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What is the Five Wishes Document?
 |tis an advance directive

* An advance directive is a written statement of a
person's wishes regarding medical treatment, made
to ensure those wishes are carried out should the
person be unable to communicate them to a doctor

or others
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What is the Five Wishes Document?

* Names another person to be your agent & speak on
your behalf, with up to two additional people as

backup

* Allows you to be specific about the types of
treatment you want or may not want

* The Five Wishes also addresses a person’s
emotional, spiritual & personal wishes which makes
it different from other advance directives
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The History of the Five Wishes
* |t was created by attorney Jim Towey

e He was the attorney for Mother Teresa &
volunteered for her as well

 Through his work with Mother Teresa he saw the
need for people to plan for their future care, so he
created the Five Wishes

* The Five Wishes document is copyrighted (will let
you know how to order one later in the presentation)
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WISHES

Obtain a copy at
fivewishes.org
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Five Wishes

here are many things in life that are out of our hands. This Five

Wishes document gives vou a way to control something very

importani—how you are treated if vou get seriously ill. It is an easy-to-
compleie form that lets you say exactly what you want. Once it is filled owt

and properly signed it is valid under the laws of most states.

What Is Five Wishes?

Five Wishes is the first living will that tatks
about your personal, emotonal wnd spiritual
needs as well as your medical wishes, 1t lets
you choose the person you want to make
health care decisions for you if you are not
able o make them for yourself. Five Wishes
lets you say exactly how you wish to be

reated if you ges senously il It was

written with the belp of The American Bar
Associntion’s Commission on Law and Aging,
and the nation’s leading experis in end-of-life
care, It's also casy 1o use, All you have w do is
check a box. circle a direction, or write a few

sentenoes.

How Five Wishes Can Help You And Your Family

* It lets you wmlk with your family,
friends and doctor about bow you
want to be treated if you become
seriously il

*  Your family members will not have o
guess what you want, It protects theen
If you become seriously 111, becmuse

How Five Wishes Began

For 12 yeurs, Jim Towey worked closely with
Maother Teresa, and, lor one year, he lived iny
haospice she run in Washington, DC. Inspired by
this fisst-hand expenence, Mr, Towey sought o
wary Tor patients and their families o plan ahead
and to cope with senious (liness. The result is
Five Wishes and the respofse g0 it has been

they won't have to meke hard choloes
without knowing your wishes.

*  Youcan know whit your mom, dad,
sposise, or friend wands, You can be
there for them when they need you
most, You will underssand whia they
really want,

overwheiming. It has boen featured on CNN
and NBCs Today Show and in the pages of
Time und Money magazines. Newspapers have
called Five Wishes the tiest “living will with o
hewt and soul. ™ Toduy, Five Wishes is availabie
In 27 languages
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Who Should Use Five Wishes

Five Wishes is for anyone 18 or older — works so well, lawyers, doctors, hospitais
married, single, parents, adult children, and hospices, faith communitics, employers,
and friends. More than 20 million people and retiree groups are handing out this

of all ages have already used it Because it document,

Five Wishes States

1If you live in the District of Columbia or one of the 42 states listed below, you can use
Five Wishes and have the peace ol mind 1o know that it substantially meets your state’s
requirements under the law:

Alnska Hinois Montana South Carollna
Arizona Town Nebruska South Dakota
Arkansas Kentucky Nevada Tennessee
Californis Lonisiana New Jorsey Vermoat
Colorado Maine New Mexico Virginia
Connecticut Marylund New York Washington
Delaware Massachusetts North Carolina West Virginia
Flonda Michigan North Dakot Wisconsin
Georgia Minnesota Oklahoma Wyoming
Hawall Mississippi Pennsylvania

Idaho Missouri Rhode Island

If your state is not one of the 42 states listed here, Five Wishes does not meet the technical
requirements in the statutes of your state. SO some doctors in your state musy be reluctant
to honor Five Wishes. However, many peaple from states not on this List do complete Five
Wishes aloog with their state's legal form. They find that Five Wishes helps them express
ull that they want and provides a helpful guide to family members, friends, care givers

und doctors. Most doctors and bealth care professionals know they need 1o listen to your
wishes no matter how you express them.

