
Appendix B – Advance Directive Forms 

 

STANDARD FORM 

 

 

 

Part I – Durable Healthcare Power of Attorney 
 

I, _____________________________ of ___________________ County,    (State), 

appoint the person named below to be my agent to make health decisions for me when and only when I 

lack sufficient capacity to make or communicate a choice regarding a healthcare decision as 

verified by my attending physician.  My agent may not delegate the authority to make decisions. 

 

Appointment of Healthcare Agent (“Agent”) 

I appoint the following agent:  
 

Name: _____________________________ Relationship: ______________________________ 
 

Address: _____________________________________________________________________  

_____________________________________________________________________ 

Telephone Number: Home ________________________ Work _________________________ 

 

Email:  

 

Alternate agent (to be contacted if the appointed agent is unable to serve): 

 

Name: _____________________________ Relationship: ______________________________ 

 

Telephone Number: Home ________________________ Work _________________________ 

 

Email:  

 
 

I understand that if I do not name an agent, my healthcare providers will ask my family or others 

who may know my preferences and values for help in determining my wishes for treatment. 

 

            (initial) I do not wish to appoint an agent.  

 
 

 

 

 

 

 

 

 



 

 

 

Part II - Healthcare Treatment Instructions (Living Will) 
The following healthcare treatment instructions exercise my right to make my own healthcare decisions.  These 

instructions are intended to provide clear and convincing evidence of my wishes, and are to be followed only when I 

lack the ability to understand, make or communicate healthcare decisions for myself. Further, these wishes are only 

intended to apply if I am in a state of permanent unconsciousness or have an end-stage medical condition as 

verified by my attending physician.  

 

In general, I wish to both live as long as possible and avoid pain and suffering. However, I understand that in some 

situations, choosing between these two goals may be necessary. If I am in a situation where such a choice is needed: 

 

Overall Goals of Care 
 

_______   I want my healthcare providers to treat me by helping to relieve my pain and 

                 suffering, even if that means that I may not live as long.    

               OR 

_______   I want my healthcare providers to treat me by helping me to live as long as  

     possible, even if that means that I may have more pain or suffering. 

OR 

_______   I do not want to specify one of the above goals.  My agent, with consultation from my  

                 healthcare provider, may direct the overall goals of my care based on his or her assessment of  

                 my preferences and values or best interests.  

 

In addition, I want my healthcare providers and agent to focus on the following goals (optional): 
 

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Specific Procedures 

 

These are my specific requests regarding life- prolonging procedures, in addition to requests I may write 

in at the end of this section.  

 

1.  Cardiopulmonary resuscitation (CPR)  
 

_______   I do not want cardiopulmonary resuscitation (CPR) to be performed on me if my  

                 heart stops beating, even if performing CPR might prolong my life. 

OR 

_______   I request cardiopulmonary resuscitation (CPR) if my heart stops beating, even if  

                 performing CPR may increase my pain or suffering. 

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make any decisions about cardiopulmonary resuscitation  

                 (CPR) for me based on his or her assessment of my preferences and values or best 

                 interests.  

 



2.  Mechanical ventilator (breathing machine) use 
 

_______   I do not want to be placed on a mechanical ventilator even if it might prolong my  

                 life.  If I am unable to breathe on my own, I would prefer care directed towards  

                 relief of pain and suffering. 

       OR 

_______   I wish to be placed on a mechanical ventilator (breathing machine) if it may  

                 prolong my life, even if it may also increase my pain or suffering.   

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make any decisions about mechanical ventilator use for me  

                 based on his or her assessment of my preferences and values or best interests. 

 

 

3.  Dialysis (kidney filtration by machine) 
 

_______   I do not want dialysis to be performed on me, even if dialysis might prolong my  

                 life. If I was on dialysis before I became permanently unconscious or developed an end- 

        stage medical condition, I want dialysis to be stopped. 

OR 

_______   I request dialysis if it may prolong my life, even if it may also increase my pain or  

                 suffering. This includes continuing dialysis if I was on it before I became permanently  

                 unconscious or developed an end-stage medical condition. 

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make decisions about the use of dialysis for me based on his  

                 or her assessment of my preferences and values or best interests. 
 

 

 

4.  Feeding tube insertion for artificial nutrition and hydration 
 

_______   I do not want to have a feeding tube inserted or used for artificial nutrition and                  

                 hydration. 

