

ADVANCE HEALTH DIRECTIVE (“AHD”) INSTRUCTION SHEET

When asked for names, please provide full names (no initials)
Each person is to execute a separate Instruction Sheet
	DESCRIPTION
	DETAILS

	1. Full name and address of person making the Advance Health Directive/Maker.

You must be over 18 years and have full legal capacity* to make an AHD.
	Full Name of Maker:  
Date of birth of Maker:     /     /              DD/MM/YYYY

Complete residential street address of Maker:      

	2. Treatment decisions

(a) Treatment decision No 1
(Please complete details for at least treatment decision No 1.)
Treatment is any:

Medical;

Surgical;  
dental treatment;

or other health care; (including palliative care** and life sustaining measures*** such as assisted ventilation and cardiopulmonary resuscitation****).
A treatment decision is a decision to consent or refuse consent to the commencement or continuation of any treatment.

A treatment decision operates only in the circumstances that you specify.

Treatment to which you consent in this advance health directive can be provided to you.

Treatment to which you refuse consent in this advance health directive cannot be provided to you.
	In the following circumstances:

....................................................................................................................................

....................................................................................................................................

...................................................................................................................................

....................................................................................................................................

I consent/refuse consent (delete one of these) 

to the following treatment:

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................

*****Detailed at the end of this document are some suggested situations and treatments which you may wish to consider, incorporating in your AHD. The situations and treatments listed are neither mandatory nor exhaustive. Please feel free to add situations and treatments which you consider may be relevant to you. You may wish to discuss the same with your doctor.
**Palliative care means a medical, surgical or nursing procedure directed at relieving a person’s pain, discomfort or distress, but does not include a life sustaining measure.
***Life sustaining measure means a medical, surgical or nursing procedure directed at supplanting or maintaining a vital bodily function that is temporarily or permanently incapable of independent operation, and includes assisted ventilation and cardiopulmonary resuscitation.

****Cardiopulmonary resuscitation (CPR) means a first aid procedure for cardiac arrests (heart attacks) involving compression of the chest wall alternating with artificial respiration (breathing).

Your enduring guardian (if appointed) or guardian or another person cannot consent or refuse consent on your behalf to any treatment to which this advance health directive applies. 

	(b) Treatment decision No 2

	In the following circumstances:

 FORMCHECKBOX 
 

Coma

 FORMCHECKBOX 
 

Dementia

 FORMCHECKBOX 
 

Dialysis

 FORMCHECKBOX 
 

Disability

 FORMCHECKBOX 
 

Disease

 FORMCHECKBOX 
 

Life limiting condition

 FORMCHECKBOX 
 

Life sustaining measures

 FORMCHECKBOX 
 

Paralysis

 FORMCHECKBOX 
 

Stroke

 FORMCHECKBOX 
 

Terminal illness

 FORMCHECKBOX 
 

Unable to feed, dress or walk by yourself

 FORMCHECKBOX 
 

Unable to recognise your family

 FORMCHECKBOX 
 

Unable to communicate
....................................................................................................................................

....................................................................................................................................

...................................................................................................................................

....................................................................................................................................

I consent/refuse consent (delete one of these) 

to the following treatment:

 FORMCHECKBOX 
 

Antibiotics

 FORMCHECKBOX 
 

Artificial feeding (may also be called Tube feeding/naso-gastric feeding or PEG feeding)

 FORMCHECKBOX 
 

Blood products

 FORMCHECKBOX 
 

Blood transfusion

 FORMCHECKBOX 
 

Chemotherapy

 FORMCHECKBOX 
 

Cardiopulmonary resuscitation (CPR)

 FORMCHECKBOX 
 

Dialysis

 FORMCHECKBOX 
 

Intensive care

 FORMCHECKBOX 
 

Intravenous

 FORMCHECKBOX 
 

Intubation

 FORMCHECKBOX 
 

Life saving surgery

 FORMCHECKBOX 
 

Palliative care

 FORMCHECKBOX 
 

Pain relief medication

 FORMCHECKBOX 
 

Ventilation.
...................................................................................................................................

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................



	(c) Treatment decision No 3

	In the following circumstances:

....................................................................................................................................

