

years of age, and I am not appointed as a primary or alternate health care agent in this document. Only 

one witness can be an employee of the health care system providing care to the person on this date. 

1. Witness Signature:   Date:   
Printed Name:    

2. Witness Signature:   Date:   
Printed Name:    

 
Option 2: Use this section if you sign in front of a notary public 
In my presence on  (date),   (patient name) 

acknowledged their signature on this document or acknowledged that they authorized the person signing this 

document to sign on their behalf. I am not named as a health care agent in this document. 
Notary Signature:   
My commission expires (date):   
Notary Stamp: 
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