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Advance Directive =Umbrella Term

. | Donor
Healthcare Registry
Power of Enrolliment
Attorney Do Not Form
Resuscitate
Order (DNR)

\v

Please note: Advance directives do not concern financial planning.



Common Less Common

* Living Will * Psychiatric Advance Directive
(PAD)

* Health Care Power of Attorney

* Supplemental Advance Directive

* NC Practical .
for Dementia

* Five Wishes

* MOST
* DNR



What's the Difference?

Living Will - document stating treatment preferences, only valid when individual is unable to
communicate wishes.

Healthcare Power of Attorney - document that designates a “health care agent” and their powers.
NC Practical Form - document is a combination of living will + designation of health care agent.

Five Wishes -“easy-to-use” booklet written in everyday language that allows designation of health care
agent + more specific end of life wishes.

Supplemental Advance Directive for Dementia - supplements an existing AD if individual chooses VSED
at time of “chosen end point” of progressed dementia and has a designated health care agent in
agreeance to advocate on individuals behalf.

Psychiatric Advance Directive (PAD) - document stating treatment preferences in the case of a mental
health crisis that prevents decisional capacity, also referred to as “Mental Health Advance Directive.”



STATE OF NORTH CAROLINA
ADVANCE DIRECTIVEFOR A

’ o o NATUFAL DEATH (“LIVING WILL")
I l NOTE: YOU SHOULD USE THIS DOCUMENT TO GIVE YOUR HEALTH CARE FROVIDERS

INETEUCTIONS TO WITHHOLD OF. WITHDEAW LIFE-PROLONGING MEASURES IN CERTAIN
SITUATIONS. THERE IS NO LEGAL REQUIREMENT THAT ANYOMNE EXECUTE A LIVING WILL.

o~

GENERAL INSTRUCTIONS: You can use thiz Advance Directive ("Living Will®) form o grve
Junre i you wamnt your health care providers to withhold or withdraw Ijfe-prolongs
Tou should talk to o Living Wil sran
made for yourself tcate. Talk ro your family members, friends, and others you
vyour choices. Alzo, it i a good idea to tal prafessionals such as your doctors, clergypersons, and lawyers

* Living Will - document stating o e i 1 ot
treatment preferences, only valid oot e o o3 e e
when individual is unable to O ————

witnesses and proved By a notary public. Follow the ms)

mstructions for the

ifyou create your own ddvance Directive you need to

Do m Sform until two witnesses and @ notary pu

communicate wishes. e g oy s s o e e s

hrtp/wrww nclifelinks org'zhedr

My Desire for a Natural Death

L . being of sound mind, desire that, as specified below, my life not be prolonged by
life-prolonging measuras:

1. When My Directives Apply

My directions about prolenging my life shall apply IF my attending physician determines that I lack capacity to
make or communicate health care decisions and:

NOTE: YOU MAY INITIAL ANY OR ALL OF THESE CHOICES.

I have an incurable or imeversible condition that will result in my death within a
W relatively short period of time

I become unconscious and my health care providers determine that, to a hizh degree of

P T— medical certamty, I will never regain my consciousness
{Imitial) = , G i

I suffer from advanced dementia or any other condition which results in the substantial
loss of my cognitive ability and my health care providers determine that to a high

{Initial; S . .
) ) degree of medical certainty, this loss is not reversible.




HEALTH CARE POWER OF ATTORNEY

NOTE: ¥OU SHOULD USE THIS DOCUMENT TO NAME A PERSON AS YOUR HEALTH CARE
AGENT IF YOU ARE COMFORTABLE GIVING THAT PERSON BROAD AND SWEEFPING POWERS

°
J Y TO MAKE HEALTH CARE DECISIONS FOR YOU. THERE 1S NO LEGAL REQUIREMENT THAT
I S e I e re n ( e ANYOMNE EXECUTE A HEALTH CARE FOWER OF ATTORNEY.

EXPLANATION: You have fthe right to name zomeone to make health care decisions for you when you
cannot make or communicafe those decisions. Thiz form may be used fo creafe a health care power of
attorney, and meetz the reguirements of North Carolfina law. However, you are not required to uge this
farm, and North Carolina law allows the use of other forms that meet cerfain requirements. Iif you prepare
your own health care power of atformey, you should be very careful to make sure it iz conzizfent with
North Carolina law.

Thiz document gives the persan youw designate az your heaith care agent broad powers fo make health
o H ea It h Ca re Powe r Of Atto rn ey — care decizgions for you when you cannot make the decizion yourself or cannof communicate your decisgion
fo other peaple. You should dizcuss your wizhes conceming life-prolonging measuwrez, menfal health
freafment, and other health care decizions with your health care agenf. Except to the exfent thaf you

d OC u m e nt th at d eS i g n ateS a ;;g::;::?iiimzcu:?;:fiin;oi:;ill:;n'c.'.ions in this form, your health care agenf may make any heaith care
« » f Thiz 5 nof i ) f ) t i £ iz Ll 3, L
health care agent” and their e o e o e g e et

and in accordance with this document.

powe rS ° Thiz Health Care Power of Atformey form is infended fo be valid in any jurizdiction in which it iz presented,
but places oufzide North Carolina may impose reguirements that this form does not meet.