How Do | Change To Five Wishes?

You may already have a living will or a durable power of attorney for health care, If you
want to use Five Wishes instead, all you need to do is fill out and sign a new Five Wishes
as directed. As 500N 48 you sign it it takes away any advance directive you had before, Ta
make sure the right form is used, please do the following:

. Destroy all copies of your old lving will - Tell your Health Care Agent, family
or durable power of attomey for bealth members, and doctor that you have
care. Or you can write “revoked™ in lage filled out a new Five Wishes,
letters across the copy you have. Tell Make sure they know about your
your lawyer if he or she helped prepare new wishes,

those old forms for you, AND
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WISH 1
The Person | Want To Make Health Care Decisions For Me
When | Can't Make Them For Myself.

1 1 am no longer abie o make my own health care My attending ov treating doctor finds 1am ne
decisions, this form names the pervon | choose 1o longer able to make health core choices, AND
make these choices for me. This person will be my *  Another health care professional agrees that
Health Care Agent (or other term that may be wxed in this & true,
my state, nech as proxy, representative, ov surrogare ), If my xtate hay a different way of finding that 1 am nor
This person will make my health care chaices | both able tor make health care chotees, then my yiate 's way
of these things happen: should be foilowed.

The Person | Choose As My Health Care Agent Is:

First Cholce Name Phong

Address City/State/Zp

If this person is not able or willing (o0 make these choices for me, OR is divorced or legally separated from me.,
OR this person has died, then these people are my next choices:

Second Choice Name Thrd Choce Name

Addross AOKESS

Clty/State/Dp City/State/Dp

Phoog Phone

Picking The Right Person To Be Your Health Care Agent
Choose someone who knows yoa very well, and follow your wishes. Your Health Care
cares sbout you, and who can make difficult Agent should be at least 18 years or older (in
deciseons. A spouse or family member may Colorado, 21 years or older) and should not be:
not be the best choice because they are 100 . . - ¥
emationnlly involved. Sometimes they are the o Your health care providier, including the

owner or operstor of & health or eesidentiad
oF community care facility serving you

best choice. You know best. Choose someone
who 18 able to stand up for you 5o that your

wishes are followed. Also, choose someone who *  Anemployee or spouse of an employee of
is likely to be nearby so that they can help when

you need them. Whether you choose a spouse,
family membes, or friend as your Health Care
Agent, make sure you talk about these wishes
aaud be sure that this person agrees to respect

vour health care provider,

*  Serving as an agent or proxy for 10 oe
more peopie unless he or she s your
spouse or close relative.
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Wish 1: The person | want to make health care
decisions for me when | can’t make them for myself

* This person must be at least 18 years old
* Cannot be your health care provider

 Cannot be an employee or spouse of an employee of
a health care provider

* Someone serving as a proxy for 10+ people
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Wish 1: The person | want to make health care
decisions for me when | can’t make them for myself

* This person should be someone who has a clear
understanding of what you want

e Should also be someone you can trust to carry out
your wishes

 He or she should be readily available in case of an
emergency
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Wish 1: The person | want to make health care
decisions for me when | can’t make them for myself

 On page five it lists various powers you can give your
agent

 There is room to add your own specifics

* Direction on what to do if you change your mind
regarding your Health Care Agent
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1 wnderssand that my Health Care Agent can make health care decisions for me, | want my Ageni to be able to do the
Jollowing: Please cross out anything you don’t want your Agent to do that ks listed below.)

Maike chosves for e sbout my medscal cane

or services, like wsis, medicine, or surgery.

This care or service could be o find oat what my
fealth problem is, oc how o treat s, It can also
Include care to keep me alive, 1f the treatment or
care has already searted, my Health Care Agent
ean koeg it going or Isave it stopped.

