Mhat vou should now about Living Wills:

A Elving Wil Is a document that allows vou to establish, v advance, the type of medical care
vou would want to recetve if you were fo become permanently unconscious, or if you were to
become terminalty 1 and unable to tell your physician or family what kind of life-sustaining
weatments you want to receive. In addition, the latest edition of the Living Will allows vou to
specify vour wishes regarding anatomical gifls (organ and tissue donation),

¢ A Living Will is used only in sttuations where you are unable to tell your physician what
kind of health care services yvou want to receive. Before vour Living Will goes into
effect, you either must be:

(13 terminaliy M (sec definition as deseribed in the Living Will Declaration Form) and
unable to tell your physician your wishes regarding health-care services;
OR

(2} permanently unconscious. To be considered permanestly unconscious, two physicians
(one of whom must be a medical speciatist in an appropriate field) must decide that you
have no reasonable possibility of regaining consciousness,




Regardless of your condition, if you were able 1o speak and teli your physician your wishes
about life-prolonging treaiments, then the Living Will wouldn’t be used ~ vour physician
would fust talk directly with you about your wishes, A Liviag Will is used by the physician
anly if vou are unable to tell him or her what vou want to be done.

A Living Will gives your physician the authority to withbold ail life-sustaining freatment and
pertit vou to die naturally and take no gotion o postpone your death, providing vou with
only that care necessary to make you comfortable and relieve your pain. This may include
writing 4 DNR Grder or withdrawing life-sustaining treatment such as CPR.

Suck “comfort care™ also may include remeoving nutrition amxd hydration {food and wafer} that
is administered through feeding tubes or infravenously. If you wish to give your physician
this suthority if you become permanently uncongeious, there is 4 space on the Living Will
form that vou must imtial. If you want nutrition and hydration to be continued, regardiess
of the circamstances, don't mitial this space.

A Livipg Will can be honored only if your attending physician and others know about
it. It is important to let your physician and yvour family and friends know that you have
a Living Will before you become il After all, s Living Will can’t be enforced if people
don’'t know that it exists. In fact, itis a good idea for you to give your attending physician
a copy of your Living Will. It also is important to give copies to farmily and friends so
that, if necessary, they can advise your physician that you have a Living Will, In addition,
it is important that you notify a health care facility that you have a Living Will when you
are admitted ag a patient. Please note: You do net have 10 g0 to court to put your Living
Will into effect.

Onee the decision to withhold life-sustaining treatment is made, your physician nyust
make a reasonable effort to notify the person or persons you designate in your Living
Will or your closest family member.

The law allows your family members to challenge a physician’s determination that vou
have a terminal illness or that you are in 2 permanently unconscious state. This challenge

s lmited in natare and may be made only by your clogest relatives. The law does not,

however, allow your family members to challenge your owa legally-documented decision
not to be resuscitated.

i you have both & Living Will and 3 Health Care Power of Attorney, the physician must
comply with the wishes you state in your Living Will. In other words, your Living Will
takes precedence over your Health Care Power of Attorney. There is a space on the
Liviag Will form that you may check to let your physician and family and friends know
that you have a Health Care Power of Attorney,

You can revoke your Living Will at any time. You can do this by simply telling your
physician and family that vou have changed your mind and wish to revoke your Living
Will. It is a good idea to ask anyone who has a copy of the document to return it to you.
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You should use this form fo fet youy physician and your family know what kind of life-sustaining
treatments vou want to recetve if you become terminally 15! or permanently unconscious and ars
unable fo express your wishes.

NOTE:
L. Read over ali information carefully, Definitions are included as part of the form.
2. On the first two bines of the form, print your full name and birth date.

3. On the fourth page of the form, written in bold type face under Special Instructions is the

staternent that will give your physician permission to withhold food and fluids in the event you
are permanently unconscious. If you want to give vour physician permission to withhold food
and water in this situation, then you must place your mitials on the line indicated in number 3.

4, The next section of the form (immediately helow the Speciaf Instrucsions) provides space for
you to List the names, addresses and phone numbers of the contacts (usnally family members and
close friends} that you want vour physician io notfy when the Living Wil goes into effect.
Remember, the Living Will goes into effect only when you are ferminally ill or permanently
unconscious and you cannot express your own wishes about the health care vou receive,

3. Following the “Amatomical Gift section”™ is a space to check whether or not vou have completed
a Health Care Power of Aftorney, Immediately below this space is a place for you to date and
sign the form. Remember, the Living Wiil is not considered valid or effective uuiless you de
oue of the fellowing:

First Option ~ Date and sign the Living Wil in the presence of two wimesses,
who also must sign and include their addresses and indicate the date of their
signatures.

OR

Second Option - Duate and sign the Liviog Will in the presence of 2 notary public
and have the Living Will notarized on the appropriate space provided on the form.

The following people may ot serve as a witness to your Living Wik
¢ Anvone related to you by blood, marriage or adoption
(this includes your husband or wife and your children);
% Your attending physician;
& 1l you are in a nursing home, the administrator of the nwrsing home,

6. Gnce you have filled out the Living Will and either signed it in the presence of witnesses or
in the presence of a nofary public, then it is a geod idea to give a copy to your personal physician
and any contacts you have listed in the Living Will. [n some Ohio counties, people may be able
to register their Living Wills with the county recorder. However, it is important to keep in mind
that a registersd Living Will form becomes a public record.
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State of Ghio
Living Will Declaration
Notice to Declarant

The purpose of this Living Will Declaration 18 to document your wish
that life-sustaining treatment, including artificially or technologically supplied
nuirition and hydration, be withheld or withdrawn if vou are unable to make
informed medical decisions and are in a terminal condition or in & permanently
unconscious state. This Living Will Declaration does not affect the responsibility
of health care personnel to provide comfort care to vou, Comfort care means
any measure taken to diminish pain or discomfort, but not to postpone death,

H you would pot choose to Hmit any or all forms of life-sustaining
freatment, including CPR, you have the legal right o so choose and may wish
to state vour medical treatment preferences n writing 1n & different document.