If you want to use this form, you must complefe i, 2ign it, and have your signafure witnezsed by two qualfied
witnezzes and proved by a nofary public. Follow the instructionz about which choices you can initial very
carefully. Do not sign this form until two witnezzes and a notary public are present fo watch you zign it
You then should give a copy to your health care agent and to any alfernates youw name. You showld conzider
filing i with fhe Advance Health Care Directive Regisfry maintsined by the North Carolina Secretary of
State: httpzlhwrww nclifelinks_orglahcdr/

1. Designation of Health Care Agent.

1. , being of sound mind, hereby appoint the following person(s) to serve as my
health care agent(s) to act for me and in my name (in any way | could act in person) to make health care
decisiens for me as authorized in this document. My designated health care agent(s) shall serve alone,
in the order named.

A Mame: Home Telephone:
Home Address: Wark Telephone:
Callular Telephone:

B. MName: Home Telephone:
Home Address: Wark Telephone:
Cellular Telephone:

C. Mame: Home Telephone:
Home Address: Work Telephone:
Cellular Telephone:
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What's the Difference

* NC Practical Form - document is
a combination of living will +
designation of health care agent.

An Advance Directive
For North Carolina

A Practical Form for All Adults

Introduction

This form allows you to express your wishes for future health care and to guide decisions about that care. It
does not address financial decisions. Although there is nolegal requirement for you to have an advance
directive, completing this form may help you to receive the health care you desire.

If you are 18 years old or older and are able to make and communicate health care decisions, you may use
this form.

This form has three parts. You may complete Part A only, or Part B only, or both Parts Aand B. To make
this advance directive legally effective, you must complete Part C of this form. Please keep all five pages of
this form together and include all five pages of the form in any copies you may share with your loved ones or
health care providers.

This form complies with North Carolina law (in NCGS § 32A-15 through 32 A-27 and § 90-320 through 90-
322).

Part A: Health Care Power of Attorney

1. What is a health care power ofattorney? Ahealth care power of attorney is a legal document in
which you name another person, called a “health care agent,” to make health care decisions for you when
vou are not able to make those decisions for yourself.

2. Who can be a health care agent? Any competent person who is at least 18 years old and who is not
your paid health care provider may be your health care agent.

3. How should you choose your health care agent? You should choose your health care agent very
carefully, because that person will have broad authority to make decisions about your health care. A
good health care agent is someone who knows you well, is available to represent you when needed, and
is willing to honor your wishes. It is very important to talk with your health care agent about your goals
and wishes for your future health care, so that he or she will know what care you want.

4. What decisions can yvour health care agent make? Unless you limit the power of your health care
agent in Section 2 of Part A ofthis form, your health care agent can make gll health care decisions for
you, including:

» starting or stopping life-prolonging measures

* decisions about mental health treatment

* choosing your doctors and facdilities

* reviewing and sharing your medical information

» autopsies and disposition of your body after death

5. Canyour health care agent donate your organs and tissues after your death? Yes, if you choose to
give your health care agent this power on the form. To do this, you must initial the statement in Section
3 of Part A

6. When will this health care power of attorney be effective? This document will become effective if
your doctor determines that you have lost the ability to make your own health care decisions.

201632 Pagelafs Revis ed March 13, 2014



What's the Difference?

* Five Wishes -“easy-to-use”
booklet written in everyday
language that allows designation
of health care agent + more
specific end of life wishes.

MY WISH FOR:

The Person I Want to Make Care:Decisions for Me When I Can't

The Kind of Medical Treatment I Want or Don’t Want

How Comfortable I Want to Be
room, near my bed.

, ) How I Want People to Treat Me
I wish to have my favorite music played when

possible until my time of death. What [ Want My Loved Ones to Know

I want to die in mv home. if that can be done.

LANTCT ].J.J_‘j bC ALY, 1 WO JIRC T11Y DOy LU Do Print Your Name

(circle one): buried OR cremaied.

My body or remains should be put in the Birthdate
followine location:

The fellowing person knows my funeral wishes:



What's the Difference?

* Supplemental Advance Directive for
Dementia - supplements an existing

AD if individual chooses VSED at
time of “chosen end point” of
progressed dementia and has a
designated health care agent in
agreeance to advocate on
individuals behalf.