Interpret any instroctions [ have given in

this form or given in other discusssons, acconding
to my Health Care Agent’s understanding of my
wighes and values

Congent to sdmission wo an assissed living facility,
bospital, hospece, or nursing hame for me, My
Health Care Agent can hire any kind of healiy
care worker 1 may need to belp me or take care of
me, My Agent mny also fire a healih care worker,
M needed,

Make the decision to request, take away or not
give medical Rt ificially-

provided food ud waser, und uny ocher
treatments @ keep me alive.

See and app ) of my medical reconds
and personal fles. 111 posd to sign my name 10
et any of these files, my Health Care Agent cam
sign It for me

Maove me 1o another state 10 get the care | noed
Or S0 carry out my wishes.

Authorize or rofuse 10 suthorize any medication
or procedure needed to belp with pain.

Tuke sy Jogal action needed o cary out iy wishes

Dotsste useable angans or tissues of mine 2
allowed by taw.

Apply for Medicare, Medicaid, or other prog
or msurance benefits for e My Health Care
Agent can see my personal files, like bank
meoands, 1o find oot what is needed to fill out
these foams,

Lissed below are any changes, additons, or
Hmitations oo my Health Care Agent’s powen,

If | Change My Mind About Having A Health Care Agent, | Will

*  Destroy all copies of this part of the
Five Wishes form, OR
*  Tell someone, such & my doctor o

family, that | want 1o cancel or change
my Health Care Agent. OR

Write the word “Revoked" in large
letters across the name of each agent
whose authority | want 1o cancel.
Skgn my name on that page.



>
Five Wishes HOPE

Haspice & Hoolth Services

WISH 2
My Wish For The Kind Of Medical Treatment
I Want Or Don't Want.

believe that my life is precious and | deserve to be teeated with dignity. When the tipe comes that
L am very sick and am not able to speak for myself, I want the following wishes, and any othor
directions I have given to my Health Care Agent, to be rexpected and followed.

What You Should Keep In Mind As My Caregiver

*  1donot want to be in paln, 1| want my doctor 1o ¢ 1donot wanl anything done or omitted by my
give me enough madicine to relieve my pain, doctors or nurses with the intention of taking
even if that means that 1 will be drowsy or sleep my life,

more than | wonld otherwise, *  Lwant to be offered food and flulds by

mouth, and kept clesn und wiarm.

What “Life-Support Treatment” Means To Me

Life-support treatment means any medical proce- and anything else meunt 10 keep me afive.

dure, device or medication 1o keep me alive, 1P I wish to limit the meaning of life-suppon
Life-support treatment includes: medical treatment because of my religious or personal
devices pul in me to belp me breathe; food and beliefs, 1 write this limitation in the space below,
water supplied by medical device (tube feeding); I do this to make very clear what 1 want aod
cardiopulmonary resuscitation (CPRY; major under what conditions

surgery; blood transfusions; dialysis; antiblotics;

In Case Of An Emergency
If you have a medical emenency and signed by a doctor. This foom lets ambulance
ambulance personne! armve, they may look personnel know that you don't want them 10 use
o see 1 you have & Do Not Resuscitute form life-suppont treatment when you aro dying. Please
or brucelet, Muny staies nequine & person o check with your doctor o see if you need to have
have 4 Do Nt Resuscitite form filled out and 2 Do Not Resuescitate form Alled ot
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Wish 2: My wish for the kind of medical treatment |
want or don’t want

 What to keep in mind as my caregiver
 What “Life —Support Treatment” means to me

* What to do in case of an emergency; DNR, CPR &
POLST Form
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Wish 2: My wish for the kind of medical treatment |
want or don’t want — Scenarios

e Close to Death
* Inacoma & not expected to wake up or recover

* Permanent & severe brain damage, not expected to
recover

 |n another condition under which | do not wish to be
kept alive



Five Wishes

HOPE

Haspice & Hoolth Services

Here ix the kind of medical rreatmeni that [ want or don't wang in the fovr situations listed below:. T weant my Health
Care Agent, my formily. ey doctory and other health care providers, my friends and all others to know these directions

Close to death:

If my doctor and another health care professional both
decide that I am likely to die within a shost period of
time, und life-support treatment would only delay the
moment of my death {(Choose ore of the fallowing):

3 want to have life-support treatment

3 1 do not want life-support treatment. 1§t has
been started. 1 want it stopped.

