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My other directions include:

Examples: • Hospice care • Death at home, if possible • Donation of organs and/or tissues

Be sure to sign the form on the reverse side of this page.
If you only want to name a Medical Durable Power of Attorney, draw a large “X” through 

this page with the exception of the first line with your name.

Talk about this form and your ideas about your health care with the person you have chosen to
make decisions for you. Moreover, discuss the document and those same ideas with your 
doctor(s), family, friends, clergy, attorney and any other persons who might also play a role in
your end-of-life care. Furthermore, be certain to give each of those individuals a completed copy.
Finally, you may cancel or change this form at any time; you should also review it every so often.
However, each time you review it, put your initials and date here:

This document is provided as a service by Shawnee Mission Health.

HEALTH CARE DIRECTIVE

Take a copy of this with you whenever you go to the hospital or on a trip.
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what health care treatments I want when I cannot let others know what I want.

I always expect to be given care and treatment for pain or discomfort, even when such care might make me sleepy, make me feel like not eating,
slow down my breathing or be habit-forming.

I want my doctor to try treatments that may get me back to an acceptable quality of life. By acceptable quality of life, I mean living in a way that
lets me do the things that are important and necessary to me. Those things are:

Examples: the ability to: • Recognize family or friends • Make decisions • Communicate
• Feed myself • Take care of myself

I want to be kept comfortable and have a natural death. Therefore, I direct that no treatment be given just to keep me alive when I have:

• A condition that will cause me to die soon, or

• A condition so bad (including substantial brain damage or brain disease) with no reasonable hope that I will regain a quality of life
acceptable to me (as described above).

So, when I have one of the above conditions, I do/do not want included are: Do Want Don’t Want Initials

• Surgery

• Doing things to start my heart or breathing, if either stops (CPR)

• Medicine to treat infections (antibiotics)

• Artificial kidney machine (dialysis)

• Breathing machine (respirator, ventilator)

• Food or water given through a tube in the vein, nose or stomach (tube feedings or IVs)

• Chemotherapy (cancer treatment)

• Blood transfusions

• Other treatments
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