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WHY DO I NEED TO DO THIS?
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What is Advance Care Planning

Advance Care
Planning

Advance
Directive

Durable Power of

Attorney-Healthcare & DPOA-HC

Healthcare Directive
&

HCD @




Legal document Legal document Medical orders

Durable Power of Attorney for | Health Care Directive (i.e., POLST
Health-Care (DPOA-HCQC) Living Will)

What does it do? Names health care agent. In addition to documenting Provides actionable orders on
The DPOA-HC also prepares the goals, values and preferences, CPR and Medical Interventions.
health care agent by including the HCD specifically addresses
an individual's goals, values, and whether to withhold or
preferences. withdraw life-sustaining

treatment at the end of life.

Any adult with capacity. Any adult with capacity. Individuals with a serious life-
limiting medical condition,
regardless of capacity.

Who can complete? Only the individual. Only the individual. Individuals or their legal medical
decision maker with MD, DO, PA-
C, ARNP
How is it used? Used primarily in a hospital Used primarily in a hospital Used by emergency medical
setting when individual does not setting when individual does not services in out-of-hospital
have capacity. have capacity. emergencies; provides guidance

in hospital.



How do | get the paperwork?

Advance Care Planning | Confluence Health

| Go to:www.confluencehealth.org/resources/advance-care-planning/

* You can access or download the form and complete on your own.

* Use this guide to help with completion
Advance Care

penillie * To have your wishes honored BE sure to confirm it is in your medical

record.

Washin, State
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Physician Driven, Parient Focused



Designating a Durable Power of
Attorney for Healthcare is
VERY important

Who Makes a Good

Power of Attorney for « A good DPOA-HC (or health care agent) should:
Healthcare-DPOA-HC « Agree totherole

(or Health Care Agent)

* Talk about your goals, values, and preferences
* Follow your decisions, even if they don’t agree

e Make decisions in difficult moments
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Advance Directive: Durable Power of Attorney for Health Care

This advance directive, a durable power of attarney for health care, allows you to name and prepare your health care
agent. This form meets the requirements of Washington state law.

My information:

FULL HAME PRONOLNS (optianal):
fi.e, fesshe/they)
ADDRESS, CITY, STATE, ZIP:

DATE OF BIRTH !
[ ddfyyey )

NAMING A HEALTH CARE AGENT

The person | designate as my health care agent is:

FULL NAME: PROMOUNS (aptianal):
RELATIGNSHIP; BEST PHONE: | ] ALTERMATE PHONE: |

ADDRESS, CITY, STATE, ZIP:

The people | designate as my alternate agents are:
IF the person listed above is unable or unwilling to make my health care decisions, then | designate the people listed
below as my first and second alternate health care agents.

First alternate

FULL NAME: PROMOUNS (optianal):
RELATIONSHIF: BEST PHONE- | 1 ALTERMATE PHONE: | )

MADDRESS, CITY, STATE, ZIF:

Second alternate
FULL NAME: PROMOUNS (optianal):
RELATIGHSHIF: BEST PHONE: { ] ALTERNATE PHONE: |

ADDRESS, CITY, STATE, ZIF:

Lo
washin n State FRINTED NAME:
m dic: Asgggciation

Physician Driven, Paciess Focused DATE OF BIRTH ! !
(mm i ypy )

Form 81845  Fas

nEVasI03E

Tips for completing the
Confluence Health document

This is YOUR document
YOUR words
YOUR choices

It's bestto name a minimum
ftwo people. Living nearby
is helpful, but not required.

Accurate phone
numbers are essential

The 1st person listed
is who we will call 1st

p.S.

A Healthcare Agent is the same as
Power of Attorney for Healthcare




What happens if | don’t choose a health care agent?

Washington State law lists who will make health care decisions for you if you cannot

The order for who will decide is:

A guardian appointed by the state

. = Why Should | Choose My DPOA-HC
ML making authority nthe advance aecive | (or Health Care Agent)

[0 Your spouse or registered domestic partner
= (even if separated)
°
[
o Olo Your adult children * '

* If ahealth care agentisn’t named...

"0'3 Your parents *

* It’s already decided in the

Your . Washington State Medical Decision Maker
Hierarc hy RCW chapter 7.70.065

Your o

& z
e LE Your adult nieces
A A & nephews *

22
-

22 a4 Your adult aunts
3 & uncles *

m_Adoxjriend, .
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PREPARING A HEALTH CARE AGENT

Consider sharing the fellowing. Be specific. Add pages if needed. Cross oul any sections you prefer not to complele. T h iS pa ge g ive S yo u r d eS ign ate d H e a I.th Ca re

What matters most to me?

