Maine Health Care Advance Directive

EXPLANATION

You have the right to give instructions about your own health care. If you use this form, you may complete or modify all or any part of it. You are free to use a different form.

This form lets you give specific instructions about any aspect of your health care. Choices are provided for you to express your wishes regarding the provision, withholding or withdrawal of treatment to keep you alive, including the provision of artificial nutrition and hydration, as well as the provision of pain relief. Space is also provided for you to add to the choices you have made or for you to write out any additional wishes. 
After completing this form, sign and date the form at the end. You must have two (2) other individuals sign as witnesses. Give a copy of the signed and completed form to your physician, to any other health-care providers you may have, to any health-care institution at which you are receiving care and to any health-care agents you have named. You should talk to the person you have named as agent to make sure that he or she understands your wishes and is willing to take the responsibility.

You have the right to revoke this advance health-care directive or replace this form at any time.

(1)  LIFE SUSTAINING TREATMENT CHOICES: 
I direct that my health care providers and others involved in my care provide, withhold or withdraw treatment in accordance with the choice I have marked below:

[   ]  
(a)  Choice Not to Prolong Life

I do not want my life to be prolonged if my physician decides that either of the following is true:

(i) I have an incurable and irreversible condition that will result in my death within a relatively short time (sometimes referred to as a terminal condition), OR

(ii) I become unconscious and, to a reasonable degree of medical certainty, I will not regain consciousness (sometimes referred to as a persistent vegetative state), OR
(iii) I am in the late stage of Alzheimer’s disease or other severe dementia as decided by my physician and a second physician.

[   ]  
(b)  Choice to Prolong Life

I want my life to be prolonged as long as possible within the limits of generally accepted health care standards, even if my condition is terminal, I am in a persistent vegetative state or I am in the late stage of Alzheimer’s disease or other severe dementia as decided by my physician and a second physician.

(2)  ARTIFICIAL NUTRITION AND HYDRATION: 
[   ]  
(a)  Artificial nutrition and hydration should not be provided, or should be stopped, based on the other life sustaining treatment choice I have made in paragraph (1) above.

[   ]
(b) Artificial nutrition and hydration should be provided regardless of my condition and regardless of the life sustaining treatment choice I have made in paragraph (1) above.

(3)  RELIEF FROM PAIN: 
Except as I state in the following space, I direct that treatment for alleviation of pain or discomfort be provided at all times, even if it hastens my death: 

(4)  OTHER WISHES: 
If you do not agree with any of the optional choices above and wish to write your own, or if you wish to add to the instructions you have given above, you may do so here. I direct that: 

SIGNATURES: 

Signed: ___________________________________________ Date: _______________________

Print Name: ___________________________________________________________________

Address: ______________________________________________________________________

WITNESSES:

Signature of Witness: ___________________________________ Date: ___________________

Print Name of Witness: __________________________________________________________

Address: ______________________________________________________________________

Signature of Witness: ___________________________________ Date: ___________________

Print Name of Witness: __________________________________________________________

Address: ______________________________________________________________________
