Fo rm 4 For patient record purposes, health services can affix identification label here

Powers of Attorney Act 1998 (Qld) section 44(2)
Version 5: approved for use from 30 November 2020.

Advancehealthdirective
(Queensland)

Use this form to give directions about your future health care and special
health care. Youcan also use this form to appoint an attorney(s) for
health matters.

To help you complete this form, please read Form 10 — Advance health
directive explanatory quidefirst.

Youshould then talk to people who are important to you and can help
inform your healthcare choices including your doctor, family and friends.

I Forms and explanatory guides are available at www.gld.gov.au/quardianship-planahead
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Whatis anadvance health directive?

At some point in the future, you may be unable to make decisions about your health care, even temporarily.

Your advance health directive is alegal document that allows you to give directions about your future health care and
special health care.

» Health care includes most medical treatments, procedures and services to treat both physical and mental conditions.
When nearing the end of your life, the definition of health care also includes life-sustaining treatment.

» Special health care includes special procedures such as participation in special medical research.

Your advance health directive also allows your wishes to be known and gives health professionals direction about the
treatment youwant.

Asthepersonwhois makingthisadvancehealthdirective,youarereferredtoasthe ‘principal’. Anydirectionsyougivein
thisadvancehealthdirective will onlyoperateifyoudonothave capacity tomakedecisionsaboutyourhealthcare.

Appointing an attorney(decision-maker)

Youcanalsouse thisformtoappoint someone thatyou trustto make decisions aboutyourhealthcareifthereisa
time whenyou do nothave capacity to make decisions about your health care. The person you appointis called your
‘attorney’.

Important information about your advance health directive

» Thisformcanonlybe completed by an adultwho has capacity to make anadvance healthdirective. Thismeansyou

must understand the nature and effect of the document you are signing. You must be making this document freely and
voluntarily, not due to pressure from someone else to make it.

» A doctor must sign section 5 ‘Doctor certificate’ of this form.

» Youmustsign this formin the presence of an eligible witness (a justice of the peace (JP), commissioner for
declarations, lawyer or notary public).

» If an interpreter is required to interpret or translate this document, they should complete Form 7—Interpreter’s/
translator’s statement.

» You are not required to register this advance health directive anywhere.

What to do with this advance health directive once complete:

» give a certified copy to your attorney(s) (if appointed), lawyer, doctor or health provider(s)

» notifyyourclosefamilyandfriends thatyouhave made anadvancehealthdirective and where tofind the
document.
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SECTION 1: YOUR PERSONAL DETAILS

You must fill in your
fullname, dateofbirth | Full name Janet Elizabeth Byrnes

and address.

Date of birth 19/5/1978
Refertosection1,
page5ofForm10 6 City Street
— Advance health Address
e T ROCKHAMPTON QLD 4555
uide. Suburb State Postcode

Phone number 07 4279 2222

Email janeto@email.com.au

SECTION 2: YOUR HEALTH CONDITIONS AND CONCERNS

Refertosection2, My major health conditions and concerns are:

page 5 of Form 10
— Advance health
directive explanatory
gquide.

Cross out thissection
ifyoudo notwantto

completeit.lfyoudo
complete this section

crossoutanyspace
in the box that you JEB & JP\CD
do notuse. to initial

SECTION 3: YOUR VIEWS, WISHES AND PREFERENCES

This sectionletsyourhealth  (a) These things are important to me: (Describe what living well means to you now and
provider, family and friends into the future e.g. spending time with your family and friends, living in your own home)
know whatisimportant to
younow andinto the future.

Because of my religious beliefs, | do not wish to receive any blood transfusions or

You are not giving organ transplants or tissues
directions about your

health care (section 4
allowsyoutodo this). You

sh_ould discuss this section JEB & JP\CD
with your doctor before .
completing it. to initial

Referto section 3, pages 5-
6 of Form 10 — Advance
health directive explanatory
guide.

Cross out this sectionifyou
donotwanttocompleteit.
If you do complete this
sectioncrossoutanyspace
in the boxes that you do
not use.
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(b) These things worry me about my future: (e.g. being unable to live at home, being unable to communicate)

v

(c) Thesearethe cultural,religious or spiritual values, rituals or beliefs Iwould like considel%my health care:

(d) Whenlamnearingdeath,thefollowingwouldbeimportanttomeandwdéuldcomfortme: (e.g.youmayprefertodie
at home or you may like a certain type of music played)

(e) Iwould prefer these people to be involydn discussions about my health care:

(f) Twould prefert}éz people not be involved in discussions about my health care:

JEB & JP\CD
to initial
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SECTION 4: YOUR DIRECTIONS

Before completing section4,itisrecommendedthatyoudiscuss your proposeddirections withyour doctor.

