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Advance Directive

Durable Power of Attorney for Healthcare
(Patient Advocate Designation)
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This document provides a way for an individual to
create a Durable Power of Attorney for Healthcare
(Patient  Advocate  Designation) and  other
documentation that will meet the basic requirements
forthis state.
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This Advance Directive allows you to appoint a
person (and alternates) to make your health care
decisions if you become unable to make these
decisions for yourself. The person you appoint is
called your Patient Advocate. This document gives
your Patient Advocate authority to make your
decisions only when you have been determined
unabletomakeyourown decisionsbytwo physicians,
oraphysician and a licensed psychologist.
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It does not give your Patient Advocate any authority to

make your financial or other business decisions.
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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. If you do not closely involve
your Patient Advocate, and you do not make a clear plan
together, your views and values may not be fully respected
becausetheywillnotbeunderstood.
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This document was developed to meet the legal

requirements of Michigan. Itis not de- signedto replace

the counsel of your attorney.
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This is an Advance Directive for (print legibly):
(el s Lok L ) 3 pdiila A 65 108

Name (aY)): Date of Birth (23kwell & )0):
Last 4 digits of SSN (=lia¥! Jlaall 48 5 (e 8 ) 4 H3): Telephone (Day) (1Jk) —ailel):
(Evening) (¢Lw): (Cell) (ssiad):

Address () si=l):

City/State/Zip (xd) e WAY /Al
Where Iwould like toreceive hospital care (whenever possible):
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Advance Directive: My Patient Advocate
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If I am no longer able to make my own health care
decisions, this document names the person | choose to
make these choices for me. This person will be my
Patient Advocate. This person will make my health care
decisions when | am determined, by either two
physicians or a physician and licensed psychologist, to
be incapable of making health care decisions. |
understand that it is important to have ongoing
discussions with my Patient Advocate about my health
and health care choices.
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Thepersonlchooseas myPatient Advocateis

| hereby give my Patient Advocate permission to send a
copy of this document to other doctors, hospitals and
health care providersthatprovide my medicalcare.

(NOTE: If your wishes change, you may revoke your
Patient Advocate Designation at any time and in any
manner sufficientto communicate anintentto revoke. Itis
recommended that you complete a new Advance
Directive and give it to everyone who has a previous

copy.)
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Name(=Y):

Relationship (if any) (s s of) all;

(Cell) ()

Telephone (Day) (Aks) g
Address (o) s):

(Evening) (¢lw):

City/State/Zip Code (sl e l/AY gl/Aiaall):

First Alternate (Successor) Patient Advocate (strongly advised)

(53 45 el Gl 08 JsW) el palaal

If Patient Advocate above is not capable or willing to make these choices for me, OR is divorced or legally
separatedfromme, thenldesignatethe following persontoserve as my PatientAdvocate.
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Name(Y):

e Lialna diden o )85 Ml s il e |

Relationship (if any) (<ass o) dall ;-

Telephone (Day)(skue) illl: (Evening)(sLw):

(Cell) (ssab):

Address (o) si):

City/State/Zip Code (sl e VAN sl/Aiaall):
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Second Alternate (Successor) Patient Advocate (strongly advised)
(B 4 k) Gl sall (8 (AN Jiad) (palaal)

If the Patient Advocates named above are not capable or willing to make these choices for me, ORis divorced
orlegally separated fromme, thenIdesignate the following persontoserve as my Patient Advocate.
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Name(pY)): Relationship (if any) (< 5 o) dlall:

Telephone (Day)(\slua) ilgl: (Evening)(sLs): (Cell) (e sialy:
Address (o) s):
City/State/Zip Code (23l 3 /A /Al
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Advance Directive Signature Page
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| have instructed my Patient Advocate(s) concerning my
wishes and goals in the use of life-sustaining treatment -
such as, but not limited to: ventilator (breathing
machine), cardiopulmonary  resuscitation (CPR),
nutritional tube feedings, intravenous hydration, kidney
dialysis, blood pressure or antibiotic medications—

S Gl L o paldl) i pal] palne ) el G paal
Y el s Ao oy Lo s 5 — didpeal] 4ol 2 Ole plaiind (s 9l20)
sl wwli¥ L350 5 (CPR) (55 (il ilai) 5l il lga - puaan])

and hereby give my Patient Advocate(s) express
permission to withhold or with- draw any treatment that
would not help me achieve my goals of care. |
understandthatsuchdecisions could or would allow my
death. Medications and treatment intended to provide
comfort or pain relief shall not be withheld or
withdrawn.
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Signatureofthelndividualinthe Presenceofthe Following Witnesses
Ol 3 9gid) j a2 3, b g
Il am providing these instructions of my own free will. | have not been required to give them

in order to receive care or have care withheld or withdrawn. lam at least eighteen (18)years
oldandofsound mind.
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Signature (&2):
Address (o) s):
City/State/Zip Code (sxd) 3 MaY ifasaal):