Under Ghio law, a Living Will Declaration is applicabie only to individuals
in & terminal condition or a permanently unconscious state. If you wish to direct
medical treatment i other circumstances, you should prepare a Health Care
Power of Attorney. I you are in » terminal condition or & permanently unconscious
state, this Living Will Declaration controls over a Health Care Power of Attorney.

You should consider completing a new Living Will Declaration if your
medical condition changes, or if vou later decide to complete a Health Care
Power of Attorney. If you have both documents, vou should keep copies of both
documents together, with your other important papers, and bring copics of both
vour Living Will and your Health Care Power of Attorney with you whenover
you are g patient in a health care facility.
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State of Ohio
Living Will Declaration
of

{Print Full Name)

(Birth Date)

1 state that this is my Ohio Living Will Deciaration. I am of sound mind and not under or subjsct
1o duress, frand or undue influence. [ am & competent adult who understands and sccepts the
consequences of tds action. [ veluntarily declare my wish that my dying not be artificially
prolenged. IF T am unable to give directions regarding the uge of life-sustaining treatment when
I am in a termanal condition ar a permanently unconscious state, I intend that this Living Will
Declaration be bonored by my family and physicians as the final expression of my legal right
to refuse health care.

Definifions. Scveral legal and medical terms are used in this document, For convenience
they are explained below,

Anatorical gift means a donation of all or part of a hurnan body o take effect upon or
after death.

Artificially or technologically cupplied nutrition ov hydration means the providing of
food and fluids through infravenous or tube “feedings.”

Cardiopulmenary resuscitation or CPR means treatment fo iry fo restart breathing or
heartbeat, CPR may be done by breathing into the mouth, pushing on the chest, putting 2
tube through the mowth or nose o the throat, admmistenng medication, giving electric
shock to the chest, or by other means.

Breclarant means the persen signing this docuwment.

Donor Registry Enroliment Form means o forms that has been designed to allow individuals
to specifically register their wighes regarding organ, tissue and eve donation with the Ohio
Bureau of Motor Vehicies Donor Registry.

Do Not Resuscitate or DR Order means a medical order given by my physician and
writlen in my medical records that cardiopulmonary resuscitation or CPR is not to be
administered to me.

Health care means any medical (including dental, nursing, psychological, and surgical)
procedure, treatment, intervention or other measure used to maintain, diagnose or treat any
physical or mental condition.




Health Care Power of Aftorney means another document that allows me to name an adult
person 1o act ag my agent to make health care decisions for me if I become unable to do so,

Life-sustaining treatment means any health care, nclading artificially or technologically
supphied nutrition and hydration, that will serve mainly 10 prolong the process of dying.

Living Will Beclaration or Living Will means this document that lets me specify the health
care I want to receive if I become terminally i1 or permanently unconscious and cannot male
my wishes known,

Permanently uncenscious state means an irreversible condition in which I am permanently
umaware of myself and my surroundings. My physician and one other physician must examine
me and agree that the total loss of higher brain function has left me unable to feel pain or
suffering.

Terminal condition or terminal illness means an irreversible, incurable and untreatable
condition caused by disease, illness or injury. My physician and one other physician will
have examined me and believe that | cannot recover and that death is likely to occur within
a relatively short tirne if I do not receive life-susiaining treatment.

[Instructions and other information fo asyist in completing this document are sei forth within
bractets and in irelic vpe ]

Health Cave if L Am in a Termingd Condition. If 1 am in a terminal condition and unable to
make my own health care decisions, I direct that my physician shall:

i, Administer no life-sustaining treatment, including CPR and artificially or technologically
supphied nutrition or hydration; and

o

. Withdraw sueh treatment, including CPR, if such treatment has started; and
. Issue a DNR Order; and

3
4, Permit me to die naturally and take no action fo postpone my death, providing me
with only that care necessary to make me comfortable and to relieve my pain.

Health Care if { Am in a Permanently Unconscions State. If 1 am in a permanently
unconscieus state, I direct that my physician shall:

i. Administer no life-sustaining treatment, including CPR, except for the provision
of artificially or technologically supplied nutrition or hydration unless, in the
following paragraph, I have authorized its withholding or withdrawal; and

o

. Withdraw such treatment, including CPR, if such treatment has started; and
. Issue a DNR Order; and

Permit me to die naturally and take no action to postpone my death, providing me
with only that care necessary to make me comfortable and to relieve my pain.
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Special Instructions. By placing my initials at nwmber 3 below, | want to specifically authorize
my physician to withhotd or te withdraw artificially or technologically supplied nutrition
or hvdration if:

i, T am ina permanently anconscious state; and

2, My physician and at least one other physician who bas examined nre have
determined, to a reasonable degree of medical certainty, that artificially or
technologically supplied nutrition and hydration will not provide comiort to me
or relieve my pain; and

3. I have placed my initials on this line:

Nogifications. [Note: You do not need fo name anvone, [f no one iy named, the low requives your
atending physician to make a reasonable effors io notify one of the following persons in the order
named: vour guardian, your spouse, your adult children who are available, your parents, or a
majority of vour adult siblings who are available. ]

In the event my attending physician determines that life-sustaining treatment should be withheld
or withdrawn, my physician shall make a reasonable effort to notify one of the persons nramed

below, in the following order of priority:

INote: I vou do not name two confacts, you mey wish lo cross oul the unused lines.]