This section helps you think about what matters most to you. This information can guide the peaple who matter to you — Agent Ideas Or remlnders abOUt What IS

like your health care agent and loved anes—ta make health care decisions for yvou if you cannot make them yourself.

« What do you love to do, mentally and physically, that you can't imagine living without [e.g., being able to care for I I I l p O rt a n t tO yO U .
yourself, staying in your own home, knowing who you are and who you are with, ete.)?

= What do you value most in your life? ThiS helpS them make deCiSionS for yOU in
times of crisis.

What are my beliefs, preferences, and practices?

It is important for the people who matter to you—like your health care agent and loved ones—and your health care team
to know about your beliefs, preferences, and practices.

« What provides you support, comfort, and strength during difficult times (e.g., touch, music, temperature, A/Vh at O r Wh O h e lp S yo u C O p e?

environment, who is in the room, ete.)? P
<+

= Are there medical treatments you would want or not want? (e.g., blood transfusion, pain management, artificial

feeding, ete.? +—— | | Thisisnotabout CPR and Life Support

(that’s on the next page)

= Do you have specific beliefs that you would like te guide your medical treatment?

\\ i.e., maybe your church has set beliefs, maybe you

:::.:gv:;a?; :::*Twlal:a‘;:??af:;:::.ﬁ:jmaﬂed ta support my beliefs, preferences, and practices: (They will nat \ a lWayS want a second Opl nion , 0ra lWayS trust a
mE e certain person or don't want care that will take you out
PHOME: | } CRGAMIZATIOM:

of your area or...
w h-u- St t PRINTED NAME: .
m ::-Rnr%;;gr;miaiiﬁd DATE OF BIRTH ! ! If a SeCtlon does not apply to you_
justdraw a line through it

fenm ey
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PREPARING A HEALTH

In answering the following questions, | am sharing my health care preferences. If | cannot make health care decisions for
myself, | want my health care agent to use this information to guide their decisions. | understand that this information can
guide my care, but it might not be possible to follow my wishes exactly in every situation.

CPR: What are my wishes?

Standard care in Washington state is to provide cardiopulmonary resuscitation (CPR) to people rrfieart and
breathing stop. This section can guide your health care agent and health care team o er to perform CPR if you are
hospitalized and your heart and breathing stop {also known as “code statu

If1 am hospitalized and my heart and breathing stop:
O I want CPR attermnpted.
[J I want CPR attempted, unless there has been a change in my health, and | haveg—
» Little chance of living a life that aligns with the goals and values | have stated in this form andjor discussed with my
health care agent; or
= Adisease or injury that cannot be cured, and | am likely to die soon; or
« Little chance of survival even if my heart is started again.
[J I do not want CPR attempted. | want to be allowed to die naturally. {Talk to your health care teom about a POLST form.)

Life support: What are my wishes?

Your response below is intended to guide your health care agent. Answering this question does not make this form a
health care directive, which is a directive to withdraw or withhold life-sustaining treatment in specific situations under
Washington state law. For more information on a health care directive, visit www.washingtonlawhelp.org or talk with
your physician or health care team.

If1 am so sick or injured that | am likely to die soon or am in a coma and unlikely to recover, | want my health
care agent to:

O use all life-support treatments to keep me alive even if there is little chance of recovery. | want to stay on life suppor

[J Continue to try all life-support treatments that my health care team thinks might help extend my life (you can give a
time frame for how leng to continue to try all life support - days/weeks/months/years: ).
If the treatments do not work and there is little chance of living a life that aligns with my goals and values, | do not
want to stay on life support. At that point, allow me to die naturally.

[ Allow me to die naturally. | de not want to be on life support. If life-support treatments have been started, | want them
to be stopped.

[] 1want my health care agent to decide for me.

Additional directions

If1 am dying and my medical care, support system, and resources allow, my preference would be to die:
[] At my home or the home of a loved one (with hospice if desired).

[ In a medical facility.

[ 1 do not have a preference.

[ Other (please describe):

continued >



The next page on the document talks about CPR in the hospital- review this before deciding.

e =N Washi 5 : H .
ANLINLTIATIVE OF e e : mhﬁ!undatmn What decisions can | make about CPR?

Hospital Association Hasith Care mmprmvemnent

You1 decision about whether you want CPR attempted in a hospital may fall into one of the

m N
Yes | want CPR attempted if my heart and breathing stop.