Date (&_u):

Signatures of Witnesses
3 gged) clasd g5

I know this person to be the individual identified as the “Individual” signing this form. | believe him or her to be of

sound mind and at least eighteen (18) years of age. | personally saw him or her sign this form, and | believe that he

or she did so voluntarily and without duress, fraud, or undue influence. By signing this document as a witness, |

certify thatl am:

By JY e UGle (18) e 3ulad jee 4 5l (ga s Aliall of 8 Dl (o il 85 23 saill 138 e a8y 3 oLl i g8 (il ol
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e Atleast18yearsof age.

A3 e Ule 18 endl (g &l
* Notthe Patient Advocate or alternate Patient Advocate appointed by the person signing this document.
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= Notthe patient's spouse, parent, child, grandchild, sibling or presumptive heir.
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Not listed to be a beneficiary of, or entitled to, any gift from the patient’s estate.
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Not directly financially responsible for the patient’s health care.
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Not a health care provider directly serving the patient at this time.
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Not an employee of a health care or insurance provider directly serving the patient at this time.
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Witness Number 1:
(1) A, 2l
Signature (g8 51)):

Date (gtl):

Print Name (a5 Jass G € anl):

Address (o) sll):

City/State/Zip Code (gxnll e /A M/Asal):

Witness Number 2:
(2) 2
Signature (e s):

Date (zW):

Print Name (gl 1ado U s ausY):

Address (o) sll):

City/State/Zip Code (s e VA sl/asad):
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Accepting the Role of Patient Advocate

Gl alna g Ll ik

Acceptance
Js:al

The person named above has asked you to serve as his or her Patient Advocate (or as an alternate Patient
Advocate). Before agreeing to accept the Patient Advocate responsibility and signing this form, please:
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1. Carefully read the Introduction (1A), Overview 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.

Claieall 859 )] 5 COlpads 5/ Jasdy Lay) b JaiSall iiay sall alne Gpund 73 sai s Ahalidl] 5 sbiil] 5 (1A ) 4daniiall [3n [1d5 o 1

COluadill )il (2B 1B Cuindall 6 dble ) Gl Gan) Ladle cdlpuadi 5/ 55 Of Ll on s ((OA A 6A e

sl o uiadi Llin 4 lgadsiiniin Lo Clo glea i g7 of Colriial) 0ds LI e s Lagie 5 o lgild )] (Say ) duadled)
3836l el e Lol Gliiay Jaxl] 44

2. 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.
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3. Ifyou are at least 18 years of age and are willing to accept the role of Patient Advocate, read, sign and
date the following statement.

LS s 4l il g 5V 508 Slin oy iims pal] olona s alil) S 6 i iy BY] e Lile 18 i ciS 13/ 3
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| accept the person’s selection of me as Patient Advocate. | understand and agree to take reasonable
steps to follow the desires and instructions of the person as indicated within this “Advance Directive:
My Patient Advocate” document or in other written or spoken instructions from the person. | also
understand and agree that, according to Michigan law:

dahiall cis) aYly < ghdl) JAS) s éé\\gi\g ‘;9\3 oAl alaa g 3‘95‘1 i) 1 il e @AY ey La A
AT claddat Gl gl " GAlAY) i jal) alaa sadiial) A gill™ dia B Ao gal) Alladaty o) NI (RN 138 Gl pLEY
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a. This appointment shall not become effective unless the patient is unable to participate in medical or mental
health treatment decisions, as applicable.
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b. 1 will not exercise powers concerning the patient’s care, custody, medical or mental health treatment that
the patient — if the patient were able to participate in the decision — could not have exercised on his or her

Page 7 of 14
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own behalf.
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c. | cannot 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.

Ciga G (ot AN 138 OIS 1Y A @alS of iy je e 48 5l Mall may pumly lal) Sl Lty )8 A3 (g sk pud il 2
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d. 1 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.

MAl i pall (g gamas guaal s O3 e dgnan 2m W) G sall Gise ) oy 38 Lay dsmas 5l 2 Vlal) Gl )8 A Sl (il il
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.

e.l may not receive payment for serving as Patient Advocate, but | can be reimbursed for actual and
necessary expenses which I incur in fulfilling my responsibilities.