Firgt Contact; Second Contact:
Name: Name:

Address: Address:
Telephone: Telephone:

Anatomical Gift (optional)

INSTRUCTIONS: I you eiect fo make an anatomical gift, please compiete and file the
attached “Donor Reglstry Envollment Form” with the Ohio Bureau of Motor Vehicles to
ensure that your wishes will be honored,

T wigh fo make an anatomical gift.
I do not wish to make an anatomical gift.

Upon my death, the following are my directions regarding donation of all or part of my
body:

in the hope that ], {name of donor), may belp others upon my death,
I hereby give the following body parts:

{indicate specific parts or all body parts) for any purpose authorized by law: transplantation,
therapy, research or education. [Cross owr any purpose that is unaccepiable to you.]




This is a legal document under the Uniform Anatemical Gift Act or similar laws.

If I do not indicate a desire to donate all or part of my body by filling in the lines above, no
presumption is created sbout my desire to make or refuse 1o make an anatomical gift,

Donor Registry Envollment Form. 1 have completed the Donor Registry Enrollment Form:

Yes No

MOTE: If vou modify or revoke your decision regarding snatomical gifts, please remember to
malke those changes i your Living Will, Health Care Power of Attorney, and Donor Regisiry
Enrollment Form.

Ne Expiration Date. This Living Will Declaration will have no expiration date. However, I may
reveke it at any time.
Copies the Same a5 Origingl. Any person may rely on a copy of this document.

Out of State Application. | intend that this docwment be honored in any jurisdiction 1o the extent
allowed by law.

Health Care Power of Attorney. | have completed a Health Care Power of Attorney:
Yes Neo
SIGNATURE
[8ee below for witness or norary requirements.}

T undergtand the purpose and effect of this document and sign my narme to tlds Living Will Declaration
on . 20 af , Ohio.

DECLARANT

[Fou are responsible for telling membars of your family, the agent named in your Health Care Power
of Anorney (if vou have onel, and your physician about this document, You also may wish fo teil
your religious advisor and your lawyer that you have signed a Living Will Declaration. You may
wish fo give a copy to each person notified. ]

[You may choase to file a copy of this Living Will Declararion with your county recorder for
safekeeping.]

WITNESSES GR NOTARY ACKNOWLEDGMENT
[Choose one.j

[This Living Will Declaration will not be velid uniess it either is signed by two eligible witnessas
who are present when you sign or are present when You acknowledge vour signaire, or ir is
actnowledged before a Notary Public ]

[The following persons cannot serve as g witness 1o ihis Living Will Declararion: the agent or




any successor agent named in your Health Care Power of Attorney: your spouse, your
children; anyvone else related to vou by blood, marriage or adoption; vour artending
physician, or [ vou are in a nursing home, the administrator of the nursing home.]

Witnesses. | attest that the Declarant signed or acknowledged this Living Will Declaration
in nry presence, and that the Declarant appears to be of sound mind and not under or subject
to duress, fraud or undue influence. | further attest that I am not an agent designated in
the Dectarant’s Health Care Power of Attorney, [ am not the altending physician of the
Declarant, I am not the administrator of a nursing home in which the Declarant is receiving
care, and T @m an adult not related to the Declarant by blood, marriage or adoption.

residing at

Signature

Print Name

Dated: , 206

residing at

Signatore

Print Name

Drated: , 20

OR

Naotary Acknowledgment,
State of Ghio

County of 88,
On .20 , before me, the undersigned Notary Public,
personally appeared known to me or satisfactorily proven

to be the person whose name is subseribed to the above Living Wil Declaration as the
Declarant, and who has acknowledged that {$)he executed the same for the purposes
expressed therein. 1 attest that the Declarant appears to be of sound mind and not under
or subject to duress, fraud or undue influence.

Notary Public

My Commission Expires:

& Devenber 2004, Muay be reprinted and copled Jor use by the public, mitorneys, medical and osieopathic physicians,
haospitals, bar associations, medical societies. and nonprofit assoclations and srgenizations, [t may not be reproduced
commerciatly for sale af o profit.




DONOR REGISTRY ENROLLMENT FORM (OPTIONAL)

(name of donor)

INSTRUCTIONS: Iy addition to completing the references to Anatomical Gifts in vour
Living Will and Ohio Health Care Power of Attormey you should also complete and file the
“Dronor Registry Enroliment Form® with the Olio Bursau of Motor Vehicles to ensure that
your wishes concerning organ and tissue dopation will be honored. This document will serve
as your consent to recover the organ and/or tissues indicated at the time of your death, if
medically possible. In completing this form, your wishes will be recorded in the QOhio Donor
Registry and will be accessible only to the appropriaie organ, tissue or eye recovery organizations,
Be sure to share your wishes in this area with loved ones and firiends so they are aware of
your intentions.

To register for the Donor Registry, please complete this form, detach and send the original
1o

Ohio Bureay of Motor Vehicles

ATTN: Record Clearance Unit

PO Box 16784

Colambus, Ohio 43216-6784

Make a copy of this form and retain it a8 part of yvour Living Will Declaration.

[This form must be signed by two witnesses. If the donor is under the age of 18, a parent or
legal guardian must sign as one of the rwo witnesses. ]

[This form should be used to state your intentions (0 be included in or removed from the Ohio
Bureau of Motor Vehicles Donor Registry.]