       OR 

_______   I request feeding tube insertion and use for artificial nutrition and hydration if I  

                 cannot eat or drink. 
OR 

_______   I do not wish to specify one of these options.  I understand that if I do not clearly  

        express my preferences, my agent will presume that I want artificial nutrition and  

        hydration. 

 

In addition, I make the following requests regarding whether or not to use specific therapies: 
 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 



Care on hospital discharge if I am in an end-stage medical condition 
These are my requests about how I wish to be cared for if I am in a hospital, my doctors say I no longer 

need to be in the hospital, but I cannot communicate and my doctors do not expect that to change. 

 

______   I want to be sent to my home if possible, or otherwise to a facility near my home, to  

               receive care focused on keeping me as comfortable as possible rather than on prolonging  

               my life.  If my condition worsens, I do not want to return to a hospital again. 

 

If you prefer to choose a different option, cross out the lines above and place your  

            initials by one of the other options below: 

 

______   I want to be sent to my home if possible, or otherwise to a facility near my home, to  

  receive care focused on keeping me alive as long as possible.  If my condition worsens,  

  I want to return to the hospital if that may prolong my life. 

OR 

 ______  I do not wish to specify one of these options.  I understand that if I do not express my  

               preferences, my agent, with consultation from my health care provider, will make this  

               decision for me based on his or her assessment of my preferences and values or best  

               interests. 

 

 

     Agent’s Use of Instructions (Initial one option only) 

 

_______   I want the preferences I have expressed in this Living Will to be strictly followed by my  

        agent. 

OR 
 

_______  I want the preferences I have expressed in this Living Will to serve as a general guide  

                for my agent. My agent will have final say about all decisions, and may override these    

              instructions. 

 

Please indicate any exceptions to the above – that is, instructions that may not be 

overrriden:___________________________________________________________________________ 

 

 

If I did not appoint an agent, these instructions shall be followed. 

 

 

 

 

 

 

      

 

 



Legal Protection 

  

Pennsylvania law protects my healthcare agent and healthcare providers from any legal liability for their 

good faith actions in following my wishes as expressed in this form or in complying with my healthcare 

agent's direction. On behalf of myself, my executors and heirs, I further hold my healthcare agent and 

my healthcare providers harmless and indemnify them against any claim for their good faith actions in 

recognizing my healthcare agent's authority or in following my treatment instructions.  

 

 

 

 

Having carefully read this document, I have signed it this _____ day of_______________, 20__, 

revoking all previous healthcare powers of attorney and healthcare treatment instructions.  

   

 

SIGNED: ____________________________________________________  

(SIGN FULL NAME HERE)  

  

Two witnesses at least 18 years of age are required by Pennsylvania law and should witness your 

signature in each other's presence.  A person who signs this document on behalf of and at the direction 

of a principal may not be a witness.  (It is preferable if the witnesses are not your heirs, nor your 

creditors, nor employed by any of your healthcare providers.)  

 

WITNESS: ___________________________________________   

  

WITNESS: ___________________________________________  

 



COMFORT DEFAULT FORM 

 

 
Part I – Durable Healthcare Power of Attorney 

 

I, _____________________________ of ___________________ County,    (State), 

appoint the person named below to be my agent to make health decisions for me when and only when I 

lack sufficient capacity to make or communicate a choice regarding a healthcare decision as 

verified by my attending physician.  My agent may not delegate the authority to make decisions. 

 

Appointment of Healthcare Agent (“Agent”) 

I appoint the following agent:  
 

Name: _____________________________ Relationship: ______________________________ 
 

Address: _____________________________________________________________________  

_____________________________________________________________________ 

Telephone Number: Home ________________________ Work _________________________ 

 

Email:  

 

Alternate agent (to be contacted if the appointed agent is unable to serve): 

 

Name: _____________________________ Relationship: ______________________________ 

 

Telephone Number: Home ________________________ Work _________________________ 

 

Email:  

 
 

I understand that if I do not name an agent, my healthcare providers will ask my family or others 

who may know my preferences and values for help in determining my wishes for treatment. 

 

            (initial) I do not wish to appoint an agent.  

 
 

 

 

 

 

 

 

 

 

 

 



 

Part II - Healthcare Treatment Instructions (Living Will) 
The following healthcare treatment instructions exercise my right to make my own healthcare decisions.  These 

instructions are intended to provide clear and convincing evidence of my wishes, and are to be followed only when I 

lack the ability to understand, make or communicate healthcare decisions for myself. Further, these wishes are only 

intended to apply if I am in a state of permanent unconsciousness or have an end-stage medical condition as 

verified by my attending physician.  