D 1wt o have lite-suppoet trestment i my doctor
believes it could help. But 1 want my doctor o
stop giving me life-suppoct treatment if it is not
helping my health condition or sy mptoms.

Iin A Coma And Not Expected To
Wake Up Or Recover:

1f my doctor and another health care professional both
decide that | am In s coma from which [ am not expected
w0 wake up or recover, wd | have brabn dumage, and lite-
support treatment would only delay the moment of my
death (Choase one of the following )

3 1 want 1o have life-support treatment.

1 do not want life-supgort treatment. If it has
been started, T want it stopped.

2 1 want o have life-support treatment if my doctor
believes it could belp, But 1 want my doctor to
Stop giving me life-support treatment if it is not
helping my health condition or Sy mptorms.

Permanent And Severe Brain Damage
And Not Expected To Recover:

If my doctor and another health care professional both
decide that 1 have permuanent and severe brain damage,
(for example, | can open my eyes, but 1 can not spesk
or undenstand) and | am not expected 1o get beter, and
life-support treatment would only delay the moment of
my deuth (Choose one of the Tollowing )

3 want w have life-support treatment.

[ 1do not want life-support treatment. If it has
been started, 1 want it stopped.

3 I wunt to have life-support treatment if my doctor
believes it could belp. But 1 want my doctor to
stop giving me life-suppoet treatment if it is not
belping my health condition oc symptoms.

In Another Condition Under Which |
Do Not Wish To Be Kept Alive:

I there is another condition under which | do not wish
10 have Hte-support treatiment, T describe it below. In
this comdition, | believe that the costs and burdens of
Hife-support treatment are 1o much and not worth the
benefits 10 me. Therefore, in this condition, T do not want
life-support treatment, (For example, you may write
“endl-stage condition,” That means that your health has
gotten worse, You wre not able 1o take cure of yoursell in
any wity, mentally or physically. Life-suppost reatment
will not belp you recover. Plesse leave the space blank if'
you have no other condition to describe. )
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he next three wishes deal with my persanal, spiritwal and emotional wishes. They are important to

me. d want ro be ovated with digniry near the end of my life, so I would like people 10 do the things
written in Withes 3,9, and 5 when they can be done. I understand that my family, ey doctors amd inher healtly
care providers, my friendy, and otfers may ros be able to do these things or are wod yequired by law to do these things
o not expect the following wishes o place rew or added legal duties on my doctors or ather health care provider.
L ailsor do now expect these wishes o exciese my dictor or other health cave providers from givieg me the proper care

asked for byl .
WISH 3
My Wish For How Comfortable | Want To Be.
(Please cross out anything that you don’t agree with.)

1 do not want to be in pain, | wast my docior
w0 give e enough medicine o relieve my pain,
even if that means | will be drowsy o sleep
more than | would otherwise.

161 show signs of depression, nausen, sharness
of breah, or hallucinations, I want my care
givers to do whatever they can 1o help me

1 wish 1o have 2 coal mosst clath put on my
bead iF 1 have o fever

1 wane my lips and mouth kept mosst 1o

S0P dryness.

T wesh 10 have warm baths aften. 1 wish o be
kept fresh and clean at all times.

1 wish 10 be massaged with warm odls as ofien
o [ can be,

T wisdy to have my favorie music played when
possible ot may time of desth.

T wish 1o have personal caro [ike shuving, nuil
clippang, haur beusthing, and teeth brushing, as
long as they do sot catso me pain or discomfiont.
1 wish to have religioas readings and well-
loved! poemns wead akoud when 1 am near denth.

T'wish 10 know about options for hospice care to
provide medical, emotional and spiritual cae for
me und my loved ones,

WISH 4

My Wish For How | Want People To Treat Me.
(Please cross out anything that you don't agree with,)

I wish to have people with me when possible.