DIRECTIONS ABOUT LIFE-SUSTAINING TREATMENT

This part allows you to give directions about life-sustaining treatment when you are nearing the end of your life. For
directions about health care other than life-sustaining treatments, complete the part ‘Directions about other health
care’ on page 7.

Life-sustaining treatments are aimed at sustaining or prolonging your life (i.e. keeping you alive or delaying your
death). Examples couldiinclude CPR (cardiopulmonary resuscitation) and assisted ventilation (e.g. the use
of a breathing machine).

Your directions ahout life-sustaining treatment that you provide below will only apply if you are unlikely to regain
capacity to make your own decisions about health care and one of the following applies:

» youare sounwelldue to aterminalillness orconditionthat, in the opinion oftwo doctors, you arereasonablylikely
to die in the next 12 months

» youaresounwellduetoaninjuryorillnessthatthereisnoreasonable prospectthatyouwillrecovertothe extent
that you can live without life-sustaining treatment

»you are permanently unconscious (with no reasonable prospect of regaining consciousness)
»you are in a persistent vegetative state (involving severe and irreversible brain damage).

A health provider does not have to follow directions in an advance health directive that are not consistent with good
medical practice or will not benefit you. A health provider also does not have to follow directions that are uncertain or
where circumstances, including advances in medicine, have changed to the point that your directions are no longer
appropriate. Before completing this section, it is recommended that you discuss your proposed directions with
your doctor.

I give the following directions about life-sustaining treatment:
Youcanonlychoose

one opti on. (Please choose only one of the following four options)

Read all four options
(see nextpage for Option 1|

option 4) before you

P ) y Iconsentto all treatments aimed at sustaining or prolonging my life.
make a decision. |:|

Refertosection4, OR

pages 7-8 of Form 10 —

Advancehealthdirective m

explanatory guide.

|:| I refuse any treatments aimed at sustaining or prolonging my life.
OR
| Option3 |

|:| | cannot decide at this point. | want my attorney(s) to make the decisions about life-
sustainingtreatmentonmybehalfatthetimethedecisionneedstobe madeusing
the information in this advance health directive and in consultation with my health
providers and the people | have listed in section 3.

OR

See next page for option 4.
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I give the following specific directions about life-sustaining treatments:

(Tick one box per row in the table below)

Life-sustaining treatment (a) (b) (c)
I consent to this I refuse this I consent to this treatment in the following
treatment in all treatment in all circumstances (You must specify the particular
circumstances circumstances circumstances for each treatment)

CPR

(cardiopulmonary resuscitation) D D

(For option (c), specify circumstances here)

Assisted ventilation
(e.g. a machine which assists L]

your breathing through a face
maskorabreathingtube)
(For option (c), specify circumstances here)

Artificial nutrition
(e.g.afeeding tube throughthe L]

nose orstomach)
(For option (c), specify circumstances here)

Artificial hydration
(e.g. intravenous (IV) fluids) ] []

(For option (c), specify circumstances here)

Antibiotics

(For option (c), specify circumstances here) D I:'

Otherlife-sustainingtreatment

(statethetreatment,e.g. ] []
kidneydialysis)
(For option (c), specify circumstances here) | only want treatment when necessary to maintain my comfort and dignity with

particular emphasis on the relief of pain. Only if required for my dignity and
comfort as part of my palliative care no surgical operation is to be performed.

D I need more space.
Attach any additional pages to this form and tick the box to indicate that extra pages are attached.
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DIRECTIONS ABOUT OTHER HEALTH CARE

This part allows you to | give the following directions about my health care:
give directions about
health care, other than Health condition Directions about my health care

life-sustaining treatment. NI VAT

Youcanuse thispartto
give directions to consent
toorrefuse healthcare.

You do not need to
specify a health condition
but your directions need
to be clear.

Refer to section 4,
page9ofForm10—
Advance health directive

explanatory guide.

JEB & JP\CD
to initial

[ ] 1 need more space.

Attach any additional pages to this form and tick the box to indicate that extra pages are attached.
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DIRECTIONS ABOUT BLOOD TRANSFUSIONS

Ablood transfusionis
the transfer ofblood,

including blood products

(e.g.redcells, platelets
andplasma)fromone
person to another.
Referto section 4, page
9of Form10—

Advance health directive OR

explanatorygquide.

| give the following direction about blood transfusions:
(Tick one box only)

[ ] Iconsentto ablood transfusion
OR

Idonot consentto ablood transfusion

|:| other:

(If you tick this box you must specify the circumstances or types of transfusions that you
consenttoorrefuse, e.g. | consent to a transfusion of blood products but notblood.)