(

FinalExit
NETWORK

Introduction to our Supplemental
Advance Directive

For Dementia

Final Exit Network’s Supplemental Advance Directive for Dementia Care (SADD)
is available for individuals to use. But please remember that this directive is not for
everybody. It is only for relatively knowledgeable users of advance directives,
those who have given plenty of thought to this issue and who have made up their
minds: they would choose self-deliverance by VSED ( voluntarily stopping eating
and drinking) over being spoon fed for years after they cannot or would not
otherwise eat.

You must also have a healthcare surrogate who is completely comfortable with this
request and who is prepared to argue with healthcare providers on your behalf,

You and your surrogate must also understand that there is very little legal guidance
in state cases and that your request may not be honored. However. inclusion of
such a statement does help improve the chances of it being upheld, as well as
generally contributing to a climate in which such requests become the norm,

PO Box 10071 = Tallahassee, FL 32302
www.finalexltnetwork.org w finalexitnetworkesntachs gmail.com = B66-654-9156



What's the Difference?

* Psychiatric Advance Directive (PAD)
- document stating treatment
preferences in the case of a mental
health crisis that prevents decisional
capacity, also referred to as “Mental
Health Advance Directive.”

STATE OF NORTH CAROLINA
ADVANCE INSTRUCTION FOR
MENTAL HEALTH TREATMENT
COUNTY OF

(NOTICE TO PERSON MAKING AN INSTRUCTTON FOR MENTAL HEALTH
TREATMENT)

This is an important legal document. It creates an instruction for mental health treatment. You
should consider filing it with the Advanced Health Care Directive Regisivy maintained by the

Nowth Carelina Secvetary of State: hitp-/www.sosnc.gov/health.

Before signing this document you should imow these important facts:

This document allows you to make decisions in advance about certain types of mental health
treatment. The instructions you include in this declaration will be followed if a physician or
eligible psychologist determines that vou are incapable of making and commumicating freatment
decisions. Otherwise, you will be considered capable fo give or withhold consent for the
treatments. Your instructions may be overvidden if vou are being held in accordance with civil
commitment law. Under the Health Care Fower of Aftorney you may also appoint a person as
vour health care agent to make treatment decisions for you if vou become incapable. You have
the right to revoke this document at any fime you have not been determined to be incapable.
YOU MAY NOT REVOKE THIS ADVANCE INSTRUCTION WHEN YOU ARE FOUND
INCAPABLE BY 4 PHYSICIAN OR OTHER AUTHORIZED MENTAL HEALTH TREATMENT
PROVIDER. A revecation is gffective when it is communicated to your aftending physician or
ather provider. The physician or other provider shall note the revocation in your medical
record. To be valid, this advance instruction must be signed by two qualified witnesses,
personally kmown to you, who are prasent when you sign or ackmowladge your signature. It must

also be acimowledged before a notary public.

NOTICE T PHYSICIAN OR OTHER MENTAL HEALTH TREATMENT PROVIDER
Under North Carolina law, a person may use this advance insiruction to provide consent for
fiture mental health treamment if the person later becomes incapable of making those decisions.
Under the Health Care Power of Aftorney the person may also appoint a health care agent to

make mental health treatment decisions for the person when incapable. A person is “incapable”

(Rev. 07-08-2022)



What's the Difference? Continued..

~ Must be obtained from medical provider ~

* DNR - resuscitation will not be initiated following event of cardiopulmonary
arrest; does not affect other medical or comfort care.

* MOST - document is combination of DNR option + specification of medical
treatment and wishes.



Effective Date:
Expiration Date, if any

Check box if no

DO NOT RESUSCIT ER

In the event of cardiac and/or pulmonafy g datient, efforts al cardiopulmonary
resuscitation of the patient SHOULD NO inkiated. This order does not affect other

il the consent required by the
NC General Statute 90-21.17 (DN t's records.

Printed Name of Attending Physician
Address
City, State, Zip

Telephone Number (office)

Telephone Mumber (emergency)

DoNotCopy Do NotAlter =

DHHADFSTESENS 110 Rew STH W DEPARTMENT ©OF HEALTH AME HUBASN SERICES

3 D OSURE OF MO O OTHER HEA RE PRO ONALS A SSAR

e B MEdll:al D dETS Patient’s Last Name: Effective Date of Form:
it R
w2+ for Scope of Treatment (MOST) Form niust be reviewed

This isa Physician Order Sheet based on the person’s medical ar least annually.

condition and wishes. Any section not completed indicates full | Patient’s First Mame, Middle Initial: | Patient’s Date of Birth;
treatment for that section. When the need occurs, first follow
these orders, then contact physician.

D CARDIOPULMONARY RESUSCITATION (CPR): Person has no pulse and is not breathing,
[C] Attempt Resuscitation (CPR) [ Do Not Attempt Resuscitation (DNR/no CPR)

= When not in cardiopulmonary arrest, follow orders in B, C, and D.