T want someone 10 be with me when it seeims
that death may come at any time.

I wish so have my hund beld id o be tiked
to when possible. even if [ don’™ seem w
respond to the volce or woch of others.

T wish 1o have others by my side praying for
me when possibile,
I wish to have the members of my faith

community told that [ am sick and asked 10
pray for me and visit me,

I wish to be cared for with kindness and
cheerfulness, and not sadness,

1 wish to have pactures of my loved ones in
my room, near my bed

I 1 am poe uble so control my bowel or
bladdor functions, | wish for my clothes and
bed linens 1o be kept clean, and for them 1o
be changod aé s00n as they cun be if they
bave been soiled,

1 want to die in my bome, if that can
be done,
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Wish 3: My wish for how comfortable | want to be

 Addresses how you want pain and other symptoms
managed

* Allows you to cross out anything you don’t want or
agree with
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Wish 4: My wish for how | want people to treat me

* Address how you want others to treat you while you
are being cared for, 1:1 contact

* Provides scenarios of various treatment situations,
you can cross out any you don’t want or agree with
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WISH 5

My Wish For What | Want My Loved Ones To Know.
(Please cross out anything that you don’t agree with.)

I wish to have my family and friends
know that T love them,

I wish to be forgiven for the times | have
hurt my family, friends, und others.

1 wish to have my family, friends and
others know that | forgive them for when
they may have hurt me in my life.

1 wish for my family and friends to know
that I do not fewr death ftself, 1 think it is not
the end, but a new beginning foe me.

I wish for all of my family members to
mike peace with each other before my
death, if they can.

I wish for my family and friends o think
about whiat 1 was ke before 1 became
seriousty i1l T want them to remember me
In this way after my death,

I wish for my family and friends und
caregivers (o respect my wishes even if
they don't agree with them.

1 wish for my family and frends to look
st my dying as a time of personal growth
for everyone, including me. This will help

me live & meaningful life in my final days.

I wish for my family and friends 1o get
counseling if' they have trouble with my
death. | want memories of my life to give
them joy and nol sorrow.

After my death, I would like my body 10
be (circle one); buried  or cremated,
My body or remains shoald be put in the
following location

The following person knows my funeral
wishes:

If anyone asks how I want to be remembered, please say the following sboat me:

If there is to be a memorial service for me, | wish for this service to include the following
(lise music, songs, readings or other specific requests that you have):

{Please use the space below far any other wishes. For exumple, you may want to donate any or all parts of your
body when you die. You may also wish to designate a charity to receive memorial contributions. Please attach o
separate sheet of paper i you need mons space. )
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Wish 5: My wish for what | want my loved ones to
know

Expressions of love

Requests to grant or be granted forgiveness
Cremation or burial

If you want a memorial service or not

How you want to be remembered

Cross out any situations that don’t apply for you
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Signing The Five Wishes Form

Please make sure you sign your Five Wishes form in the presence of the two witiresses.

I s &5k that ey family, my doctors, and other bealth care providers,
my friends, and all others, follow my wishes as communicated by my Health Care Agent (if 1 have ome and be
or she is available), or as otherwise expressed in this form, This foem becomes villd when I am unable 10 make
decisions or speak for myself, If any past of this form cannot be legally followed, | ask that all other parts of this
farm be followed. 1 also reveke any bealth care asdvance directives | hive made before,

Signature:
Address:
Phoae: Date:

Witness Statement - (2 witnesses needed):

1, B wimness, declare the the persisn who sgnod oc acknowledged this form (hereal “perwn’) is p Ly knows
me, Bt heishe signed or ackoowledged this [Helth Care Agent sedice Liviang Will foom{s)] s vy presenoe, and tha he'e
appeans 30 be of sooad mind and under no duress, fewad, ar undoe inflsence.

