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DISCLOSURE PERMITTED T0 OTHER HEALTH CARE PROVIDERS AS NECESSARY

CONTRACT FOR COMPASSIONATE CARE | 1"

This s my doctor order shee, s based on my
meticalconition and wishes. It summarzes my | “res Fameriiddle Foval
eatment choces for endofife care and ses

forththe timing options for ehen my eaiment

choices il go ino effect, I als0 apponts my [ oo o ot

Healh Cae Decsion Maker

1. RESUSCITATION ORDER: I hve 10 pulse and am notbreathing (il ONE)
— Resusitate DoNOT Resusciate

1. MEDICAL INTERVENTION AND TIMING ORDER: | choose the following inita-
tions to medical ntervention at the end of my e ntal ALL tht apph:

___ Comort Care Only: | choose fo efuse medicalntervention exceptas may
be reeded o provide camfort. Camort measuresareto b used where  ive o esde.
1.am not o be sent o the hospitalor emergency room again unless comfort measures
fal

1 donotwant o receive antibitics agan.

" I dootwant tocontinue my usual medicatios,

" 1 donot want food and water except a5 choose torrequestt. No

intravenous fluidsor feeding tubes

1 want the Orders chosen above to apply when: (ntial ALL that apply):

— immediately

fam dlose o death
1 have an advanced progissive ness
1 am permanently unconscious
1 am experiencing extizordnary sfferng
" have dementia and have passed cetain benchmarks known to my
Health Care Decision Maker. Some o those benchmaks ar

'APPOINTMENT OF HEALTH CARE DECISION MAKER: | appoint
a5 my Health Care Decision Maker | appoint
as my alternate Decision Maker. | autharize

Ty Health Care Decsion Maker todirect my healthcare when | cannot doso. | autho;

tize my Decision Makerto implement my optons or withdrawial from medical nerven.

tion under circumstances known to himiher asbest representing my own wishes.

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED.
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V. SIGNATURE

1 ask that my doctors,other health
Care providers,famil, rends, and alothers follow my wishes as communicated by my
Health Care Decison Make.

Sanature Date

Radess

WITNESS STATEMENT: | the witness, declre tht the erson who signed thisform
is personally known to me, that hefshe sgned it in my presence, and that helshe
appears to be o sound mind and under no duress, fraud, o undue influence,

Sgnatureof Witness 71 Dole  Sonatweof Winess 7 Bote
Finted Name of Witnes Pited Name ofVitness
Radess Adress

PHYSICIAN SIGNATURE: | acknowedge that
Has discussed this form with me and confirmed that i represents hs/her wishes for
health care at the end of ife. | agree to comply with histher wishes.

Prysicion Sgrature Date

Pinted Name of Pysican

R

V.. REVIEW OF THIS CONTRACT

Review Reviewer  locatinof  Review

Date Review Outcome
_NoChange  _ Newfom
— fom Vaided Completed
_ NoChange _ Newfom
—_ Fom Vaided Completed
_NoChange  __ Newfom
—_ fom Vaided Completed

SEND FORM WITH PERSON WHENEVER TRANSFERRED OR DISCHARGED
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A BETTER WAY
OF DYING

HOW TO MAKE THE BEST CHOICES
AT THE END OF LIFE

Jeanne Fitzpatrick, M.D. & Eileen M. Fitzpatrick, J.D.

PENGUIN BOOKS
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