SECTION 5: DOCTOR CERTIFICATE

Adoctormustcomplete,
sign and date this
section.

INFORMATION FOR THE
DOCTOR

Refer to section 5,
pages9-10of Form10—
Advance healthdirective
explanatory guide and
the Queensland Capacity

Assessment Guidelines
2020.

By signing below, I certify that:
»1 am a doctor.
» lhavediscussedthe contents of this advance healthdirective withthe principal.

» Atthetime of makingthisadvancehealthdirective theprincipalappearedtometohave
the capacity to make this advance health directive. The principal appeared to:

» understand the nature and effect of this advance health directive
» be capable of making this advance health directive freely and voluntarily.

»1 am not:
» the person witnessing this advance health directive
» the person signing this advance health directive for the principal
» an attorney of the principal
» a relation of the principal or relation of an attorney of the principal
» a beneficiary under the principal’s will.

‘)
Doctor’s name | 1, 1o Postle

Name of facility or 16 Main Street

practice
Address of facility
or practice
ROCKHAMPTON QLD 4555
Suburb State Postcode
Phone number 07 4927 222
Doctor’s signature: Dr (AHG{TQW TOS'L'[Q Date: Date
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SECTION 6: APPOINTING AN ATTORNEY(S) FOR HEALTH MATTERS

This section allows you to appoint one or more attorneys to make decisions about health care for you. You can choose how
your attorney(s) can make decisions (e.g. jointly, severally, by a majority, successively or alternatively). You can also set
terms on your attorney(s)’ decision-making power or provide instructions on how your attorney(s) exercise their power.

WHO ARE YOU APPOINTING ASYOUR ATTORNEY(S) FOR HEALTH MATTERS?

Your attorney(s) must:

» have capacity to make
decisions for the
matter they are being
appointed for

» be 18 years or older

» not be a service
provider for a
residential service if
you are a resident there

» notbe your paid carerin
the previous three years
oryourhealthprovider.

Note: a paid carer is
someonewhoispaida
feeorwagetocarefora
personbutnotsomeone
receiving a carer’s pension
or benefit.

Your attorney(s) cannot
makedecisionsthatare
inconsistent with your
directionsinsection4if
thosedirections are clear
andcanbefollowedby
yourhealthproviders.

Refer to section 6,
pages 10-11 of Form 10 —
Advance health directive
explanatory guide.

Cross outthis partifyoudo
notwantto completeit.

Ifyoudonotwanttoappointan attorney(s)forhealth matters, oryouhave already
appointed one in an enduring power of attorney and you do not want to change it, go to

section 7.

| appoint the person(s) listed below as my attorney(s) for health matters:

(in no particular order)

Full name Mrs Judith Mavis Ringbold

22 East Street
Address ROCKHAMPTON QLD 4555

Suburb State Postcode
Phone number /
Email /

/

Full name /
Address

Suburb State Postcode
Phone number /
Email /

/

Full name /
Address

Suburb State Postcode
Phone number /
Email /

/
to initial
/

Address

Suburb State Postcode
P%e number
Email

| @ appointing an additional attorney(s) and need more space.

Attach any additional pages to this form and tick the box to indicate that extra pages are attached.
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HOW MUST YOUR ATTORNEYS MAKE DECISIONS?

Only complete this part
if you are appointing

more than one attorney.

Refer to section 6,
pages 12-13 of Form
10 — Advance health
directive explanatory

guide.

If you do not complete this part your attorneys must make decisions jointly.

| authorise my attorneys to make decisions:
(Tick one box only)

|Eintly (all of my attorneys must agree on all decisions)

OR

severally (any one of my attorneys may decide)
OR
|:| by a majority (more than half of my attorneys must agree on all decisions)

OR

|:| other: (e.g. jointly and severally, or appointing a successive or alternative attorney)
(If you choose ‘other’, please specify how you want your attorneys to make decisions)

TERMS AND INSTRUCTIONS FOR YOUR ATTORNEY(S

Only complete this
partifyouwantto set
terms onthe exercise
of power by your
attorney(s) or provide
instructions to your
attorney(s) about
the exercise of their
powers.

Refertosection6,
page13ofForm10—
Advance health
directive explanatory
guide.
Crossoutthispartif
you do not want to
complete it. If you do
complete this part
cross outany space
in the box that you
do notuse.