 

In general, I wish to both live as long as possible and avoid pain and suffering. However, I understand that in some 

situations, choosing between these two goals may be necessary. If I am in a situation where such a choice is needed: 

 

Overall Goals of Care 
 

______     I want my healthcare providers to treat me by helping to relieve my pain and suffering, even    

if that means that I may not live as long.    

 

               If you prefer to choose a different overall goal of care, cross out the lines above and place  

               your initials by one of the other options below: 

 

_______   I want my healthcare providers to treat me by helping me to live as long as  

     possible, even if that means that I may have more pain or suffering. 

OR 

_______   I do not want to specify one of the above goals.  My agent, with consultation from my  

                 healthcare provider, may direct the overall goals of my care based on his or her assessment of  

                 my preferences and values or best interests.  

 

In addition, I want my healthcare providers and agent to focus on the following goals (optional): 
 

____________________________________________________________________________________

____________________________________________________________________________________ 

Specific Procedures 
These are my specific requests regarding life-prolonging procedures, in addition to requests I may write 

in at the end of this section.  

 

1.  Cardiopulmonary resuscitation (CPR)  
 

_______   I do not want cardiopulmonary resuscitation (CPR) to be performed on me if my  

                 heart stops beating, even if performing CPR might prolong my life. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I request cardiopulmonary resuscitation (CPR) if my heart stops beating, even if  

                 performing CPR may increase my pain or suffering. 

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make any decisions about cardiopulmonary resuscitation  

                 (CPR) for me based on his or her assessment of my preferences and values or best 

                 interests.  

X 



  

2.  Mechanical ventilator (breathing machine) use 
 

_______   I do not want to be placed on a mechanical ventilator even if it might prolong my  

                 life.  If I am unable to breathe on my own, I would prefer care directed towards  

                 relief of pain and suffering. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I wish to be placed on a mechanical ventilator (breathing machine) if it may  

                 prolong my life, even if it may also increase my pain or suffering.   

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make any decisions about mechanical ventilator use for me  

                 based on his or her assessment of my preferences and values or best interests. 

 

3.  Dialysis (kidney filtration by machine) 
 

_______   I do not want dialysis to be performed on me, even if dialysis might prolong my  

                 life. If I was on dialysis before I became permanently unconscious or developed an end- 

        stage medical condition, I want dialysis to be stopped. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I request dialysis if it may prolong my life, even if it may also increase my pain or  

                 suffering. This includes continuing dialysis if I was on it before I became permanently  

                 unconscious or developed an end-stage medical condition. 

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make decisions about the use of dialysis for me based on his  

                 or her assessment of my preferences and values or best interests. 
 

 

4.  Feeding tube insertion for artificial nutrition and hydration 
 

_______   I do not want to have a feeding tube inserted or used for artificial nutrition and                  

                 hydration. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I request feeding tube insertion and use for artificial nutrition and hydration if I  

                 cannot eat or drink. 
OR 

_______   I do not wish to specify one of these options.  I understand that if I do not clearly  

        express my preferences, my agent will presume that I want artificial nutrition and  

        hydration.  

X 

X 

X 



In addition, I make the following requests regarding whether or not to use specific therapies: 
 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Care on hospital discharge if I am in an end-stage medical condition 
These are my requests about how I wish to be cared for if I am in a hospital, my doctors say I no longer 

need to be in the hospital, but I cannot communicate and my doctors do not expect that to change. 

 

______   I want to be sent to my home if possible, or otherwise to a facility near my home, to  

               receive care focused on keeping me as comfortable as possible rather than on prolonging  

               my life.  If my condition worsens, I do not want to return to a hospital again. 

 

If you prefer to choose a different option, cross out the lines above and place your  

            initials by one of the other options below: 

 

______   I want to be sent to my home if possible, or otherwise to a facility near my home, to  

  receive care focused on keeping me alive as long as possible.  If my condition worsens,  

  I want to return to the hospital if that may prolong my life. 

OR 

 ______  I do not wish to specify one of these options.  I understand that if I do not express my  

               preferences, my agent, with consultation from my health care provider, will make this  

               decision for me based on his or her assessment of my preferences and values or best  

               interests. 

 

 

     Agent’s Use of Instructions (Initial one option only) 

 

_______   I want the preferences I have expressed in this Living Will to be strictly followed by my  

        agent. 

OR 
 

_______  I want the preferences I have expressed in this Living Will to serve as a general guide  

                for my agent. My agent will have final say about all decisions, and may override these    

              instructions. 