21 Jal o i 1 e 53015 duladl) i g pomall e utmape3 pmg 0505 comsall Lialae Jlae alai el (gl 3T o 1 5me Y e
RV W

f.1 am required to act in accordance with the standards of care applicable to fiduciaries when acting for the
patient and shall act consistent with the patient’s best interests. The known desires of the patient expressed
or evidenced while the patient is able to participate in medical or mental health treatment decisions are

presumed to be in the patient’s best interests.
il Aaliaall Uy Jaally o jile 505 cms sall o A o emil) e Lggle Cpniaigall (Al Ao Sl laal Gy Janlly o 3ile il
B A 8 AS L e a5 )8 ol Ly 81 o Leie sl ) A glaad) ailie ) 8 it i sell Bl daliadd) of s iy yall
USRI PR PN |
g. 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.
w138 2lal)  ais e e N AAS Ak sl iy gl b aie Lalae (sl adad slall (sl G e ol Bl L
h. The patient may waive the right to revoke a designation as to the power to exercise mental health treatment
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.
5,08 Jaali 2y (JL) N3¢y alill) Al 8 ¢ maiil) &3l Ly <l )8 Al wie Jlall g LS Gl olal] 8 48 e 5l of o el g 2
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i. I may revoke my acceptance of my role as Patient Advocate at any time and in any manner sufficient to
communicate an intent to revoke.
gl Js8 ge gal il 8 i oo Ll AS 28 )k sl iy (6 (8 G pal) (alaa s Ll sl e gl I e
j- A patient admitted to a health facility or agency has the rights enumerated in Section 20201 of the Michigan
Public Health Code, (Exercise of Rights by Patient’'s Representative 1978 PA368, MCL 333.20201)
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Accepting the Role of Patient Advocate (continued)
(1) s el calaa g8 5

Patient Advocate Signature and

Contact Information

Jua¥) e slra g (2 ol oalaa ad g
Thisisanadvancedirective for:
o padte 4ua 575

Print Name(geal s b G 5 an¥l) Date of Birth (23! z,5):

My Patient Advocate(s) will serve inthe order listed below:
:cUJi iliaddl) @)Hh = ua\;'j\ UA-‘)"“M ‘;A\AA AR

Patient Advocate

u.«'d)d\ P EN
I, have agreedto be the Patient Advocate for the person named above.
(PRINT)
kel S (addll e bl o ST 8l

(&)

Signature (&21): Date (gul):

Address (o) s):

City/State/Zip (ud) e WY /Al

Phone (Day) (&) <l (Evening) (¢bw): (Cell) (e siad):

First Alternate (Successor) Patient Advocate (Optional)
(s E8) (g2 sal) o Jg¥) Juadl (palaall

I, have agreedto be the Patient Advocate for the person named above.
(PRINT)

kel S (sl e bl o ST 8l
(b))
Signature (zdsl): Date (F=ul):
Address (o) si):
City/State/Zip (ud) e AN /Al
Phone (Day) (&) <l (Evening) (¢bw): (Cell) (e siad):
Page 9 of 14
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Second Alternate (Successor) Patient Advocate (Optional)
(s E8)) o sall o AEN Jaad) palaal)

I, have agreedto be the Patient Advocate for the person named above.

(PRINT)
kel S (il e bl o ST 8l
(&)
Signature (zdsl): Date (F=ul):
Address (o) si):
City/State/Zip (xd) S« AN di/Anaall):
Phone (Day) (1)) <l (Evening) (L) (Cell) (ssa):

Making Changes

Sl el o) )

If only the contact information for your advocate(s) changes, it may be revised on the original and on
the photocopies without replacing the entire form.

Fasadll ks (590 i paall Grasills s Lulia¥) AR sl lginn) so s 286 s alR)) palnall Juaiy) o gleo i s
) ALaST

Photocopies ofthisform are acceptable as originals.
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Treatment Preferences (Goals of Care)
(e 1) cilaal) zilad) cdluals

Print Name (a5 1ad; Ui auY): Date of Birth (=3kall & U):

SpecificInstructionstomy Patient Advocate —
- (2 0B sl alaa ) s cilagles

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

caall Lle JU (jlats Losd iy Soaaal) T 4 038 Gl ¢ il Coadlf Sle yiels cua

Instructions:
i lagledl]
e Putyour initials nextto the choice you prefer for each situation below.
ol 3y i po S liadi s LS s AoV Cipn Y pn @
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TREATMENTS TO PROLONG MY LIFE
Bal) a8 o Ay 5 5 sl g3Nal) Jiluay

If Ireach apointwhere thereis reasonable medical certainty that I will not recover

my ability to know who I am, where  am, and l am unable to meaningfully interact

with others:

2 gl g Ul ol Ul on g 1o 8,8 3l ol 0 (s i e (ot L qransl Al g ) s 13
1R AY) e pgda JShy Joldll) o juld

| want all possible efforts to prolong life made on my behalf, even if it means | may

remain on life-sustaining equipment, such as a breathing machine or kidney

dialysis, for the rest of my life.