Please indicate below:
Pigase include me in fhe Donor Registry

Please remove me from the Donor Registry

Ohio
Hospice &
Palliznve Care Organization
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Print or type full name of living donor

Mailing Address _
City State Zip
Phonre{ ) Date of Birth

Drriver’s License or I Card Number

Social Security Number

In the hope that I, (name of donor}, may help others upon niy
death, the following are my directions regarding donation of ail or part of my body.

On my death, [ make ar anatomical gift of oy organs, tissues, and eyes for any purpose
authorized by law.

OR

On my death, T make an anatomical gift of the following specified organ, tissues, or eves
for any purposes indicated below:

O Apyorali O Liver O Bone/ligament & Heart valves
03 Heart O Kidneys [ Veing Bl Skin
& Lung O Pancreas [ Eves £ Other

1 Any purpose authorized by law or, specifically as indicated below:
[ Transplantation
1 Therapy
O Research
3 Education
21 Advancement of medical solence
[0 Advancement of dental science

Signature of Donor

Date of Birth of Donor Date Signed

Witness Diate

Witness . Date




What you showld know about a2 Health Care Power of Attorney:

A Health Care Power of Altorney is a document that allows you to name a person to act
on vour behalf to make health care decisions for vou if you become unable to make them
for vourself. This person becomes an attorney-in-fact for von,

# A Health Care Power of Attorney is different from a financial power of
attorney that you use to give someone authority over your financial matters,

¢ The person you appoint as your afterney-in-fact, by completing the Health
Care Power of Attorney form, has the power o authorize and refuse medical
treatment for you. This autherity is recognized tn all medical situations
when vou are unable to express vour own wishes, Unlike a Living Will,
it is not limited to sitaations in which you are terminally il or permanently
unconscious. For example, vour physician or the hospital may consult with
your attorney-in-fact should vou be injured in a car accident and become
tempuorarily enconscious.
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¢ There are five limitations on the authority of vour attorney-in-fact:

L. Ap attormey-in-fact bas Hmited authority to order that life-sustaining

treatment be withdrawn from you, Your attorney-in-fact may ovder that
life-sustaining freatment be refused or withdrawn only if yvou have a
terminal condition or if you are n a permanently unconscious state. And
even then, the attending physician and, if applicable, the consuiting
physician, must confirm that diagnosis, and your attending physician(s)
muast determine that you have no rgasonable possibility of regaining
deciston-making ability,

Your attorney-in-fact does not have the authority o order the
withdrawal of “comfart care.” Comfort care is any type of medical or
nursing care that would provide you with comfort or relief from pain.

JJf yon ave pregnant, vour atterney-in-fact cannot order the withdrawal

of life-sustaining treatment unless certain conditions ave met, Life-
sustaining treatment cannot be withdrawn if doing so would terminate the
pregnancy unless there is substantial risk to your life or two physicians
determine that the fetus would not be bori alive.

. Your atterney-in-fact may erder that putrition and hydration be

withdrawn only if you are in a teriminal condition or permunently

unconscious sinte and tweo physicians agree that nutrition and hydration

will ne lenger provide comfort or alleviate pain. If you want to give
your attorney-in-fact the anthority to withhold nutrition and hydration if
you were o become permanently unconscious, you must indicate this in
the appropriaie section of the Health Care Power of Attorney form. If
you alsc have a Living Will, it should be consistent with your Health
Care Power of Attorney regarding the withholding of nutrition and
hydration. In other words, if you indicate in your Health Care Power of
Atterney that it is permissible for your attorney-in-fact to order that
nutrition and bydration be withheld, then you also should indicate in your
Living Wikl that it is permissible for your physician to withhold putrition
and hydration.

If you previeusty have given conseat for treatment (before becoming
unable te communicate), your attorney-in-fact capnot withdraw your
consent unless certain conditions are met. Bither your physical condition
must have changed and/or the tresiment you approved is no longer of
benefit or the treatment has not been proven effective,




If vou have 2 Fealth Care Power of Attoruney and a Living Will, healfh care workers must foliow
the wishes you state in your Riving Will, once the Living Will becomes effective. In other words,
your Living Will takes precedence over your Health Care Power of Attorney,

You can change your mind and revoke your Health Care Power of Atterpey atl any time. You
can do this simply by telling vour attorney-in-fact, your physician and your family that you have
changed your mind and wish 10 revoke your Health Care Power of Atterney, In this case, it is
probably a good idea to ask for a copy of the document back from anyone to whom you may bave
given it,

How to Al out the Health Gare Power of Attorney form:

You should use this form to appoint someone to make health care decigions for you if
vou should become unabie to make them for yourself,

NOTE:
I. Read over all information carefully. Definitions are included as part of the form.
2. On the first two lines of the form, print vour fall name and hirth date.

3. Under, “Naming of My Agent,” fill in the name of the person you are appointing zs
your attorney-in-fact, the agent’s current address and telephone number. You may name
alternate agents on the indicated spaces, if you choose not to name alternate agents, you
may wish to cross out the unused lines. You may not name youwr attending physician or the
administrator of any nursing home where you are recelving care as your attorney-in-fact,

4. On the fifth page of the form, written in bold face type under Special Instructions, is
the statement that will give your physician permission to withheld food and water in the
event you are permanently unconseious. If you want to give your physician permission to
withhold food and water in this situation, then yvou must place your initials on the line
indicated in number three,

5. The form provides a section where you may write additional instructions and impose
additional limitations that you may cousider appropriate to document. You may attach
additional pages if needed. You should include all attached pages with any copy(ies} vou
make and vou should note the attached pages on the form itself in the related area.