: This guideawplalig wh_at LRk |5_. W halpsyou declde i Maybe | want CPR attempted if my heart and breathing stop, unless there has
if you want CPR attempted in a hospital or health care facility. been a change in my health, and | have:

Talk to your doctor or heaith care professional about the benefits and risks that apply to you. ¢ RGN b g e T e s L A disEissed Vit
What is CPR? health care agent; or
= : A disease or injury that cannot be cured, and | am likely to die soon; or

Cardiopulmonary Resuscitation, or CPR, is a procedure that tries to restart your heart and Little chance of survival even if my heart and breathing are started again.
breathing if they stop. If you receive CPR in a hospital, health care professionals will:

| do not want CPR attempted if my heart and breathing stop. | want to

* use deep pushing on your chest to move the blood No
be allowed to die naturally.

» insert a breathing tube into your lungs to help get oxygen into your body

+ use a defibrillator or automated external defibrillator (AED) tae shock your heart
s use medications to try to restart your heart and help bload flow through your boady Standard care in Washington state is to provide CPR to people if their heart and breathing
stop—unless otherwise documented. Sharing your CPR wishes on an advance directive can
Will CPR work for you? guide your health care agent and health care professionals on whether to perform CPR if
you are hospitalized and your heart and breathing stop (also known as “code status®).

s  CPR works best if your body is healthy and CPR is started right after your heart stops.

% CPR I notias suceesshul if yolr are elderly or lave 5 seriocs liness Some people who choose not to receive CPR in a hospital alse do not want CPR in other

+ Mational studies show that 18-30% of people who receive CPR in a hospital survive settings. In this situation you should ask your physician or health care professional about
ancare d'“h?fgerj' Rt Migse Whﬁ_ e have. significant reunaiogical d|$ah|l|.t;,.-. completing Portable Orders for Life-Sustaining Treatment (POLST). POLST is a medical order
Mational lbtud|es show that 2% of nursing home residents who receive out-of-hospital that communicates health care decisions to emergency responders and other medical
CRR v, professionals.

What happens after CPR? It is important to talk to your health care agent, loved ones,
Most people who need CPR do not survive. If people do survive, some return to their and health care professionals about your CPR wishes.
current health state and others have new disabilities.

+ You might need to stay on a ventilator ! Additional resources can be found at www.wsma.org and www.wsha.org
(breathing machine) because of weakened / including an advance directive to record and share your wishes.

lungs.

You might have bruised or broken ribs from
the chest compressians.

You might have brain damage because your
brain did not get enough oxygen.
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Additional directions jcontinued)

Additional information you want your health care agent, health care team, or others to know about your health care
wishes. You may include a statement such as “At the time of my death | am/am not an organ donor and my wish is...
{e.g., cremation, burial, human composting, etc.).” Note that your wishes for organ donation and plans for your remains
may be documented separately.

AUTHORIZING A HEALTH CARE AGENT

Authority | give my agent: | grant my agent complete authority to make all decisions about my health care. This includes,
but is not limited to (a) consenting, refusing consent, and withdrawing consent for medical treatment recommended by
rmy physicians, including life-sustaining treatments; (b) requesting particular medical treatments; (c) employing and
dismissing members of the health care team; (d) changing my health care insurers; (] signing a Portable Orders for Life-
Sustaining Treatment (POLST) form; (f) transferring me to or placing me in another facility, private home, or other places;
and (g) accessing my medical records and information.

| attest to the following: | understand the importance and meaning of this durable power of attorney for health care
[DPOA-HC). This form reflects my health care agent choices and my goals, values, and preferences. | have filled out form
willingly. | am thinking clearly. | understand that | can change my mind at any time. | understand | can revoke

this form at any time. | revoke any prior durable power of attorney for health care. | want this DPOA-HC to befome effective
if a physician or licensed psychelogist determines | do not have the capacity to make my own health cafe decisions. This
directive will continue as long as my incapacity lasts.

MY SIGNATURE: DATE:

Witnesses or notary requirement

3 : Rules for witnesses:
You must have your signature either witnessed by two people or acknowledged by (& Musthe at laast 18 years of age
a notary public. and competent.

&) Cannotbe related toyou or

OPTION 1 - TWO WITNESSES your health care agent by blood,

Witness attestation: | declare | meet the rules for being a witness. marriage, or state-registered
domestic partnership.
WITNESS #1 SIGNATURE: DATE: &) Cannotbeyour home care

prowvider or a care provider at an

adult family home or long-term

care facility where you live,

WITNESS #2 SIGNATURE: DATE: ) Cannotbeyour designated
health care agent.