Falso dectare that Tam over 18 years of uge st am NOT:
* The individual appointed a3 (agent'proxy/ * Financally responsible for the person's
/pati 1 ivel by healthy

Rate/p advacate/rep re,
this doc of hisher A « Anemployes of a Life ar health insrance
* The persan’s health caro provider, including R-nvidcr for the persan,
uwner or operasor of o health, loog-term care, = Related ta the person by blood. marmringe, o
or other residential ar commanity care fucility adoption, and.,
serving the person, » To the bess of my knowledge, a credisor of the
» An employee of the persan’s health care person or entitled 10 any part of hisher estate
provider, under a will or codicil, by operation of law,
(Same states mier have fewer rudes ot who sy be o witmess, Diless e Raworw swaar state's rules, plegese follom the atvve, )
Signature of Witness #1 Sigrature of Wilness #2
Primsd Name of Wiress Printed Mame of Winess
 hddress ks
Phorn Phooe
Notarization - Ony required for resigents of Mssoun, North Caroina, South Caroling and West Virghnla
. 18 you v i Mitsosn. caly suss signatioe . 1 wew live s Nt Camibin, Sout Canodises or West Virginky,
shirerdd b pacized. 300 @euikl ke your sgraning, od e sigraines of your
AT, Ot
o = —————=— === COUNTY OF
Ow s day of CAL e M
. o Mt i WOATATY 102 e (0 s TROTOTHY VTVEN) B2 B e porsodn e s e
ey -y N Iy ¥ P d befiez s, 4 Notary Poblic. within s fr he Seam onil County idonsicnl, wl
seknoe fedped that they frecly end ks ly execeted the sz fov the prrposis staed hessin
My Comurension Expaws =
10 Netury Pubso
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Signing of the Five Wishes
* Must be signed in front of two witnesses

* Witness cannot be:
— Under 18 years old
— Your agent listed on the Five Wishes

— Health Care provider or an employee of the health care
provider

— Financially responsible for your health care
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Signing of the Five Wishes

* Witness cannot be:
— Employee of a life or health insurance provider for you
— Related by blood, marriage or adoption

— Not a creditor of yours or entitled to any part of your
estate under a will or codicil, by operation of law

e California does not require the Fives Wishes to be
notarized
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What To Do After You Complete Five Wishes

* Make sure you sign and witness the form just o Talk 1o your doctor during your next office visit.
the Way it says in the directions, Then your Give your doctor n copy of your Five Wishes.
Five Wishes will be legal and valid, Make sure it is put in yoar medical record. Be

*  Talk sbout your wishes with your health care sure your doctor understands your wishes unid
pgem, fumily members and otlsers who cire 15 willing 1o follow them. Ask him o her w teld

about you. Give them copies af yaur othes doctors wh trear you fo booor thern.

completed Five Wishos. * I you are adomitted 10 o hospital or nursing home,

*  Keep the original copy you signed In a ke 4 copy of your Five Wishes with you. Ask

specinl place in your home, Do NOT put (hat it be put in yeur medical record,
itin o safe deposit box, Keep it nearby so * 1have given the following people copees of my
that someone can [ind it when you need it completed Five Wishes:

« Fill out the wallet card below, Carry it with
you. That way people will know where you
keep vour Five Wishes. —

Rosidents of Wiscossiy must attach the Wisconses notice statenent (o Five Wishes.
Mor information nnd the potice stutement are avallablo o sowwagingyitbdignity.org or |- 888.594.7437,

Residkents of Institutions In Carmorsas, Consenens, D aware, Gromoia, New Yons,
Nowern Dawora, Sovmie Canonsa, and Veuons Must Follow Specisl Witnessing Rules,

If you live in cerain mstitutions (4 imrssig home, othes ficensed long team care facility, a home for the menally
retanded or developmentally disabled, or a meatal heolth institution) In one of the stanes limed above, you may
bave w follow special “witnessing requiremenss” for your Five Wishes 1o be valsd. For further infarmurion,
please contact & sockal woker or patien! advocate at your institution.

