Patient Advance Care Planning Information and Referral Form

Advance Care Planning is the process of determining and communicating your health care wishes based on your values and beliefs, if you are not able to make your own decisions.

Advance Directives are documents used to express your wishes in written form.  Advance Directives include Health Care Proxies, Do Not Resuscitate Orders, and Living Wills.

Health Care Agent is the person you appoint to make your health care decisions for you if you become unable to make then for yourself.
1. Have you completed a Health Care Proxy, where you have chosen a person (Health Care Agent) to speak for you if you are not able to make your own health care decisions?        YES           NO

2. If YES, does it reflect your current wishes regarding the Health Care Agent you have chosen and/or 


life-sustaining treatments, i.e., artificial nutrition and hydration, cardiopulmonary resuscitation (CPR), 


artificial respiration or mechanical ventilator?                  YES  
NO

3. Have you updated your Health Care Proxy and/or Living Will in the past year?          YES      
NO

4. If you do not have a Health Care Proxy form or Living Will, would you like to have

someone follow-up with you to assist you with completion of these documents?    
      YES    
NO




Release of information:





By signing below, I give my consent for personal information (which may include, but is not limited to name, address, phone and additional services being received) to be shared with other service agencies in order to make referrals. I also certify that the above information is true and accurate to the best of my knowledge.  I understand that giving false or inaccurate information may disqualify me from receiving assistance.  I understand that I may revoke any portion of this consent at any time.





Effective Dates:  _________________________  to  ________________________		





Participant’s Signature: ________________________________________________ Date: ______________











Patient Contact Information:


Name: ______________________________________________D.O.B./Age: ________________________





Address: __________________________________________ Phone: ____________________________





Gender:  _____Male    _____ Female   





Information Requested:________________________________________________________________





Lynne Palmiere, Program Coordinator


Sharing Your Wishes 
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