NAME PRINTED:

NAME PRIMNTED:

OPTION 2 - NOTARY

STATE OF WASHINGTON 1

] <
COUNTY OF 1
This record was acknowled ged before me on this day of i

by (name of individual):

Ciorpatiira’ Titla: Evn®



HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTH CARE PROVIDERS AS NECESSARY

Washington LASTNAME / FIRSTNAME / MIDDLE NAME/INITIAL

I @! L S l DATE OF BIRTH GENDER (optional) PRONOUNS (optional)

Partable Orders for Lfe Sustaining Treatmen:
A Partcipating Progran of Natonal POLST i /

This is a medical order. It must be pleted with a medical professional. C ing a POLST is always voluntary.
IMPORTANT: See page 2 for complete instructions.

e e What is a POLST - Portable Orders for Life-
Sustaining Treatment

Use of Cardiopuli yR itation (CPR): When the individual has NO pulse and is not breathing.
ert| ] YES - Attempt Resuscitation / CPR (choose EULL TREATMENT in Section 8) | When not in cardiopulmonary |
"1 NO - Do Not Attempt Resuscitation (DNAR) / Allow Natural Death [ arrest, 9o to Section B.

B kbbb ot ey e * For the seriously ill or medically frail (any age)

CHECK |
one | [] FULL TREATMENT - Primary goal Is prol ing life by all medically effective means. Use intubation, advanced airway
interventions, mechanical ventilation, and cardioversion as indicated. Includes care described below.

Transfer to hospital if indicated, Includes intensive care, M £

et Uil Sl R : * Medical orders for specific procedures to be
possible. Use medical IV luids and medications, and cardiac monitor as indicaled. Do not intubate. May use less
invasive ainway §uppgrt f:eg.. CPAP, ?i?AP, h?gh»ﬂOV{ oxygen). Includes care described below. . d t b 9 1 1 E R d
Transfer to hospital if indicated. Avoid intensive care if possible, l I l

] COMFORT-FO‘:ZUSED TREATMENT - Primary goal I‘:amaxlmlzlnq comfort. Relieve pain and suffering with medication C a r r I e O u y e r g e n Cy e S p O n e r S O r
by any route as needed. Use oxygen, oral suction, and manual treatment of airway obslrur.t_ fon as needed_fqr cz_:mforl.

eg e
individual prefers no transfer to hospital, EMS: consider contacting medical control to if transport s ind dto f a C I l Ity St a ff fo r .
L]

provide adequate comfort.
Additional orders (e.g., blood prod 7

Signatures: A legal medical decision maker {see page 2 may sign on behalf of an adult who is not able to make a choice, L] ( : P R

An individual who makes their own choice can ask a trusted adult to sign an their behalf, or clinician signature(s) can suffice as
witnesses to verbal consent. A guardian or parent must sign for a person under the age of 18, Multiple parent/decision maker
signatures are allowed but not required. Virtual, remote, and verbal consents and orders are addressed on page 2.

1 Individual ~ [] Parentis} of minor

e * Interventions, like ventilation (breathing

] Legal health care agentis) by DPOA-HC | PRINT - NAME OF MD/DO/ARNP/PA-C {mandatory] PHONE t u b e )
7] Other medical decision maker by 7./0.065 RCW

Discussed with:

« Must be signed by either Dr/ARNP/PA-C

PRINT - NAME OF INDIVIDUAL OR LEGAL MEDICAL DECISION MAKERIS) [mandatory) PHONE

e * Patient/Legal representative
Please contact your medical team for

SEND ORIGINAL FORM WITH INDIVIDUAL WHENEVER TRANSFERRED DISCHARGED
[ J

All coples, digital images, faxes of signed POLST forms are valid.

MY wishngionsiate (/7 2 s ioH Sce page 2 forproforences regarding medicall ssisted nutrtion. . .
ki e i e i’Heulth For more information on POLST, visit www.wsma,org/POLST, furth er aSSIStan ce 'f you DO NOT WANT CPR
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+ Keep the original, give copies to your
healthcare agents and healthcare professionals

« Keep a copy where it can be easily found

- Take a copy with you if you go to a new medical
facility or when traveling

* Talk to the rest of your family and close friends.
Tell them who your healthcare agents are and what

oo your wishes are



time to

UPDATE

Reviewyour . uewe Death of aloved one
documents

regularly . Aftera DIVOI’CG
* Receive a new DiagI‘IOSiS

* Every Decade (Happy Birthday! Review forms)

* Ifyou have a DeCline inyour health
* If you moved DiStance



Be sure your documents get into your medical record

Upload them into your My OR Hand deliver them to OR Maila copyto
Chart your PCP- Primary Care Attn Medical Records c/o
Provider Confluence Health P.O. Box
1887 Wenatchee WA 98807

(and call your PCP within 1
week to assure receipt)




