Maryland Advanced Medical Directive Questionnaire:

Agents:

Primary Agent:

	Full Name
	

	Home Address


	

	Home Phone Number
	

	Cell Phone Number
	

	Work Phone Number
	


Successor Agents:

First

	Full Name
	

	Home Address


	

	Home Phone Number
	

	Cell Phone Number
	

	Work Phone Number
	


Second (if desired)

	Full Name
	

	Home Address


	

	Home Phone Number
	

	Cell Phone Number
	

	Work Phone Number
	


My Agent’s Power Takes Effect (Select One): 

	Immediately after I sign this document, subject to my right to make any decision about my health care if I want and am able to.
	

	Whenever I am not able to make informed decisions about my health care, either because the doctor in charge of my care (attending physician) decides that I have lost this ability temporarily, or my attending physician and a consulting doctor agree that I have lost this ability permanently 
	


In the event that I have a terminal condition, I direct that (Select One):

	My life not be extended by ANY life-sustaining procedures.
	

	My life not be extended by life-sustaining procedures, except that if I am unable to take food by mouth, I wish to receive nutrition and hydration artificially
	

	My life be extended by ANY life-sustaining procedures.
	


In the event that I am in a persistent vegetative state, I direct that (Select One):

	My life not be extended by ANY life-sustaining procedures.
	

	My life not be extended by life-sustaining procedures, except that if I am unable to take food by mouth, I wish to receive nutrition and hydration artificially
	

	My life be extended by ANY life-sustaining procedures.
	


If I have an end-stage condition, I direct that (Select One):

	My life not be extended by ANY life-sustaining procedures.
	

	My life not be extended by life-sustaining procedures, except that if I am unable to take food by mouth, I wish to receive nutrition and hydration artificially
	

	My life be extended by ANY life-sustaining procedures.
	


Comfort Care (Select One):

	In addition, I direct that no matter what my condition, medication not be given to me to relieve pain and suffering, if it would shorten my remaining life.
	

	In addition, I direct that no matter what my condition, medication be given to me to relieve pain and suffering, even if it would shorten my remaining life.  [OBJ:POAM-MD 1021]
	


Pregnancy Options:

	Are you of child-bearing age? (Y/N)
	


	In the event that you cannot make decisions for yourself, do you want your health care agent to have control during your pregnancy? (Y/N)
	


	How would you like to direct your health care agent to act? (Please Describe)


	


Effect of Stated Preferences (Select One):

	I realize I cannot foresee everything that might happen after I can no longer decide for myself. My stated preferences are meant to guide whoever is making decisions on my behalf and my health care providers, but I authorize them to be flexible in applying these statements if they feel that doing so would be in my best interest.
	

	I realize I cannot foresee everything that might happen after I can no longer decide for myself. Still, I want whoever is making decisions on my behalf and my health care providers to follow my stated preferences exactly as written, even if they think that some alternative is better. [OBJ:POAM-MD 1021]
	


Anatomical Gifts (Select One):

	I am not interested in anatomical gifts [if you check this item, do not complete any of the following items].
	

	Upon my death, I wish to donate the following organs:  Any needed organs, tissue, or eyes.
	

	Upon my death, I wish to donate the following organs:  (list in the box)
	

	I authorize the use of my organs, tissue, or eyes:
	

	i) For transplantation
	

	ii) For therapy
	

	iii) For research
	

	iv) For medical education
	

	v) For any purpose authorized by law
	


I want the following person to make decisions about the disposition of my body and funeral arrangements (Select One): 

	The health care agent who I named above.
	

	The following person (please include address and telephone numbers (home, work, and cell)):[OBJ:POAM-MD 1021]
	


Stated Wishes for Burial and Funeral Arrangements, if any: 

_______________________________________________________________________

