ADVANCE DIRECTIVE VERIFICATION OF SUBSTANCE

The form is completed when a patient with an advance directive presents for care without the availability of a copy of 

the original advance directive.  It serves to verify the substance of the patient’s wishes during the interim period when

a copy of the original directive is unavailable.

I have a living will and/or advance directive that has not been provided to ______________________.

I understand that to protect the right I have already demonstrated in expressing my wishes through an advance directive

that I need to communicate the substance to healthcare providers.

As such, the intent of my living will/advance directive is as follows:

If you are normally ill with no hope of recovery, do you want all means used to sustain

Your life?
YES
NO

IF YOU ANSWERED “NO” COMPLETE THE REMAINING QUESTIONS



DO YOU WANT:



1) To be kept on a ventilator (a mechanical device to assist with breathing)?
YES
NO

2) CPR (Cardiopulmonary Resuscitation… Emergency medical procedures to stimulate heart and/

     or provide air into lungs)?
YES
NO

3) Antibiotics (Medication to fight infection)?
YES
NO

4) Pain medication (providing pain medication to relieve pain even if it may lead to reduced

    consciousness and/or shorten life)?
YES
NO



5) To be fed by a tube to your stomach if you cannot eat?
YES
NO

6) Food withheld?
YES
NO

7) Water withheld?
YES
NO

I have appointed a Durable Power of Attorney or healthcare surrogate.                                               YES      NO

Name:_____________________________________Phone_________________________

If I have not appointed a Durable Power of Attorney or healthcare surrogate, is there someone you want to make 

decisions for you if you are not able to speak for yourself?

Name_____________________________________Phone__________________________

At any time, you may change your mind about any of he answers given to any of these questions by informing 

your nurse or Social Services Department.

Comments you would like to make:

I understand and agree that this document will serve as a recording of the substance of my existing Advance Directive 

until I provide a copy of the Advance Directive.

Signature of Patient________________________________________ Date__________________________

Witness__________________________________________________Date__________________________