N/
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6. Following “Additional Tnstructions or Limitations™ is & section where you indicate
whether or not you have a Livisg Will. Immediately below this area are spaces to date
and sign the form. Remember, the Health Care Power of Atforney is not considered valid
or effective unless you do one of the following:

First Optien —~ Date and sign the Health Care Power of Attorpey in the
presence of two wiinesses, who also must sign and include their addresses
and indicate the date of their signatures.

OR

Second Option — Date and sign the Health Care Power of Attorney in the
presence of a notary public and have the Health Care Power of Attorney
notarized on the appropriate space provided on the form.

The following people may not serve as a witness to your Health Care Power of Attorney:

% The Agent and any snccessor agent named in this document;

% Anyone related to you by blood, marriage, or adoption, including your
spouse and your children;

¢ Your aftending physician oz, ¥ you are in 4 nursing home, the administrator
of the nursing home.

7. NGTE: The section titled NOTVICE TO ADULT BEXECUTING THIS DOCUMENT is
required by law to be part of the document and must accompany it and any copies distributed.

20




| State of Ohio
Health Care Power of Attorney
of

{Print Full Name)

(Birth Date)

1 state that this is my Health Care Power of Attorney and I revake any prior Health Care
Power of Attorney signed by me. [understand the nature and purpose of this dosument.
If any provision is found to be invalid or unenforceable, it will not affect the rest of
this document. ‘

This Health Care Power of Attorney is in e¢ffect only when I cannot make health care
decisions for myself. However, this does not require or imply that a court must declare
me incompaetent.

Definifions. Several legal and medical terms are used in this dogwment. For convenience
they are explained below.

Agzent or aftorney-in-fact means the adult I name in this Health Care Power of
Attorney to make health care decisions for me.

Anztemical gift means a donation of all or part of a human body to take effect upon or
after death.

Artificially or technologically supplied nutrition or hydration means the providing
of food and flutds through mtravepous or tube “feedings.”

Cardiopulmonary resuscitation or CPR means treatment to try to restart breathing
or heartbeat. CPR may be done by breathing into the mouth, pushing on the chest,
putting a tube through the mouth or nose into the throat, administering medication,
giving electric shock to the chest, or by other means.
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Comfort care means any measure taken to diminisk pain or discomfort, but not to
postpone death.

Doner Registry Enroliment Form means a form that has been designed to allow
individuals to specifically register thetr wishes regarding organ, tissue and eve donation
with the Ohio Burgau of Motor Vehicles Donor Registry.

o Mot Resngcitate or DNR Order means a medical order given by my physician
and written in my medical records that cardiopulmonary resuscitation or CPR is
not to be administered to me.

Health care means any medical (including demtal, pursing, psychological, and
surgical) procedure, treatment, intervention or other measure used o maintain,
diagnose or treat any physical or mental condition.

Health Care Power of Attoraey means this document that allows me {0 name an
zdult person to act as my agent to make health care decisions for me if 1 become
unable to do so.

Life-sustaining treatment means any health care, mcluding artificially or
technologically supplied nutrition and hydration, that will serve mainly to prolong
the process of dyving,

Living Will Declaration or Living Will means another document that lets me
specify the health care I want to receive if I become terminafly ill or permanently
unconscious and cannot make niy wishes known.

Permanecatly uncoenscious state means an irreversible condition in which T am
permanently unawsre of myself end surroundings. My physician and one other
physician must examine me and agree that the total loss of higher brain function
has left me aaable to feel pain or suffering.

Prireipal means the person signing this document.

Terminal condition or ferminal iilness means an irreversible, incurable and
untreatable condition caused by disease, iliness or injury, My physician and one
other physicizn will have examined me and believe that I cannot recover and that
death is likely o occur within a refatively short time if T do not receive life-sustaining
treatment.

[Instructions and other information to aesist in completing this document are set furth
within brackets and in italic type.]




Naming of My Agent. The person named below 18 my agent who will make health care
decisions for me as authorized in this document.

Agent’s Name:

Agent’s Current Address:

Agent’s Current Telephone Nomber:

Naming of Alternate Agents. [Note! You do not need to name alternate agents. You
also may name just one alternare agent. If vou do not name alternaie agents or name
Just one allernate agent, you may wish to cress out the unused lines.]

Should my agent named above not be immediately available or be unwilling or unable
to make decisions for me, then 1 name, in the following order of priority, the following
persons as my alternate agents: ‘

First Alternate Agent: Second Alternate Agent:
Name: Narme:

Address: Address:

Telephone: Telephone:

Any person can rely on a stalement by any alternate agent named above that he or she
is properly acting under this document and sucl person does not have to make any
further investigation or inquiry.

Ouidance (o Agent. My agent will make health care decisions for me based on the
instractions that I give in this document and on my wishes otherwise known to my
ageni. If my agent believes that my wishes as made known to my agent conflict with
what is in this document, this document will control. If my wishes are unclear or
unknown, my agent will make health care decigions in my best interests. My agent
will determine my best interests after congidering the benefits, the burdens, and the
risks that might resuft from a given decision. If no agent is available, this document
will guide decisions about my health care.




Authority of Agent. My agent has full and complete authority to make all health care

decisions for me whenever I cannot make such decisions, unless I have otherwise
indicated below. This authority includes, but is not limited 1o, the following: [Noze:
Cross out any authority that vou do met wan? your agent ro have,] '

L v

=]

. To consent to the administration of pain-relieving drugs or treatment or procedures

{including surgery) that my agent, upon medical advice, believes may provide

comfort to me, even though such drugs, treatment or procedures may hasten my
death. My comfbrt and freedom from pain are important to me and should be

protected by my agent and physician,

If T am in a terminal condition, to give, to withdraw or to refuse to give informed
consent to life-sustaining treatment, including artificially or technologically
supplied nuwition or hydration,

. To give, withdraw or refuse fo give informed consent to any health care procedure,

treatient, intervenfion or ather measure,

To request, review, and recelve any information, verbal or written, regarding my
physical or mental health, including, but not fimited to, all my medical and
health care records.