....................................................................................................................................

...................................................................................................................................

....................................................................................................................................

I consent/refuse consent (delete one of these) 

to the following treatment:

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................

	(d) Treatment decision No 4

	In the following circumstances:

....................................................................................................................................

....................................................................................................................................

...................................................................................................................................

....................................................................................................................................

I consent/refuse consent (delete one of these) 

to the following treatment:

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................

....................................................................................................................................

	3. Can you sign your AHD yourself or would you require some other person to sign it on your behalf. 
	 FORMCHECKBOX 
   Will sign on my own.
 FORMCHECKBOX 
   Will require someone to sign on my behalf.
(This could be on account of any physical incapacity. In which case you will have to be present when the person signs your AHD on your behalf).

	4. Do you wish to indicate in your AHD that you have sought legal advice?

This information is optional and you can choose not to provide this information.
	 FORMCHECKBOX 
   Yes (preferable), Complete next question
 FORMCHECKBOX 
   No (discouraged), Skip next question

	5. If yes to the last question, do you wish to indentify the legal practitioner from whom you have sought legal advice? 
This information is again optional and you can choose not to provide this information.
	 FORMCHECKBOX 
   Yes (Please provide complete details of the legal practitioner):

Michael Paterson & Associates/_____________________________of_______________
 FORMCHECKBOX 
   No

	6. Do you wish to indicate in your AHD that you have sought medical advice?

This information is optional and you can choose not to provide this information.
	 FORMCHECKBOX 
   Yes (preferable), Complete next question
 FORMCHECKBOX 
   No (discouraged), Skip next question

	7. If yes to the last question, do you wish to indentify the medical practitioner from whom you have sought legal advice?
This information is again optional and you can choose not to provide this information.
	 FORMCHECKBOX 
   Yes (Please provide complete details of the legal practitioner):

___________________________of___________________________________________
 FORMCHECKBOX 
   No

	8. Do you want to execute your AHD, in our office or do you want us to post it to you, to be executed at your end?
	 FORMCHECKBOX 
   Will come to your office at 4/88 Walters Drive, Osborne Park, WA 6017, to sign it 
 FORMCHECKBOX 
   Please post it to me
The reason why we ask this question is that in case you will execute your AHD at your end we will enclose the detailed instructions as to how the same is to be signed.

	9. If you have made an Enduring Power of Guardianship (EPG), would you like to indicate this fact on your AHD?

This question is optional and you can choose not to provide this information.
	 FORMCHECKBOX 
   Yes (preferable) 
 FORMCHECKBOX 
   No (discouraged).

	10. Do you have an existing AHD?
	 FORMCHECKBOX 
   No, Skip next question.
 FORMCHECKBOX 
   Yes, Complete next question.

	11. If yes to the last question, do you wish to revoke the same and inform the relevant person(s) accordingly?
	 FORMCHECKBOX 
   Yes (Please provide a copy of your last AHD)
 FORMCHECKBOX 
   No

	12. Extra details, comments or queries.
	     
     


*Legal capacity means that you must be able to understand the nature and effect of your AHD that you are proposing to make i.e. that your AHD will authorize the treating health professional to treat you in accordance with your wishes as detailed in your AHD. 
You may lack full legal capacity if your decision making is impaired by illness, disease or injury, or the effects of medication, drugs or alcohol.
Persons with impaired decision-making abilities, such as those with a psychiatric condition, dementia, an intellectual disability or an acquired brain injury may not be able to execute an AHD.
*****Some of the situations which you may wish to incorporate in your AHD could be:

(a) terminal illness;

(b) permanent vegetative state;

(c) permanent unconsciousness (coma);

(d) injuries of such severity that there is no reasonable prospect of recovery; and
(e) no prospect of recovering mental capacity (overlaps a vegetative state and unconsciousness).
Some of the possible treatment which you may wish to receive/not receive could be:

(a) palliative care (pain relief);

(b) life Sustaining measures (e.g. drip feeding or iron lung);

(c) cardiopulmonary resuscitation (CPR);

(d) blood transfusions;

(e) amputations; and

(f) abortion.
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