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It’s About YOU

Understanding Advance Health
Care Directives

This pr : was created by the Advance Care Planning Workgroup

of the Kenosha County Care Transitions Coalition

It is important to plan ahead
for future health care decisions
in the event of a life-
threatening medical emergency.

‘Cause
If you are left unable to

communicate and make your

f' happens“' own health care decisions,
-y others would need to make
decisions for you.
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“A written instruction, such as a living will or
durable power of attorney for health care,
recognized under state law (whether statutory or
What iS as recognized by the courts of the State), relating
an ~ to the provision of health care when the individual

Advance
{ Directive? _

o

s incapacitated.” - Federal Patient Self Determination Act

Power of Attorney for Healthcare (POA-HC):
This document authorizes another person to make
health care decisions for you if you are unable to
make health care decisions due to accident or
illness.

Because we all have the right to our own choices,
and have those choices honored

Wisconsin law treats family members, including
spouses, as strangers for decision-making

~ purposes. Wisconsin is NOT a “next of kin” or
4 “family consent” state for adults.

Because the people who care about you will be
very grateful to know what you would have wanted
if its ever needed.

M Because doing it later could be too late.
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W H o needs a POA-HC?

EVERYONE!

1. Choose a decision-maker
(health care agent).

2. Think about your goals in the
event of a severe accident or
sudden iliness.

3. Start the conversation.

4. Complete the document and
share with doctor, agent,
others.




ings to think about when choosing a health care agent (decision-ma3

Consider choosing a person
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Have you thought about what experiences
or activities are most important for you

to live well?




Explore religious, cultural or personal beliefs
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Talk with your agent about:

Keep talking.
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DEPARTMENT OF HEALTH SERVICES STATE OF WISCOMEIN Chaplar 155.30(1).(3)
Dwision of Publc Heallh Effoctive Ciate February 7. 2020
F-00085 [Rew. 0242020) 608 2561251
g@@ @:} POWER OF ATTORNEY FOR HEALTH CARE DOCUMENT
NOTICE TO PERSON MAKING THIS DOCUMENT

You have the right to make decisions about your health care. No health care may be given to you over
your objection, and necessary health care may not be stopped or withbeld if you object.

consin.go
s/adforms

Because your health care providers in some cases may nat have had the opportunity to establish a long-
term relationship with you, they are often unfamiliar with your beliefs and values and the details of your
Family relationships. This poses a problem if you become physically or mentally unable to make decisions
about your health care.

In arder to avoid this problem, you may sign this legal document w specify the person whom you want to
make health care decisions for you if vou are unable to make those decisions personally. That person is
known as your health care agent. You should take some time to discuss your thoughts and beliefs about
medical treatment with the person or persons whom you have specified. You may state in this document
any types of health eare that you do er do not desire, and you may limit the authority of your health care
agent. I your health care agent is unaware of your desires with respect to a particular health care
decision, he or she is required to determine what would be in your best interests in making the decision.

This is an important legal document. It gives your agent broad powers to make health care decisions for
you. It revokes any prior power of attorney for health care that you may have made. If you wish to change
your pawer of attorney for health care, you may revoke this atany time by ing it, by
directing another person to destroy it in your presence, by signing a written and dated statement or by
stating that it is revoked in the presence of two witnesses. If you revoke. you should notify your agent,
bealth care provider{s), and any other person(s) to whom you have given a copy. If your agent is your
spouse or your domestic partner, and your marriage is annulled or you are divorced or your domestic
parinership is terminated after signing this document, the document is invalid.

ning the
document is

You may also use this document to make or refuse to make an anatomical gift upon your death. If you use alid

this document to make or refuse to make an anatomical gift, this document revokes any prior record of . .
ift that you may have made. You may revoke or change any anatomical gift that you make hy this * Anatomlcal glft
document by crossing out the ieal gifts provision in this

Do not sign this document unless you clearly understand it. It is suggested that you keep the original of
this document on file with your physician or other primary care provider.
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POWER OF ATTORNEY FOR HEALTH CARE
Document made this day of (month), (year).

CREATION OF POWER OF ATTORNEY FOR HEALTH CARE

(print name. address, and date of birth).

being of sound mind, intend by this document to create a power of attomey for health care. My
executing this power of attomey for health care is voluntary. Despite the creation of this pawer of
attorey for health care, 1 expeet to be fully informed about and allowed to participate in any health
care decision for me, to the cxtent that | am able. For the purposes of this document, "health care
decision” means an informed decision o accept, maintain, discontinue, or refuse any care, reatment.
service, ar procedure to maintain, diagnose, or treat my physical or mental condition.

In addition, | may, by this document, specify my wishes with respoct to making an anatomical gift
upon my death.