 

Please indicate any exceptions to the above – that is, instructions that may not be 

overrriden:___________________________________________________________________________ 

 

If I did not appoint an agent, these instructions shall be followed. 

X 



 

 

Legal Protection 

  

Pennsylvania law protects my healthcare agent and healthcare providers from any legal liability for their 

good faith actions in following my wishes as expressed in this form or in complying with my healthcare 

agent's direction. On behalf of myself, my executors and heirs, I further hold my healthcare agent and 

my healthcare providers harmless and indemnify them against any claim for their good faith actions in 

recognizing my healthcare agent's authority or in following my treatment instructions.  

 

 

 

 

Having carefully read this document, I have signed it this _____ day of_______________, 20__, 

revoking all previous healthcare powers of attorney and healthcare treatment instructions.  

   

 

SIGNED: ____________________________________________________  

(SIGN FULL NAME HERE)  

  

Two witnesses at least 18 years of age are required by Pennsylvania law and should witness your 

signature in each other's presence.  A person who signs this document on behalf of and at the direction 

of a principal may not be a witness.  (It is preferable if the witnesses are not your heirs, nor your 

creditors, nor employed by any of your healthcare providers.)  

 

WITNESS: ___________________________________________   

  

WITNESS: ___________________________________________  

 



LIFE EXTENSION DEFAULT FORM 

 

 

 

Part I – Durable Healthcare Power of Attorney 
 

I, _____________________________ of ___________________ County,    (State), 

appoint the person named below to be my agent to make health decisions for me when and only when I 

lack sufficient capacity to make or communicate a choice regarding a healthcare decision as 

verified by my attending physician.  My agent may not delegate the authority to make decisions. 

 

Appointment of Healthcare Agent (“Agent”) 

I appoint the following agent:  
 

Name: _____________________________ Relationship: ______________________________ 
 

Address: _____________________________________________________________________  

_____________________________________________________________________ 

Telephone Number: Home ________________________ Work _________________________ 

 

Email:  

 

Alternate agent (to be contacted if the appointed agent is unable to serve): 

 

Name: _____________________________ Relationship: ______________________________ 

 

Telephone Number: Home ________________________ Work _________________________ 

 

Email:  

 
 

I understand that if I do not name an agent, my healthcare providers will ask my family or others 

who may know my preferences and values for help in determining my wishes for treatment. 

 

            (initial) I do not wish to appoint an agent.  

 
 

 

 

 

 

 

 

 

 

 



Part II - Healthcare Treatment Instructions (Living Will) 
The following healthcare treatment instructions exercise my right to make my own healthcare decisions.  These 

instructions are intended to provide clear and convincing evidence of my wishes, and are to be followed only when I 

lack the ability to understand, make or communicate healthcare decisions for myself. Further, these wishes are only 

intended to apply if I am in a state of permanent unconsciousness or have an end-stage medical condition as 

verified by my attending physician.  

 

In general, I wish to both live as long as possible and avoid pain and suffering. However, I understand that in some 

situations, choosing between these two goals may be necessary. If I am in a situation where such a choice is needed: 

 

 

Overall Goals of Care 
 

_______   I want my healthcare providers to treat me by helping me to live as long as possible,  

     even if that means that I may have more pain or suffering 

 

                 If you prefer to choose a different overall goal of care, cross out the lines above and place  

                 your initials by one of the other options below: 

 

_______   I want my healthcare providers to treat me by helping to relieve my pain and 

                 suffering, even if that means that I may not live as long.    

OR 

_______   I do not want to specify one of the above goals.  My agent, with consultation from my  

                 healthcare provider, may direct the overall goals of my care based on his or her assessment of  

                 my preferences and values or best interests.  

 

In addition, I want my healthcare providers and agent to focus on the following goals (optional): 
 

____________________________________________________________________________________

____________________________________________________________________________________ 

Specific Procedures 
These are my specific requests regarding life- prolonging procedures, in addition to requests I may write 

in at the end of this section.  

 

1.  Cardiopulmonary resuscitation (CPR)  
 

_______   I request cardiopulmonary resuscitation (CPR) if my heart stops beating, even if  

                 performing CPR may increase my pain or suffering. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I do not want cardiopulmonary resuscitation (CPR) to be performed on me if my  

                          heart stops beating, even if performing CPR might prolong my life. 

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make any decisions about cardiopulmonary resuscitation  

                 (CPR) for me based on his or her assessment of my preferences and values or best 

                 interests.  