0 MEDICAL INTERVENTIONS: Person has pulse and'or is breathing.
& ] Fun Scope of Treatment: Use mubation, advanced aimwray mierventions, mechanical ventilation, cardioverson as
mdicated, medical treatment, TV fluids, cbe.; also provide comfort measures. Transfer to hospital if indicated.
[0 Limited Additional Interventions: Use medical treatment, TV fluids and cardiac monitoning as indicated.
3 = Do not use mubation or mechanical ventilation ; also provide comfort measnres. Jransfer to hespital if indicated.
= Avoid intensive care,
[ Comfort Measures: K.cop clean, warm and dry. Use medication by any route, positionn g, wound carc and
other measures © releve pam and suffermg. Use cogygen, suction and manual treatment of arway obstruction as needed
for comfort. Do not transfer to hospital unless comfort needs cannot be met in current location.

(ther fnstructions
Section ANTIBIOTICS
C [[] Antibioticsif fe can be prolonged
Determine use or limitation of antibiotics when infection occars,
Chedk One D Mo Anfibinfics (usc other measures to reliove symptoms).
Bax Cnly Other Instructions
Section |MEDICALLY ADMINISTERED FLUIDS AND NUTRITICN: Offer oral Mluids and nutrition il
D physicallv feasible.
] 1V fluids long-term if indicated [ Feeding mbe long-term if indicated
Chedk One | [] IV fiuids for a defined trial period Feeding twhe for a defined trial perind
meEDC?I in | T] ™o IV fuids (provide ofhver measures to ensure comfirt) N Faeding tube
F o Chiher Instructions
Section E | DISCUSSED WITH [ paticnt [ majarity of prtient’s masonably available
AND AGREED TO BY: ' [] Parent or guardian if paticnt is & minar per-ents and adult children
Check The Healty care agent 1 Majority of pationt’s reasonably available
Appropriate Legal guardiannfthe person dult sibings
Box Bark jor arder must be [ Antomey-in-fact with power o mae ] Anindividual with an esmhilished relationship
documcriied in medical health care decisions with the patient who & acting n good faith and
recard, [ spouse can reliably convey the wishes of the patient
MD/DO, PA, or NP Name (Print): MD/DO, PA, or NP Signature (Required): Phone #:

Signature of Person, Parent of Minor, Guardizgn, Health Care Agent, Spouse, or Other Personal Representative
{Signature s required and must either be on this farm or on file)

lagree that adeguate information has been provided and significant thought has been given to life-prolonging measures.
Treatment preferences have been expressed 1o the physician (MDYDO), physician assistant, or nurse practitioner. This
document reflects those treatment preferences and indicates informed consent.

If signed by a patient representative, preferences expressed must reflect patient s wishes as best understood by that
represenfative. Comtact information for personal representative should be provided on the back of this form.

Youare not required to sign this form W receive treatment.

Fatient or Representative Name (print) Patient or Representative Signaure Relationship (write “self™ i patient)

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED




Ask the OCDoA about our DNR bracelets! We can upload your
DNR or MOST forms to ensure emergency responders are
aware of your active order and that your wishes are honored
in the case of an emergency.

q!iL: - e f
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Five Steps for Advance Care Plannmgchar .

. . m Duke MyChart
* Think. Think about what matters to you.

e Talk. Talk about your wishes with your family, friends, and medical providers.

e Put it in writing. Document your choices and decisions.

* Share. Share your documents with your family, friends, and medical providers
(MyChart).

* Review. Review your advance care documents at least once a year.



Choosing a Health Care Agent/Proxy

* You may not choose someone under the age of 18.

* If you're a patient in a health care facility, you may not choose an
employee of that facility (unless the person is a relative).

* You may not choose a member of your current health care team
(doctor, nurse, etc.)

NC does not have restrictions related to beneficiaries/financial PoA also being the health care proxy.



Advance
Directives 101

Did you know “advance directive”is an umbrella
term?

There are actually several versions to choose from
including a living will, Five Wishes, healthcare power
of attorney, and more.

For notary services or to learn more about your options,
contact the Aging Helpline at 919-968-2087 or
agingtransitions@orangecountync.gov.

Copies of advance directives available upon request.

Note: Excludes DNR and MOST as these can only be obtained from a physician.

@
O N iy www.orangecountync.gov/Aging Project

P Department on Aging EngAGE
w Orange County Departrment on Aging




	Advance Directive Options
	Advance Directive = Umbrella Term
	Slide 3
	What’s the Difference?
	What’s the Difference?
	What’s the Difference? (2)
	What’s the Difference? (3)
	What’s the Difference? (4)
	What’s the Difference? (5)
	What’s the Difference? (6)
	What’s the Difference? Continued..
	Slide 12
	Slide 13
	Five Steps for Advance Care Planning
	Choosing a Health Care Agent/Proxy
	Slide 16

