Georgia Advance Directive for Health Care
This advance directive is effective only if I am unable to communicate my treatment preferences after reasonable and appropriate efforts have been made to communicate with me about my treatment preferences. If I have not selected a health care agent to make health care decisions for me when I am unable, or if my health care agent is not available, then this advance directive will provide my physician and other health care providers with my treatment preferences. 

1. CONDITIONS

This advance directive is effective if I am in any of the following conditions:

(Initial each condition in which you want to be effective.)

_________ A terminal condition, which means I have an incurable or irreversible condition that will result in my death in a relatively short period of time.

_________ A state of permanent unconsciousness, which means I am in an incurable or irreversible condition in which I am not aware of myself or my environment and I show no behavioral response to my environment.

My condition will be determined in writing after personal examination by my attending physician and a second physician in accordance with currently accepted medical standards.

2. TREATMENT PREFERENCES

(State your treatment preference by initialing (A), (B), or (C). If you choose (C), state your additional treatment preferences by initialing one or more of the statements following (C). You may provide additional instructions about your treatment preferences in the next section. You will be provided with comfort care, including pain relief, but you may also want to state your specific preferences regarding pain relief in the next section.)
If I am in any condition that I initialed in Section 1 above and I can no longer communicate my treatment preferences after reasonable and appropriate efforts have been made to communicate with me about my treatment preferences, then:

(A) _________ Try to extend my life for as long as possible, using all medications, machines, or other medical procedures that in reasonable medical judgment could keep me alive. If I am unable to take nutrition or fluids by mouth, then I want to receive nutrition or fluids by tube or other medical means.

OR

(B) _________ Allow my natural death to occur. I do not want any medications, machines, or other medical procedures that in reasonable medical judgment could keep me alive but cannot cure me. I do not want to receive nutrition or fluids by tube or other medical means except as needed to provide pain medication.

OR

(C) _________ I do not want any medications, machines, or other medical procedures that in reasonable medical judgment could keep me alive but cannot cure me, except as follows:

(Initial each statement that you want to apply to option (C).)

_________ If I am unable to take nutrition by mouth, I want to receive nutrition by tube or other medical means.

_________ If I am unable to take fluids by mouth, I want to receive fluids by tube or other medical means.

_________ If I need assistance to breathe, I want to have a ventilator used.

_________ If my heart or pulse has stopped, I want to have cardiopulmonary resuscitation (CPR) used.

3. ADDITIONAL STATEMENTS (OPTIONAL)

This section is optional. This document will be effective even if this section is left blank. This section allows you to state additional treatment preferences or to provide information about your personal and religious values about your medical treatment. For example, you may want to state your treatment preferences regarding medications to fight infection, surgery, amputation, blood transfusion, or kidney dialysis. You may want to state your specific preferences regarding pain relief.

______________________________________________________________________________

______________________________________________________________________________

4. IN CASE OF PREGNANCY

This document will be effective even if this section is left blank. I understand that under Georgia law, a advance directive generally will have no force and effect if I am pregnant unless the fetus is not viable and I indicate by initialing below that I want the advance directive to be carried out.

_________  I want this advance directive to be carried out if my fetus is not viable.

SIGNATURES
You must sign and date or acknowledge signing and dating this form in the presence of two witnesses.

By signing below, I state that I am emotionally and mentally capable of making this advance directive and that I understand its purpose and effect.

Signed this   
 day of   
, 20  
.
Signature   


Print Name __________________________

Address   


WITNESSES

The declarant signed this form in my presence or acknowledged signing this form to me. Based upon my personal observation, the declarant appeared to be emotionally and mentally capable of making this advance directive for health care and signed this form willingly and voluntarily.

I attest that:


(1)
I am at least 18 years of age and of sound mind;


(2)
I, to the best of my knowledge, at the time of the execution of this advance directive:


(A)
Am not related to the declarant by blood or marriage;


(B)
Would not knowingly inherit any portion of the declarant’s estate or otherwise knowingly gain a financial benefit from the declarant’s death;


(C)
Am not an employee, agent, or medical staff member of the hospital, skilled nursing facility, hospice, or other health care facility in which the declarant is receiving health care; and


(D)
Am not directly financially involved in the declarant’s medical care
First Witness   

Date ____________________
Print Name __________________________

Address   


Second Witness   

Date ____________________
Print Name __________________________

Address   