Sl el Gl g s e Al shall a8 e 16 558 a0 Jal e Al dgeall WS I e )l
(S ee Ay o I Jawall as s ol i) Slea Jia caladl dala) Cilasa e

OR
3

| want my health care providers to try treatments to prolong my life for a period of
time. However, | want to stop these treatments if they do not help, or if they cause
me pain and suffering.
sall ad e 85 58 ALY Ladlall ok ahasiul 1ddlay o o) Lsall dle ) adie ol 82 )
AV clS 1) adl e S 1Y) eda Aadlall 5 okall GalEy) b el el ey e 3l (g 3yl
slladll
OR
9

| want to stop or withhold all treatments to prolong my life.
lelhaes gl aloadl 0 o 6 5 5 ALY deriid) L dlall (5 phall A4S Gy i e ]

Inall situations, | wantto receive treatment and care to keep me comfortable.
Bl S e Cusllaall L il g 3Nl pil5 6 it )] eVl LS 8

I choose not to complete this section. (continues on next page)
(Ll dnicall 5 ALesil) el 138 JaS] pie 6 )
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Instructions:

s Ciladdail)

e Putyour initials nextto the choice you prefer for each situation below.

ol oy i ge S Al 23 LS s AV i pn Y ps @

e NOTE: ThisisNOT a“Do Not Resuscitate” (DNR) Order, whichis a separate legal document.
Talkwith your personal healthcare provider if youwould like a DNR Order.
Laall Lle Jll pdie po G dladio daigili 435 ey L 'DNR" (iledy) piey sof Llies J38 22y Y dbisale @

Y ey il i 6 i i S 13 ) ali)) il

CARDIOPULMONARY RESUSCITATION (CPR)
(CPR) 550 (A (o)

Ifmyheartorbreathing stops:
: ol g 8 i g Al B
Iwant CPRinall cases.
YAl e (o s AR B (B A )
OR
3
Iwant CPR unless my health care providers determine
that I have any of the following:

il Amaall e )l sadia 8 13 W) (558l A8 (i) S S ol
o L 51 (g (e
e Aninjury orillness that cannot be cured and I am dying.
aial il g Lgadle (S Y (e 5l dAla) ©
» Noreasonable chance of surviving.
slaall M)S:.A a.a.a‘)ﬂ RO Y e
« Little chance of surviving long term, and it would be hard
and painful for me to recover from CPR.

052 il of e Bds ) gaal Lo sl S dlia da fasmy @
REE-B PR -y

OR
N
I do not want CPR but instead want to allow natural death.
wernla IS 8Ll Aal) el s es il (B G g samdl) e )Y

N i e i P
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Additional Specific Instructions

Badaa ALl cilayles

I want my Patient Advocate to follow these specific instructions, which may limit the authority

previously described in General Instructions to My Patient Advocate.

Al Clagletl) (3 Bse 46 g gall Adalid) (e 2a3 38 ) g 300l Ciladaill a3 0 (aldd) amyall alae aty of 8 e )
U= BN [P BN g | PN g

| choose not to complete this section.

e all fia oS pie it

Signature
2 e

&2l

(If you are satisfied with your choice of Patient Advocate and with the Treatment Preferences

guidance you have provided in this section, you need to sign and date the statement below.)

waniy cledisi N rliniud oo jall 138 8 lgiend 3 20l 0 Ly e g e sall olaad LIS e Ll ) <uiS 3)
(al.r..)/‘)/‘)ﬁ‘y/cuju

I am providing these instructions of my own free will.  have not been required to give

them in 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
expressedand affirmed onthedatebelow:

S LB g8 ol Ao 1) AL Jal e W laia) o aal A al A1 815 8 Al 1) panas oda laddad jaal Al g
bl AN Alaaly it ol Aulkal) o) B Jals adadl g Y e (18) Lle Lde 4l caly 8 AL By e
20Liaf e gal) g UL L B0 g Lgde

Signature (&2): Date (&u):
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