X 

X 



2.  Mechanical ventilator (breathing machine) use 
 

_______   I wish to be placed on a mechanical ventilator (breathing machine) if it may  

                 prolong my life, even if it may also increase my pain or suffering. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I do not want to be placed on a mechanical ventilator even if it might prolong my  

                 life.  If I am unable to breathe on my own, I would prefer care directed towards  

                 relief of pain and suffering.  

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider,  may make any decisions about mechanical ventilator use for me  

                 based on his or her assessment of my preferences and values or best interests. 

 

3.  Dialysis (kidney filtration by machine) 
 

_______   I request dialysis if it may prolong my life, even if it may also increase my pain or  

                 suffering. This includes continuing dialysis if I was on it before I became permanently  

                 unconscious or developed an end-stage medical condition. 

 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I do not want dialysis to be performed on me, even if dialysis might prolong my  

                 life. If I was on dialysis before I became permanently unconscious or developed an end- 

         stage medical condition, I want dialysis to be stopped. 

 

OR 

_______   I do not wish to specify one of these options.  My agent, with consultation from my  

                 healthcare provider, may make decisions about the use of dialysis for me based on his  

                 or her assessment of my preferences and values or best interests. 
 

4.  Feeding tube insertion for artificial nutrition and hydration 
 

_______   I request feeding tube insertion and use for artificial nutrition and hydration if I  

                 cannot eat or drink. 
 

                           If you prefer to choose a different option, cross out the lines above and place your         

                           initials by one of the other options below: 

 

_______   I do not want to have a feeding tube inserted or used for artificial nutrition and                  

                 hydration. 

OR 

_______   I do not wish to specify one of these options.  I understand that if I do not clearly  

        express my preferences, my agent will presume that I want artificial nutrition and  

        hydration.  

X 

X 

X 



In addition, I make the following requests regarding whether or not to use specific therapies: 
 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Care on hospital discharge if I am in an end-stage medical condition 
These are my requests about how I wish to be cared for if I am in a hospital, my doctors say I no longer 

need to be in the hospital, but I cannot communicate and my doctors do not expect that to change.  

 

______   I want to be sent to my home, if possible, or otherwise to a facility near my home, to  

  receive care focused on keeping me alive as long as possible.  If my condition worsens,  

  I want to return to the hospital if that may prolong my life. 

 

If you prefer to choose a different option, cross out the lines above and place your  

            initials by one of the other options below: 

 

______   I want to be sent to my home if possible, or otherwise to a facility near my home, to  

               receive care focused on keeping me as comfortable as possible rather than on prolonging  

               my life.  If my condition worsens, I do not want to return to a hospital again. 

OR 

 ______  I do not wish to specify one of these options.  I understand that if I do not express my  

               preferences, my agent, with consultation from my health care provider, will make this  

               decision for me based on his or her assessment of my preferences and values or best  

               interests. 

 

 

     Agent’s Use of Instructions (Initial one option only) 

 

_______   I want the preferences I have expressed in this Living Will to be strictly followed by my  

        agent. 

OR 
 

_______  I want the preferences I have expressed in this Living Will to serve as a general guide  

                for my agent. My agent will have final say about all decisions, and may override these    

                instructions. 

 

Please indicate any exceptions to the above – that is, instructions that may not be 

overrriden:___________________________________________________________________________ 

 

If I did not appoint an agent, these instructions shall be followed. 

X 



 

Legal Protection 

  

Pennsylvania law protects my healthcare agent and healthcare providers from any legal liability for their 

good faith actions in following my wishes as expressed in this form or in complying with my healthcare 

agent's direction. On behalf of myself, my executors and heirs, I further hold my healthcare agent and 

my healthcare providers harmless and indemnify them against any claim for their good faith actions in 

recognizing my healthcare agent's authority or in following my treatment instructions.  

 

 

 

 

Having carefully read this document, I have signed it this _____ day of_______________, 20__, 

revoking all previous healthcare powers of attorney and healthcare treatment instructions.  

   

 

SIGNED: ____________________________________________________  

(SIGN FULL NAME HERE)  

  

Two witnesses at least 18 years of age are required by Pennsylvania law and should witness your 

signature in each other's presence.  A person who signs this document on behalf of and at the direction 

of a principal may not be a witness.  (It is preferable if the witnesses are not your heirs, nor your 

creditors, nor employed by any of your healthcare providers.)  

 

WITNESS: ___________________________________________   

  

WITNESS: ___________________________________________  

 
 