To consent {o further disclosure of information, and to disclose medical and
related information concerning my condition and treatment to other persons,

To execute for me any releases or other documents that may be required in order
to obtain medical and related information.

To execute consents, waivers, and releases of liability for me and for my estate
to all persons who comply with my agent’s instructions and decisions. To
indemnify and held harmless, at my expense, any third party who acts under
this Health Care Power of Attorney. I will be bound by such indemnity entered
wnto by my agent.

To select, employ, and discharge health care personnel and services providing
home health care and the like.

To select, contract for my admission to, transfer me fo, or authorize my discharge
from any medical or health care facility, including, but not limited to, hospitals,
nursing homes, assisted living facilities, bospices, adult homes and the like,

. To transport me or arrange for my transportation to a place where thigs Health
Care Power of Attorney is honored, should I become unable to make health care
decisions for myselt in a place where this document is not enforced.




11, Te complete and sign for me the following:

{a) Consents to health care treatment, or the issuance of Do Not Resuacitate
{DNR) Orders or other similar orders; and

{b} Requests for my transfer to another facility, to be discharged against health
care advice, or other similar requests; and

{¢) Any other document desirable to implement health care decisions that my
agent is authorized to make pursuant to this document,

Special Instructions. By placing my initiais at number 3 below, I want
to specifically authorize my agent to refuse, or if {reatment has
commenced, to withdraw consent te, the provision of artificially or
technologically supplied nutrition or hydration if:

1. I am in a permanently unconscious state; and

2. My physician and at least one other physician whe has examined
me have determined, to a reasonable degree of medical certainty,
that artificially or techuelogically supplied nutrition and hydration

will not provide comfort to me or relieve my pain; and

3. I have placed my initials on this line:

Eimitarions of Agent’s Authorizy. T understand that under Ohio law, there are five
Himitations to the authority of my agent:

I, My agent cannot order the withdrawal of life-sustaining treatment unless [ am
in & terminal condition or a permanently unconscious state, and two physicians
have confirmed the diagnosis and have determined that I have no reasonable
possibility of regaining the abiliy to make decigions; and

2. My agent cannot order the withdrawal of any treatment given to provide comfort
care or to religve pain; and

(VF)

If T am pregnant, my agent cannot refuse or withdraw informed consent to health
care if the refusal or withdrawal would end my pregnancy, unless the pregnancy
or health care would create a substantial risk to my life or two physicians
determine that the fetus would not be born alive; and




4. My agent cannot order the withdrawal of artificially or technologically supplied
nutrition or hydration unless [ am terminally il or permanently unconscious
and two physicians agree that pulrition or hydration will no longer provide
comfort or relieve pzin and, in the event that I am permanently unconscious, |
have given a specific direction to withdraw nutrition or hydration elsewhere in
this document, and

3. I previously consented to any health care, my agent cannot withdraw that
treatment uniess my condition has significantly changed so that the health care
1s significantly less beneficial to me, or unless the health care is not achieving
the purpose for which I chose the heaith care.

Additional Instrictions or Limitations. [ nay give additional ingtructions or impose

additional Hmitations on the authority of my agent. [Nofe: On the lines below you may

write in additional ingtructions or limirarions. Here you may include any specific
instructions o limitations you consider appropriale, such as instrictions to refise
specific rypes of treatment thar are inconsistent with your religious beliefs or unacceptable
to you for any other reason. If the space below is not sufficient, you may attach
additional pages. If you include additional instructions or limitations here and vour

wishes change, you should complete a new Health Care Power of Attorney and tell your

agent about the changes. If vou do not have any additional instructions or limitations,
vou may wish ta write “None” below or cross out the unused fnes.}




No Expiration Dare. This Health Care Power of Attorney will have no expiration date
and will not be affected by my disability or by the passage of time.

Guardian. 1 intend that the authority given to my agent will eliminate the need for any
court to appoint & guardian of my person. However, should such proceedings start, |

nominate my agent to serve as the guardian of my person, without bond.

Erforcement by Agens. My agent may take for me, at my expense, any action my agent
congiders advisable to enforce my wishes under this document.

Release of Agent’s Personal Linbility. My agent will not incur any personal Eability fo
me ot my estate for making reasonable choices in good faith concerning my health care.

Copies the Seme as Original, Any person may rely on & copy of this document.

Giur of State Appficatimz, [ intend that this document be honored in any furisdiction
to the extent allowed by law.

Living Will. 1 have completed & Living Will: Yes No

Anmiomical Gift(s). 1 have made my wishes knows regarding organ and tissue donation in
my Living Wiil: Yes No

Donor Registry Envollment Form, [ have completed the Donor Registry Enrolbment Form:
Yes No

SIGNATURE

[See nexr page for withess or aotary requivements.]

I understand the purpose and effect of this document and sign my name to this Health
Care Power of Aftorney on o 2 ; at Ohio,

PRINCIPAL

[You are responsible for telling members of vour family and vour physician about this
document and the name of your agent. You also may wish, but are not required to rell
your religious advisor and your lawyer thar you have signed a Health Care Power of
Attorney, You may wish to give a copy fo each person notified.]

[You may choose to file a copy of this Health Care Power of Attorney with your county
recorder for safeleeping.]