DESIGNATION OF HEALTH CARE AGENT

If Lam no longer bl to make health care decisions for myself, due to my incapacity.
1 herchy desigrate

{print name, address and (elcphan mumber) fo be my healih care agent for the purposs of making,
health care decisions on my hehalf. I he or she is ever unable or unwilling 10 do so,

1 herchy designate

{print name. sddress and Ielephone number)

to be my altcmate health care agent for the purpese of making bealth care decisions on my behalf. Neither
my health carc agent nor nry alicmate health carc sgent whom | have designated is my health care provider,
an emplayee of my health care provider, an cployoe of a health care facility in which | am a patient or 8
spousc of any of thase persons. unless he or she is also my relative. For purposcs of this document.
“incapacity” exists if 2 physicians or a physicion and a psychologist, murse practitioner. or physician assistant
who have personally examined me sign a statement that spevifically expresses their opinion that | have a
condition that mcans that | am unable to reccive and evaluste information cffectively or to commumicate:
derisions to such an extent that | lack the capacity to manage my health care decisions. A copy of that
statement must be attached to this document.

Pagezatn
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Due to “incapacity”

GENERAL STATEMENT OF AUTHORITY GRANTED

Unles: I have specified otherwise in this decument, if T ever hava incapacity I instuct my health care provider
to obtain the heslth care decizion of my health care agemt, if I need weatment, for a2ll of my health care and
trestment. Ihm!d:sn&sedm} desires thoroughly with my health care agent snd believe that he or she

il ing the health care decizsions I would make if I were able. I desire that my
mmucmdmwmmwg{mtnm}mmmsgmmmdﬂtmmmt

1 am unabls, due to my incapacity, to make a health care decision, my heslth care agent is insmmcted to make
the health care decision for me, but my health care agent should my o discuss with me any specific proposed
baslth care if 1 am sble w conmmanicate in any manner, including by blinking my eves. If this commmnication
cannot be mads, my health care agen: shall base his or her decision on any health care choices that T have
expressed prior to the time of the decision If I have not expressed 4 health care choice about the health care in.
question and communication cannot be made, my health care agent shail base his or her health care decision on
what be or she belisves to be in my best intarest.

LIMITATIONS ON MENTAL HEALTH TREATMENT

My health cars agent may not adut or commit me on an inpatians basis to zn instmton for mental dissases,
an intermediste care facility for the persons with mental retardation, a state eamment facility, or a Deatment
facility. My beslth care agent may not consent 10 experimental mental heslth research or psychosurgery,
alectrocomvilsive reament or drastc mental bealth treatment procedures for ms.

ADMISSION TO NURSING HOMES OR
COMMUNITY-BASED RESIDENTIAL FACILITIES

My health care agent may sdmit me to 3 oursing home or community-based residential facility for shom-tamm
stays for recuperative cars of Tespite cars.

I T have checked “Yes” to the following, my health care agent may admit me for a purpese other than
TeCUperative care of respite care, but if I have chacked “No™ to the following, my health care zzent may not so
admit me:

1. A mursing home --[ [ Yes [ No

2. A community-based residential facility - - [_| Yes

C¥e

If I have not checked either “¥Yes™ or “No™ immediately above, my health care agent may admit me only for
short-temn stays 0T recuperative Cara o Tespite Care.

> — follow
as much

5 guardlanshlp if this level of
care was needed.




FROVISION OF FEEDING TUBE

E T have checked “Ves” to the following, my health care sgent may have a feeding tube withheld or
withdrawn from me, unless my physician has advised that in his or her professional judzment, this will cause me
pain or will reduce my comfort. If T have checked “Mo™ to the following, my health care agent may not have a
feeding mbe withheld or withdrawn from ma

My health care agent may not have orally ingested nutrition or hydration withheld or withdrawn from me
mless provizion of the nusition or hydration is medically conamdicatad.
‘Withhold or withdraw 3 feeding mube - -[] Yes [ Mo

IF 1 have net checked either “Yes™ or “Mo” immedisiely abave, my heslth care sgeat may not have & feeding
fube withdrawn from me.

HEALTH CARE DECISIONS FOR PREGNANT WOMEN
1 have checked “Ves™ to the following, rry health care azent may make health care decisions for me even i
my agent knows I am pregnant ¥ I hava checkad “No® to tha followinz my heslth care agent may not maks
health care decisions for me if my health care sgent knows Tam preznant.
Health care decision if 1 am pregnant -- [ Yes [ No

I T have not checked either “Yes™ or “Mo” immediately sbove. my health care sgent may not make health cara
dacisions for me if my health care agent knows I am pregnant.