Write the terms and instructions for your attorney(s) here:

[ ]

JEB & JP\CD
to initial

I need more space to write my terms and instructions.

Attach any additional pages to this form and tick the box to indicate that extra pages are attached.
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SECTION 7: DECLARATIONS AND SIGNATURES

PRINCIPAL’S SIGNATURE

Asthe principalyou
mustsignthis part

infrontofaneligible
witness.

Refer to section 7, pages
14-15 of Form 10 —
Advance health directive
explanatory guide
andthe Queensland
Capacity Assessment
Guidelines 2020.

An eligible witness must
be a:

» justice of the peace
(JP)

» commissioner for
declarations

» lawyer
» notary public.
Thewitnessmustnotbe:

» the person signing for
you

» your attorney (e.g.
under an advance
health directiveor
enduring power of
attorney)

» someone related to

you or related to your
attorney

»a paid carer or health
provider for you (i.e.
your health provider)

» a beneficiary under
your will.

By signing this document, | confirm that:

» | am making this advance health directive freely and voluntarily.
AND

» 1 understand the nature and effect of this advance health directive including:

» the nature and likely effects of each direction in this advance health directive

» thatadirection operates onlywhileldonothave capacityforthe healthmatter
covered by the direction

» thatlmayrevoke adirectionatanytimelhave the capacitytomakeadecisionabout
the health matter covered by the direction

» thatatanytimeldonothave capacity torevokeadirection,l willbe unableto
effectively oversee the implementation of the direction.

AND

» | understand that if | am appointing an attorney(s) for health matters that:

» 1 may specify or limit my attorney(s)’ power and instruct my attorney(s) about the
exercise of the power

» thepowergiventomyattorney(s)beginswhenllose capacitytomakedecisionsfor
health matters

» once myattorney(s)’ powerbegins, myattorney(s)will have full control over, and
power to make decisions ahout, health matters subject to any terms or information
included in this advance health directive

» Imayrevokethepowergiventomyattorney(s)inthisadvancehealthdirectiveatany
time l am capable of making an advance health directive giving the same power

» the powerlamgiving tomyattorney(s)continues evenifldonothave capacityto
make decisions about health matters

» iflamnot capable of revoking this advance health directive, l willnotbe able to
overseetheuseofthepowergiventomyattorney(s)forhealthmatters.

ONLY SIGN THIS PART IN FRONT OF AN ELIGIBLE WITNESS

Principal’s signature.’ 'ﬂdad ?Wed Date: Date

Witness’s signature:__JP\Cdec Qual (Registration Number) __Date: _Date

(Witness must also sign page 12)

Person signing for the principal

If you are physically
unable to sign this form
anotherpersonwhois
eligible must sign the
form foryou.

Refer to section 7, page
15 of Form 10

— Advance health
directive explanatory

gquide.

By signing this document, | confirm that:

» lamnot a witness for this advance
health directive

» the principalinstructed me to sign
this document

»1 am 18 years or older » 1 am not an attorney of the principal.

Name

Address

Suburb State Postcode

ONLY SIGN THIS PART IN FRONT OF THE PRINCIPAL AND AN ELIGIBLE WITNESS

Personsigningforthe principal signs here: Date:

Witness’s signature: Date:
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WITNESS CERTIFICATE

This partmustbe
filled'in andsigned by
the eligible witness
atthe same time that
you sign the advance
health directive.

INFORMATION FORTHE
WITNESS

As awitnessyou
arenotsimply
witnessing the
principal’s signature.
You must also be

satisfied that the
principal appears to

have capacity tomake
the advance health
directive.

Refertosection7,page
16 and pages 20-21 of
Form 10 — Advance
healthdirective
explanatory guide

and the Queensland
Capacity Assessment
Guidelines 2020.

Ifaninterpreterassisted
inthepreparationof

thisdocumentorifan
interpreter is present
when thisdocumentis
witnessed,complete

Form 7 — Interpreter

By signing this document, | certify that: (Tick one box only)
v |the principal signed this advance health directiveinmypresence

OR

|:| inmypresence, the principal instructed another personto sign this advance health

directive for the principal, and that person signed it in my presence and in the presence
of the principal.

AND

» 1 am a:(Tick one box only)

v liustice of the peace (JP) — |

Note: tick the

appropriate
box only

v
|:| lawyer

commissioner fordeclarations \

[ ] notary public.
»1 amnot:
» the person signing the document for the principal_
» an attorney of theprincipal
» arelation of the principal orrelation of an attorney of the principal
» a paid carer or health provider of the principal
» a beneficiary under the principal’s will.

