Instructions and Definitions for

VA Advance Directives

1. VA Advance Directive: Living Will & Durable Power of Attorney for Health Care 

(VA Form 10-0137)

This combined Durable Power of Attorney for Health Care and Living Will permits you to specify certain treatments you may or may not want. With this form, you can:

a. Appoint someone to make health care decisions for you if, in the future, you become unable to make those decisions for yourself

and/or

1. Indicate what medical treatment(s) you do or do not want if in the future you are unable to make your wishes known. 

2. Instructions:

a. Read each section carefully.

b. Talk to the person(s) you plan to appoint to make sure that they understand your wishes, and are willing to take the responsibility.

c. Place the initials of your name in the blank before those choices you want to make under parts 1 and 2 of VA Form 10-0137.

d. Add any special instructions in the blank spaces provided. If you need more space for additional comments, you may use a separate sheet of paper; but you must indicate on the form that there are additional pages to your advance directive.

e. Sign the form and have it witnessed.

f. Keep the original for yourself.

g. Give a copy of this entire form to all of the following people: your doctor or your nurse, the person you appoint to make your health care decisions for you, your family, and anyone else who might be involved in your care.

h. Remember that you may change or cancel this document at any time. 

3. Definitions (Words you need to know.)

a. Advance Directive. A written document that tells what you want or do not want, if you become unable to make your wishes about health care treatments known.

b. Artificial Nutrition and Hydration. When synthetic food (or nutrients) and water are fed to you through a tube inserted through your nose into your stomach or into the intestine directly or into a vein. 

c. Comfort Care. Care that helps to keep you comfortable but does not cure your disease. Bathing, turning, pain medication, keeping your lips and mouth moist and pain medications are examples of comfort care.

d. Cardiopulmonary Resuscitation (CPR). Treatment to try and restart a person’s breathing or heartbeat. CPR may be done by breathing into your mouth, pushing on your chest, by putting a tube through your mouth or nose into your throat, administering medication, giving electric shock to your chest, or by other means.

e. Durable Power of Attorney for Health Care. A document that appoints a specific individual to make health care decisions for you if you become unable to make those decisions for yourself.

f. Life-sustaining Treatment. Any medical treatment that is used to delay the moment of death. A breathing machine (ventilator), CPR, and artificial nutrition and hydration are examples of life-sustaining treatments.

g. Living Will. Instructions you have made in advance that tell what medical treatment you do or do not want if you become unable to make your wishes known.

h. Permanent Vegetative State When a person is unconscious with no hope of regaining consciousness even with medical treatment. The body may move and eyes may be open, but as far as anyone can tell, the person can’t think or communicate.

i. Surrogate Decision-maker. This is an individual, organization or other body authorized to make health care decisions for you if you are unable to do so yourself. 
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This form is a tool to document or capture a patient’s wishes regarding a designated health care agent and their future treatment preferences. This form is a tool, not an end in itself. The form does not substitute for comprehensive dialogue with the patient. It is expected that the health care professional assisting the patient will bring up for discussion other possible end stage scenarios, as appropriate. Supplemental pages may be appended as necessary.









I, write this document as a directive 

(print or type patient’s name and social security number)

regarding my health care. I have put my initials by the choices I want. 








Part I. - Durable Power of Attorney for Health care (DPAHC)








initials
I appoint this person to make decisions about my health care if there ever comes a time when I cannot make those decisions myself.

















Name








Street Address








City, State and ZIP Code








Work Telephone Number with Area Code



Home Telephone Number with Area Code




If the person above cannot or will not make decisions for me, I appoint this person:








Name








Street Address








City, State and ZIP Code








Work Telephone Number with Area Code



Home Telephone Number with Area Code












initials
I have notified the individuals listed above of my decision.







initials
I have not appointed anyone to make health care decisions for me in this or any other documents.
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PRIVATE
Part II. - Living Will






These are my, wishes for my 

(print or type patient’s name and social security number)

future health care if there ever comes a time when I can’t make these decisions for myself. I want the person I have appointed as my Health care Agent (HCA), my doctors, my family and others to be guided by the decisions I have made below. 





A. Life-Sustaining Treatments





initials
If I should have an incurable or irreversible condition that will cause my death, or am in a state of permanent unconsciousness from which, to a reasonable degree of medical certainty there can be no recovery, it is my desire that my life not be artificially prolonged by administration of "life-sustaining" procedures. If, at that time, I am unable to participate in decisions regarding my medical treatment, I direct my physician to withhold or withdraw procedures that merely prolong the dying process and are not necessary to my comfort or freedom from pain.










B. Treatment Preferences/Other Directions





initials
You have the right to be involved in all decisions about your health care. If you have wishes not covered in other parts of this document, please indicate them here. Treatments or situations you may wish to consider include, but are not limited to: Transfusion, dialysis, CPR, artificial nutrition and hydration, mechanical breathing, pain medications, antibiotics, and a time-limited trial of a given therapy.

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
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PRIVATE
PART III - Signatures








A. Your signature – By my signature below I show that I understand the purpose and the effect of this document.









Signature


Social Security Number
Date




Name (Printed or Typed)








Street Address








City, State and ZIP Code
















B. Your Witnesses’ Signatures








I am not, to the best of my knowledge, named in the person’s will.

I am not the person appointed as Health Care Agent (HCA) in this advance directive.

I am not a health care provider (or an employee of the health care provider), or financially responsible, now or in the past, for the care of the person making this advance directive. (Exception: where other witnesses are not reasonably available, employees of the Chaplain Service, Psychology Service, Social Work Service, or nonclinical employees such as Voluntary Service or Environmental Management Service may serve as witnesses.)








Witness #1: I personally witnessed the signing of this advance directive.









Signature



Date




Name (Printed or Typed)








Street Address








City, State and ZIP Code
















Witness #2: I personally witnessed the signing of this advance directive.









Signature



Date




Name (Printed or Typed)








Street Address








City, State and ZIP Code
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