STATEMENT OF DESIRES, SPECIAL PROVISIONS OR LIMITATIONS
In exercising authority under thizs document, my health care agent shall act consistently with my following

stated desmres, if any. and is subject to any special provisions or imitations that I specify. The following are any
specific desires, provisions or limitations that I wish to state (2dd more items if needed):

INSPECTION AND DISCLOSURE OF INFORMATION
RELATING TO MY PHYSICAL OR MENTAL HEALTH

Subject to any limitasions in this document, my health care agent has the authority to do all of the following:

{a) Reguest, review, and receive any mmformation. oral or written, regarding my physical or mental bealth
including medical and hospital records.

() Execute on my behalf any documents that may be required in order to obtsin this information.

(c) Consant to the disclosure of this information
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(The principal and the witnesses all must sign the document at the same time.)
SIGNATURE OF PRINCIPAL
(Person creatng the Power of Attomey for Health Care)

Date

{The signing of this document by the principal revokes all previous powers of attorney for health care
documents. )

STATEMENT OF WITNESSES

1 know the principal personally and I believe him or her to be of sound mind and at least 18 years of age. |
believe that his or her execution of this power n!'amme:.' for health care is voluntary. 1 am at least 18 vears of
ng: am net related to the principal by blood, mamiage, d 1 hip, or adoption, and am not directly

ially bie for the principal's health care. Iamnmshm]mcarepmn:iﬂmlsstn'mj,ﬂw
prncipal at &us time, an :mplo\.lce of the health care provider. other than a chaplain or a social worker, or an
employee, other than a chaplain or & social worker, of an inpatient health care facility in which the declarant is
o patient. | am not the principal’s health core agent. To the best of my knowledge, 1 am not entitled to and do

not have a claim on the principal's estate.

Witmess Namber 1

{Print) Name Date

Address

Signature

Witness Number 2

(Print) Name Date

Adidress

—

faith are immune from civil or
criminal liability.”
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STATEMENT OF HEALTH CARE AGENT AND ALTERNATE HEALTH CARE AGENT

1 understand that (name of
principal) has designated me to be his or her health care agent or alternate health care agent if he or she is ever
found to have incapacity and unable to make health care decisions himself or herself

{name of principal)

has discusscd bis or her desires reganding health care decisions with me.

Agenl’s Signature

Address

Aliernate's Signature

Address

Failure to exceute a power of atormey for healih care document under chapier 155 of the Wisconsin Statutes
creates no presumption about the intent of wny individual with regard to his or her health carc decisions.
This power of attarney for health care is exccuted as provided in chapter 155 of the Wiscansin Statutcs.

ANATOMICAL GIFTS (optional)
Upan my death:

[ 1 wish to donate only the following organs or parts: (specify the organs or paris).

[ 1 wish to donate any needed organ or par.

1 1 wish to donate my body for anatomical study if needed.

[] 1 refuse to make an anatomical gifi. (If this revokes a prior commitment that | have made to make an
anatomical gift o a designated donce, | will attempt to notify the donee to which or to whom [ agreed to
donate.)

Failing to check any of the lincs immediarcly above creatcs no presumption about my desire to make or refisse

to make an anatomical gift.

Signatre Date

L0088 (e, 02/2030)

Fagesals
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Kramer’s Coma

While Seinfeld had a knack for
putting a humorous slant on an
otherwise sensitive subject,
statistics show that incapacity
planning is no laughing matter.
According to a 2012 New York
Times Editorial which
highlights a 2006 Pew
Research Center poll, only "one-
third of Americans had a living
will and even fewer have taken
the more legally enforceable
measure of appointing a health
care proxy to act on their behalf
if they cannot act for
themselves."
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ADVANCE HEALTH T D Froedtert Froedtert
CARE PLANNING Kenosha Hospital | Pleasant Prairie Hospital

You know the
import f planning. . .
;’f“‘"’ a;‘m:’ ‘;am’"g P, Appointments are available for Froedtert
Oou undersian o :
completing the process South patients. To schedule, call and ask to
ensures your future health care wishes will speak to a chaplain: 262-656-2011

be respected

You've been wanting
to finish your power of attorney for health
care but you're not sure how to start.

We’re here to help!

Trained staff are available, free of charge,
1o guide you through the paperwork and
talk with you about your specific wishes and

concerms. : -k /-\('c %, .
_ere Hospice Alliance

Kenasha Cousty
Aging & Disability Resource Center

Appointments are available for Appointments are available for the public. To
Kenosha County residents on

Wadnesdgy mornings, 2 a.m. — noon. schedule, call 262-652-4400

8600 Sheridan Road, Kenosha, WI 53143 A receptionist will take your information and one of
(Entrance D) G )

To schedule call: our Social Workers will call you back to set-up an
262-605-6646 or 1-800-472-8008 appointment.
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