WITNESSES OR NOTARY ACKNOWLEDGMENT
[Cheose one.}

[This Health Care Power of Attorney will not be valid unless it either is signed by rwo eligible
withesses why are present when you sign or gre present when you acknowledge your signature,
or it is acknowledged before a Notary Public.]

[The following persons cannot serve as o witness to this Health Care Fower of Atiorney: the
agent,; any successor agent named in this document; your spouse; your children; aryone else
related to you by blood, marriage or adoption; your attending physician; ar, if v are in a
nursing home, the administrator of the nursing home. |

Witnesses. 1 attest that the Principal signed or acknowledged this Health Care Power of
Attorney in my presence, that the Principal appears to be of sound mind and not vnder or
subject fo duress, fraud or undue influence. I further atiest that I am not an agent designated
in this document, T am not the attending physician of the Principal, I am not the administrator
of a nursing home in which the Principal is receiving care, and [ am an adult not related to
the Principal by blood, marnage or adoption.

residing at

Sigaature

Print Name

Dated: L 20

residing at

Signature

Print Namg
Dated: , 20
OR

Notary Acknowledgment.
State of Ohio
County of 8.

On , 20 , before me, the undersigned Notary Pubiic,
personally appeared . known ta me or satisfactorily
proven to be the person whose name 13 subsciibad to the above Health Care Power of Attorney
as the Principal, and who has ackpowledged that (sthe executed the same for the purposes
expressed therein. [ attest that the Principal appears to be of sound mind and not under or
subjeet to duress, fraud or undue influence.

Notary Public

My Commission Expires:




[This notice is included in this printed form as required by Ohio Revised Code § 1337.17.]

NOTICE TO ADULT EXECUTING THIS DOCUMENT

This is an important legal document. Before executing this document, vou should know
these facts!

This document gives the person you designate (the attorney in fact} the power to make
MOST health care decisions for you if you lose the capacity to make informed health
care decisions for yourself. This power is effective only when your attending physician
determines that you have lost the capacity to make informed health care decigions for
yourself and, notwithstanding this document, as long as you have the capacity to make
informed health care decisions for vourself, vou retain the right to make all medical
and other health care decisions for yourself,

You may include specific limitations in this document on the authority of the attorney
it fact to make health care decisions for yvou,

Subject to any specific limitations you inchude in this document, if your attending
physician determines that you have lost the capacity to make an informed decision on
a health care matier, the attorney in fact GENERALLY will be authorized by this
document te make health care decisions for you to the same extent as vou could make
those decisions yourself, if you had the capacity to do so. The authority of the attornoy
in fact to make health care decisions for you GENERALLY will include the authority
to give informed consent, fo refuse to give informed consent, or to withdraw informed
consent to any care, treatment, service, or procedure to maintain, diagnose, or treat a
physical or mental condition.

HOWEVER, even if the attorney in fact has general authority to make health care
decisions for you under this document, the attorney in fact NEVER will be suthorized
to do any of the following:

(1) Refuse or withdraw informed consent fo life-sustaining treatrent (unless
your attending physician and one other physician who examines you determine,
to a reasonable degree of medical certainty and in accordance with reasonable
medical standards, that either of the following applies:

(a} You are suffering from an irreversible, incurable and unfreatabie condition
caused by disease, iliness, or injury from which (i} there can be no recovery
and (i1) your death is likely to occur within a relatively short time if life-
sustaining treatment is not administered, and your attending physician
additionally determines, to a reasonabic degree of medical certainty and in
accordance with reasonable medical standards, that there is no reasonable
possibility that you will regain the capacity to make informed health care
decisions for yourself.




[This notice is included in this printed form as vequired by Ohio Revised Code § 1337.17.]

{(b) You are in a state of permanent unconsciousness that is characterized by
you being rreversibly unaware of yourself and your environment and by a
total loss of cerebral cortical functioning, resulting in you having no capacity
o experience pain or suffering, and your attending physician additionally
determines, to a reasonable degree of medical certainty and in accordance
with reasonable medical standards, that there is no reasonable possibility
that vou will regain the capacity to make informed health care decisions for
yourself);

{2} Refuse or withdraw informed consent to healih care necessary to provide
you with comfort care (except that, if the attorney in fact is not prohibited from
doing so under (4) below, the attorney in fact could refuse or withdraw informed
consent to the provigion of nutrition or hydratien to you as described under (4)
below). (Vou should wnderstand that comfort care ig defined in Ohio law
to mean artificially or technologically administered sustenance (nutrition)
or finids (hydration) when administered to diminish your pain or discomfort,
not to postpone your death, and any other medical or nursing procedure,
treatment, intervention, or other messure that would be taken to diminish
your pain or discomfore, not to postpone your death. Consequently, i vour
attending physician were fo determine that a previously deseribed medical
or nursing procedure, treatment, inftervention, or other measure witl not ov
no fonger will serve to provide comfort to vou or alleviate vour pain, then,
sabject to (4) below, vour attorney in fact wounld be authorized to refuse or
withdraw informed consent to the procedure, treatment, intervention, or
ather measure.};

(3) Refuse or withdraw informed consent to health care for you if you are
pregnant and if the refusal or withdrawal would terminate the pregnancy {unless
the pregnancy or health care would pose a substantial risk to your life, or unless
your attending physician and at least one other physician who examines you
determine, {¢ a reasonable degree of medical certainty and in accordance with
reasonabie medical standards, that the fefus would not be born alive);

{4} Kefuse or withdraw informed consent te the provision of artificially or
technologically administered sustenance (nuirition) or finids (hyvdration) to
vou, unless:

{a} You are in a terminal condition or in 2 permanently anconscious

sfate,




[This notice is included in this printed form as required by Ohio Revised Code § 1337.17.]

