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(Full name in capitals) _____________________________________________________________

 

of (full address) _____________________________________________________________

 _____________________________________________________________ 

 

Date of birth _____________________________________________________________

 

Phone number _____________________________________________________________

 

e-mail address _____________________________________________________________
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Details must be completed.

_____________________________________________________________________________________

_____________________________________________________________________________________

Please tick one of the following boxes

  I want this to apply even if my life is at risk because of this refusal

  I do not want this to apply if my life is at risk because of this refusal

_____________________________________________________________________________________

_____________________________________________________________________________________

Please tick one of the following boxes

  I want this to apply even if my life is at risk because of this refusal

  I do not want this to apply if my life is at risk because of this refusal
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_____________________________________________________________________________________

_____________________________________________________________________________________

Please tick one of the following boxes

  I want this to apply even if my life is at risk because of this refusal

  I do not want this to apply if my life is at risk because of this refusal

_____________________________________________________________________________________

_____________________________________________________________________________________

Please tick one of the following boxes

  I want this to apply even if my life is at risk because of this refusal

  I do not want this to apply if my life is at risk because of this refusal

_____________________________________________________________________________________

_____________________________________________________________________________________

Please tick one of the following boxes

  I want this to apply even if my life is at risk because of this refusal

  I do not want this to apply if my life is at risk because of this refusal
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I understand that any request for treatment is not legally binding but is a valid expression of my will and 
preferences. This request shall be taken into consideration.
Details must be completed.

_____________________________________________________________________________________

The circumstances in which I would like this request for treatment to apply

_____________________________________________________________________________________

_____________________________________________________________________________________

The circumstances in which I would like this request for treatment to apply

_____________________________________________________________________________________

_____________________________________________________________________________________

The circumstances in which I would like this request for treatment to apply

_____________________________________________________________________________________



_____________________________________________________________________________________

The circumstances in which I would like this request for treatment to apply

_____________________________________________________________________________________

_____________________________________________________________________________________

The circumstances in which I would like this request for treatment to apply

_____________________________________________________________________________________
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Part A must only be completed if you are appointing a designated healthcare representative to act as your 
agent in accordance with your will and preferences as set out in this directive. If you are not appointing a 
designated healthcare representative please go to Section 5.

Part B must also be completed if you are appointing an alternative designated healthcare representative 
to act as your agent in accordance with your will and preferences as set out in this directive. If you are not 
appointing an alternative designated healthcare representative please go to Section 5.

Part A: details of your designated healthcare representative

I wish to appoint: __________________________________________________________________

Name in capitals __________________________________________________________________

Date of birth __________________________________________________________________

Postal address __________________________________________________________________

Phone number __________________________________________________________________

e-mail address __________________________________________________________________

Part B: details of the alternate designated health care representative

I wish to appoint: __________________________________________________________________

Name in capitals __________________________________________________________________

Date of birth __________________________________________________________________

Postal address __________________________________________________________________

Phone number __________________________________________________________________

e-mail address __________________________________________________________________

�
�
�
�	
��
��
��

����



representative.

to my designated healthcare representatives:

to advise and interpret my will and preferences regarding treatment by reference to the detail as set out in 
this directive

I want them to have these powers             Yes

To consent to or refuse treatment, up to and including life sustaining treatment based on my known will 
and preferences by reference to the detailer set out in this directive.

I want them to have these powers             Yes
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This directive must be signed:

• by you (Part A); or
• the person signing on your behalf (Part B);
• the designated healthcare representative (if you have appointed one) (part C);
• the alternative designated health care representative (if you have appointed one) (Part C); and
• two witnesses (Part D).

Each signatory must have attained the age of 18 years, and of whom at least one is not an immediate 
family member.

For this purpose, your immediate family member is:
• your spouse, civil partner or cohabitant; 
• child son-in-law or daughter-in-law; 
• parent, step-parent, mother-in-law or father-in-law;
• brother, sister, step-brother, step-sister, brother-in-law or sister-in-law; 
• grandparent or grandchild; 
• aunt or uncle; or 
• nephew or niece.

