ADVANCED DIRECTIVES

Living Will

If I should have an incurable or irreversible condition with no hope for recovery I select one of the following:

1. I do not want any treatment merely to prolong my dying.  I want my treatment limited to medical and nursing measures intended to keep me comfortable, relieve pain, and maintain my dignity.

______  Yes


_______  No

2. I want full medical care ordered by my physician.

______  Yes


_______  No


I specifically request the following:



a.  Tube feeding be administered if I cannot swallow
_____yes
____no



b.  Antibiotics be given for infections



_____yes
____no



c.  Being transferred to the hospital for treatment

_____yes
____no



d.  IV fluids






_____yes
____no

________________________


____________________

Resident





Date

_______________________



____________________

Responsible Party




Date

_______________________



____________________

Physician





Date