Five Wishes te meant 10 help yos plan for the fatcare:, 16 i tof meant fo give you legal advice. It does noe oy w0 answer all
avieseicans abvonr avyefring far cowld come s, Every person is differens, and esery situation ix differont. Laws ovange
S 2t to ireve B yeus beave it pwefic gueeition or problem, talk to a medioal or lagal peofessiond for adivice,

Five Wisthes Wallet Card

Imparant Notioe 10 Medical Pessonnel: My primary care physicinn is
I hiive 3 Five Wishes Advance Durective.
e
Slgianare Ao T
Plesse consule this document unddar my Healdh Care Fviaw

Agent i an omergency, M ent &5
= PuALNe My document is located ax:

Adeioan Ty Sty

LA
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After signing:
* Make copies for all those named as agents, your
physician & anyone you feel may need a copy

 Keep the original in a safe but easily accessible place
(Not the safety deposit box)

* Fill out the wallet card provided and keep it in your
wallet or purse in case of an emergency
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The Five Wishes is a copyrighted document, to obtain
a blank copy call:

(888) 5 Wishes
(888) 594-7437
or go to
www.FiveWishes.org
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PERMITS DIS OSURE OF POLST TO OTHER HEALTH CARE PROVIDERS ECESSARY
Physician OrdersforLifo—Sustaininngmm(POLST) Your doctor can
Eial_follow _thess _orcwn,  fhen comtect | Fotent Last Name: Dalo Form Froparos:

——— provide you with a
POLST form.

o | O mmnuummtsmmcmuouMAmmmmtwmmnm
" Dmuammnmmmmm @wmncm)

Or, click here to
Inm:'“ﬁr;h;;:;ammmmmmmuomm download the

' 0 Soloctive Treatmont - goa! of treating medical conditions while avoiding burd
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Five Wishes & POLST Form HOPE
POLST Form
 Stands for Physician’s Orders for Life Sustaining
Treatment

 Addresses emergency measures, not the same as an
advance directive; compliments it

* Original MUST be in pink, black & white copies are
acceptable

* Must be signed by a physician to be effective



Five Wishes & POLST Form HOPE

POLST Form
Section A, Cardiopulmonary Resuscitation:
* Attempt Resuscitation — CPR
* Do Not Attempt Resuscitation — DNR

* |f CPR is chosen in Section A, then Full Treatment
must be chosen in Section B



Five Wishes HUPE

POLST Form
Section B — Medical Interventions:

* Full Treatment — primary goal of prolonging life by all
medically effective means

 Selective Treatment — goal of treating medical
conditions while avoiding burdensome measures

e Comfort-Focused Treatment - primary goal of
maximizing comfort
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POLST Form
Section C — Artificially Administered Nutrition:
* Long-term artificial nutrition, including feeding tubes

* Trial period of artificial nutrition, including feeding
tubes

 No artificial means of nutrition, including feeding
tubes



Five Wishes & POLST Form HOPE

POLST Form
Section D: Information & Signatures:

* Who the physician discussed the form with & if they

don’t have capacity, who is the legally recognized
decisionmaker

e |s there an advance directive? Is it available for
review? If so, who is the agent?

* Place for Physician’s sighature



Five Wishes & POLST Form HOPE

POLST Form
Section D, Information & Signatures:

* Signature of patient (person) OR their legally
recognized decisionmaker

* Mailing address & phone number of the patient or
their legally recognized decisionmaker



Five Wishes & POLST Form HOPE
POLST Form
Page Two (back side):

e Space for patient information

e Space to list an additional contact person in case the

patient or their legally recognized decisionmaker is
unavailable



Five Wishes & POLST Form HOPE

POLST Form
* The Form “follows” the person

* If in a private home, the form should be placed on
the refrigerator or above the person’s bed

* If hospitalized or in a facility, make sure they have a
copy of the POLST Form for their records (along with
the advance directive such as the Five Wishes)

e A blank POLST Form can be obtained at your
physician’s office



Five Wishes HUPE

Frequently Asked Questions



Five Wishes FAQ HOPE

Q: What is the relationship between Five Wishes
and AgingWithDignity.org?

A:. Aging With Dignity is a nationally-acclaimed
non-profit with offices in Washington and
Tallahassee, Florida.