All parties who are required to sign must do so in each other’s presence.
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Print name:

_____________________________________________________________________________________

capacity to make the healthcare decisions described in this document.

.

If the time comes when I lack the capacity to give directions for my medical care, this document should 
be considered as my advance directive on how I wish to be treated based on my own values, wishes and 
beliefs.

I wish it to be understood that I fear degeneration, prolonged dependence and an inability to communicate 
far more than I fear death itself. I ask my doctors and nurses to bear this statement in mind when 
considering what my intentions would be in any uncertain situation (please delete, and initial this paragraph 
if you do not agree with it.)

Signed:     ____________________________________________________________________________

Dated:       ____________________________________________________________________________
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• you are unable to sign the directive;
• you are present and direct that the directive be signed on your behalf by that person; and 
• the signature of the person is witnessed.

No one can sign your advanced healthcare directive without your express instruction.

The person directed to sign on my behalf and with my express instruction:

Print name:

_____________________________________________________________________________________

on my behalf (Directive-makers name)  _______________________________________________  in the 
presence of my designated healthcare representative (if appointed) and/or my alternate designated health 
care representative (if appointed) and 2 witnesses as required.

Signature of person directed to sign on my behalf:

_____________________________________________________________________________________

I have signed this in the presence of the directive-maker under their instruction.

Dated:       ____________________________________________________________________________
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These details must be completed if you are appointing designated healthcare representative.

insert directive-makers name  _____________________________________________________________

as set out in this advanced healthcare directive.

Print name: _________________________________________________________________

Signature: _________________________________________________________________

Date: _________________________________________________________________

Alternate designated healthcare representative

These details must be completed if you are appointing an alternate designated healthcare representative.

insert directive-makers name  _____________________________________________________________

as set out in this advance healthcare directive, in the event that the original appointed designated health 
care representative is unable to act.

Print name: _________________________________________________________________

Signature: _________________________________________________________________

Date: _________________________________________________________________
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presence of each other (delete if not applicable):

• the directive-maker  ____________________________________________________________________

• the person signing on behalf of and in the presence of directive-maker  ___________________________

• the designated health care representative if appointed  ________________________________________

• the alternative designated healthcare representative if appointed  ________________________________

First witness

Signature: _________________________________________________________________

Name: _________________________________________________________________

Relationship to the  
directive-maker: _________________________________________________________________

Date: _________________________________________________________________

Second witness

Signature: _________________________________________________________________

Name: _________________________________________________________________

Relationship to the  
directive-maker: _________________________________________________________________

Date: _________________________________________________________________
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Copies of this Advance Healthcare Directive have been given to the following  
(e.g. your GP, Health Care Proxy, Spouse, Best Friend, Solicitor):

Name: ___________________________________________  Telephone: __________________________ 

Address: ______________________________________________________________________________ 

Name: ___________________________________________  Telephone: __________________________ 

Address: ______________________________________________________________________________ 

Name: ___________________________________________  Telephone: __________________________ 

Address: ______________________________________________________________________________
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  Any organs or part

  Eyes  

  Bone and connective tissue 

  Liver

  Heart  

  Kidney(s)  

  Lung(s)

  Pancreas

For the purposes of:

  Any purpose authorised by law

  Transplantation  

  Research 

  Medical education

____________________________________________________________________________________

  

(Your signature and date)
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Your signature  _________________________________________________    ______________________ 

                                                                                                          (Date)

Your signature  _________________________________________________    ______________________ 

                                                                                                          (Date)

Your signature  _________________________________________________    ______________________ 

                                                                                                          (Date)

Your signature  _________________________________________________    ______________________ 

                                                                                                          (Date)

Your signature  _________________________________________________    ______________________ 

                                                                                                          (Date) 

(You have the right to change or cancel this Healthcare Directive at any time. If you do, you must advise 
everyone who has a copy that you have done so. If you make any major changes, it is naturally advisable 
to write a new Advance Healthcare Directive. Otherwise, all minor amendments to this documents must be 
signed by you, and dated.)
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