{b) Your attending physician and af least one other physician who has
examined you determine, to a reasonable degree of medical certainty
and i accordance with reasonable medical standards, that nutrition or
hvdration will sot or no longer will serve to provide comfort to you or
alieviate your pain,

() If, but only if, you are in a permanently unconscious state, you
apthorize the attorney in fact to refuse or withdraw informed consent
to the provision of nutrition or hydration to you by doing both of the
following in this document:

(i) Including a statement in capifal ietters or other conspicuous type,
inciuding, but net limited to, a different font, bigger type, or boldface
type, that the attorney in fact may refuse or withdraw informed consent
to the provision of nutrition or hydration to you if youo are in 2
permanentiy unconscions state and if the defeymination that nutrition
or hydration will not or no longer will serve to provide comfort {0 you
or alleviate your pain is made, or checking or otherwise marking a
box or Hoe (if any) that is adjacent to & similar statement on this
document; ‘

{i) Placing vour initials or signature underneath or adjacent to the
statement, check, or other mark previously deseribed.

{4} Your attending physician determines, in good faith, that vou authorized
the attorney in fact to refuse or withdraw informed consent to the
provision of putrition or hydration to you if you are in a permanently
pneonscions state by complying with the above requirements of (4){e)i)
and (i) above,

(5) Withdraw informed consent to any health care to which you previously
consented, unless a change in your pliysical condition has significantly decreased
the benefit of that healih care to you, or unless the health care 15 not, or is no
longer, significantly offective in achieving the purposes for which you consented
to its use.

Additionally, when exercising authority to make health cave decisions for you, the
attorney in fact will have to act consistently with your desires or, if vour desires are
unlnown, to act in vour best interest. You may express your desires to the attorney in
fact by including them in this document or by making them known te the attorrey in
fact in another manner,

When acting pursuant to this document, the attorney in fact GENERALLY will have
the same rights that you have to receive information about proposed heaith care, to
review health care records, and to consent to the disclosure of heaith care records. You
can limit that right in this document if you so choose.




[This notice is included in this printed form as required by Ohbio Revised Code § 1337.17.}

Generally, you may designate any competent adult as the attorney i fact under this
document. However, you CANNOT designate your attending physician or the
administrator of any nursing home in which you are receiving care as the attorney in
fact under this document. Additionally, vou CANNOT designate an emplovee or agent
of your attending physician, or an emplovee or agent of a health care facility at which
you are being treated, as the attorney in fact under this document, unless either type
of enmiployee or agent is a competent adult and refated to you by blood, marriage, or
adoption, or unless either type of employee or agent is a competent adult and you and
the cmployee or agent are members of the same religicus order.

This document has no expiration date under Ohio law, but you may choose to specify
a date wpon which your durable power of attorney for health care will expire. However,
if vou specify an expiration date and then lack the capacity to make informed health
care decisions for yourself on that date, the document and the power it grants to vour
attorney in fact will continue in effect until you regain the capacity to make informed
heaith care decisions for yourself,

You have the right to revoke the designation of the atterney in fact and the right to
revoke this enfire document at any time and in any manner. Any such revocalion
gencrally will be effective when you express your intention to make the revocation.
However, if you made your attending physician aware of this document, any such
revocation will be effective only when you communicate it to your attending physician,
of when a witness te the revocation or other health care personnel to whom the revocation
is communicated by such a witness communicates it to your attending physician.

If you execute this document and create a valid durable power of attorney for health
care with it, it will revoke any prior, valid durable power of attorney for health care
that you created, anless you indicate otherwise in this document.

This document is not valid as a durable power of attorney for health care unless it is
acknowledged before & notary public or is signed by at least two adult witnesses who
are present when you sign or acknowledge your signature. No person who is related
to you by biced, marriage, or adoption may be a witness. The attorney in fact, your
attending physician, and the administrator of any nursing home in which yvou are
receiving care also are ineligible to be witnesses.

If there is anything in this document that you do not understand, you should ask your
lawyer to explain it fo you.

& December 2004, Muay be reprinted and copicd for use by the public, attorneys, medical and osweoparhic physicians,
hospiteds, bar assoclations, medical societies, and nonprofit assaciafivns and organizations. It may not be reproduced
comnmercially for sole at  profit.




For roore information about organ and tissue donation,
please contact www.donatelifeohio.org or
vour focal argan procursment orgaRizaion.

Lifeifue of Ohio

770 Kinnear Road, Suite 200
Columbus, {1143212

{614) 261-3667

(800) 523-5667

www lifelinecfohio.org

LifeBanc

20600 Chagrin Boulevard, Suite 350
Cloveland, O3 44122-3343

{216) 752-5433

(800 358-5433

weww lebane.org

Life Center Organ Donor Network
2925 Vernon Place, Suite 300
Cincinnati, O 45219-2423

{513y 558-53553

(BO0) 981-5433

www.ifecntorg

Life Connection of Ohio
Druwton Regional Office

40 Wyoming Street

Dayton, OH 45409

{9373 223-8223

{8007 535-9206

wew. lifecomnectionofohio.org

Life Conneciion of Ohio

Toledo Regional Office

3661 Briasfield Boulevard, Suite 105
Matimee, OH 43537-9102

{419) 893-1618

{800y 262-3443

wrw lifecormectionofohio.ong

it is important w et vour loved ones know that you have
Advance Divectives. This card is provided for your use.
Please compiete the card and place it in your wailet or
purse 50 your wishes will be known to medical

professionals.

by Healthcare Power of Atorney(s¥Agent(sh
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