Five Wishes is its publication.
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Five Wishes FAQ HOPE

Q: What is the relationship between Hope Hospice
and AgingWithDignity.org?

A: Hope Hospice has no affiliation or relationship
besides spreading the word.

We believe this is a good, legal tool for any adult
to express their healthcare wishes. We offer this
presentation as a service to our communities.



Five Wishes FAQ HOPE

Q: Who should fill out Five Wishes?

A: Any adult (18 yo+) can.
If married, each person must fill out their own
form. You cannot fill out one form for both of you.

When completed, follow the instruction on
Signing and Witnessing.

www.agingwithdignity.org
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Q: What if | already have a living will?

A: You can change to Five Wishes.
Follow instructions in booklet that says “How Do
| Change To Five Wishes?” Then follow
Instructions on signing and witnessing.

When complete, you'll have a new legal
document. Next make sure to give your health
agent a copy of your newly completed form. You
will want to keep the original with yourself.

www.agingwithdignity.org



Five Wishes FAQ HOPE

Q: What if | don’t live in a Five Wishes state?

A: Suggestion to fill out the state required form and
then fill out the Five Wishes and attach it to the
state form. Then make sure your health provider
has both forms. Make sure that what you put in
your Five Wishes form does not contradict what
you wrote in your state form.

Wish #2 tracks with most Living Will forms.
Wish #1 tracks with most DPOA HC forms.

www.agingwithdignity.org
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Q: What if | live outside the United States?

A: Because most countries do not address
advanced health care planning and the law, it will
not be legal outside the US. However it is still a
good way to express your preferences.

Most important is your family and h/c providers

understand what is important to you if you get
sick.

www.agingwithdignity.org



Five Wishes FAQ HOPE

Q: What if | move to a different state?

A: To determine if it is still valid, you need to look at
the list of Five Wishes states. If your new state is
a Five Wishes state, then no new form is
needed.

If move to a non-Five Wishes state, then you
must fill out the state’s required form. Then you
can attach the old Five Wishes form. This will tell
your h/c provider your exact wishes.

www.agingwithdignity.org
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Q: Can | change my Five Wishes?

A: YES. You need to write “REVOKE" across the
front of the old form and completely fill out the
new one. Destroy the old copy. Tell your h/c
agents that you have a new one and distribute.

It's strictly up to you if or when you want to
update your form.

www.agingwithdignity.org
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Q: May | make copies of Five Wishes?

A: YES, only if copies of COMPLETED form.
They do not give permission to photo copy the
blank form. It is copyrighted material.

Many hospitals, physicians, and other healthcare
organizations prefer to see Five Wishes show up
In the original booklet form, not as a photo copy.

Each person should fill out and sign one original
form.

www.agingwithdignity.org
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Q: How do | start a conversation about Five
Wishes?

A: What many people have found helpful is starting
with your own wishes first. Begin by telling your
loved ones what is important for you in case they
have to make a decision on your behalf.

It also helps you become more familiar with the
document so you can explain it to others.

www.agingwithdignity.org



TN
Five Wishes FAQ HOPE

Q: Why three (3) options in Wish #27?
* Yes, | want life support treatment.
* No, | don’t want life support treatment.
« | want it if my doctor thinks it could help.

A: You should pick the one that best reflects your
wishes. Others have said “the third (middle
ground) option describes in a few words exactly
what | want to say.” Choose the one that makes
sense to you. Feel free to add other details on
the blank lines on that wish.

www.agingwithdignity.org
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Q: Are there other Five Wishes resources?

A. YES.
“Next Steps” is a guide on discussing and coping
with serious illness.

“‘My Wishes” is a form for children to express
what’s important to them if they get sick.

New translations: 20 languages and Braille

www.agingwithdignity.org
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Congratulations on having the courage to fill out the
Five Wishes document.

It can sometimes be tough to confront these
guestions. Once you've done it, you become
Increasingly at peace with making your wishes
known. It is a gift to those who care about you
because it let's them know what is important to you.

It's also a discussion tool to discuss with those you
love most, so that you can be there for them.

www.agingwithdignity.org