» lhaveverified thatsection5ofthisadvancehealthdirective has beensigned
and dated by a doctor.
» Atthe time ofmakingthis advancehealthdirective theprincipalappearstometohave
thecapacitytomakethisadvancehealthdirective. Theprincipal appearsto:
» understand the nature and effect of this advance health directive
» be capable of making the advance health directive freely and voluntarily.

’s/

translator’s statement

www.publications.qld.
gov.au

at

Thisdocument(includinganyadditional pages) has pages.

Date: Date

Witness’s signature:__JP/CD Signature
(Witness must also sign page 11)

JP/CD Name Qualification

Witness’s name:

Seal of office
JP\CD Reg No
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SECTION 8: ATTORNEY(S)’ACCEPTANCE

If you have appointed Insigning this advance healthdirectivel accept the appointmentinaccordance with the
an attorney(s) terms of this advance health directive and confirm that:

undersection 6the
attorney(s) mustsign
this section.

» lhave read this advance health directive and l understand that I must make decisions
and exercise powerinaccordance with this advance health directive, the Powers of
Attorney Act 1998 and the Guardianship and Administration Act 2000.

Itdoes not matter » lunderstand:

which orderyour

attorney(s) sign this

section.
Your attorney(s) must

signthis section ofthe

» in exercising my powers | must apply the general principles and if | exercise powers for
health care matters, the health care principles underthe Powersof Attorney Act 1998

and the Guardianship and Administration Act 2000
» the obligations of an attorney and the consequences of failing to comply with those

S obligations.
original form after you
andthewitness have » | declare that:
S B » 1 have capacity for the matter that | am appointed for
INFORMATION FOR

» | am 18 years or older

ATTORNEYS
Anattomeyhas » 1 am not a paid carer for the principal
important duties and » lamnot a health provider for the principal
obligations. » lamnotaserviceproviderforaresidential service where theprincipalisaresident.

Refer to section 8, page
17 and pages 22-24 of

Form10—Advance Signature:
health directive
explanatory guide for Fullname: Date:

further information
aboutthedutiesand
obligations of an

attorney. Signature:
Note: a paid carer is
someonewhoispaid  gyliname: Date:
afee or wage to care
forapersonhbutnot
someone receiving
acarer’s pension or Signature:
benefit.
Fullname: Date:
Signature:
Fullname: Date:

|:| I have appointed an additional attorney(s) and need more space for my attorney(s) to sign.

Attach any additional pages to this form and tick the box to indicate extra pages are attached.

Page 13 | ADVANCE HEALTHDIRECTIVE | Version 5: approved for use from 30 November 2020.


https://www.legislation.qld.gov.au/view/html/inforce/current/act-1998-022
https://www.legislation.qld.gov.au/view/html/inforce/current/act-1998-022
https://www.legislation.qld.gov.au/view/html/inforce/current/act-2000-008
https://www.legislation.qld.gov.au/view/html/inforce/current/act-1998-022
https://www.legislation.qld.gov.au/view/html/inforce/current/act-2000-008
https://www.publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive-forms/resource/e904421c-b1e7-4f43-a918-474ae8c496fa
https://www.publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive-forms/resource/e904421c-b1e7-4f43-a918-474ae8c496fa
https://www.publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive-forms/resource/e904421c-b1e7-4f43-a918-474ae8c496fa

You should:

» keep the original in a safe place

» give a certified copy to your attorney(s) (if appointed), doctor, other health provider(s), bank or lawyer

» notify your close family and friends that you have made an advance health directive and where to find the document
» review your advance health directive at least every two years or if your health changes significantly.

Refer to ‘Further information’ on pages 18-19 of Form 10 — Advance health directive explanatory quide for information
on how to make a certified copy and how your advance health directive may be revoked.

My Health Record

If you wish your document to be in My Health Record you can upload it via the My Health Record website at
www.myhealthrecord.gov.au. Yourdocument will be valid regardless of whetheritis uploaded.

Office of Advance Care Planning

You are able to have your advance health directive uploaded to your Queensland Health electronic record. To do this,
send a copy of your document to the Office of Advance Care Planning. This way it will be easily available to authorised
clinicians involved in your care when it is required. A copy of your document can be sent to the Office of Advance Care
Planning at acp@health.qld.gov.au, PO Box 2274, Runcorn, Queensland 4113 orfax 1300 008 227.

What about registering as an organ donor?

Ifyouareinterestedindonatingyourorgansafterdeath, visit the Australian Organ Donor Registeratdonatelife.gov.au
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