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.. The Rest Of Your Life www.theroyl.com

Advance Directive and Durable Power of Attorney
Health Care Advance Directive Form State of Maine

The Rest of Your Life recommends that you review completed
documents with an attorney, especially if there are mitigating
circumstances surrounding your Advance Directive or Durable
Power of Attorney.

Advance Directives Electronic Forms

The ROYL is a leader in offering electronic Advance Directive documents for digital signatures. Electronic
Advance Directive Forms are secure and accessible anytime from any device that allows for Internet access.

Why do an Advance Directive?

Anyone 18 years of age or older should have an Advance Directive. This document allows for the care you have
designated to be respected and followed through in the event you cannot speak for yourself. It allows for you to
name someone to speak on your behalf, but most importantly it removes the stress, anxiety and guilt from decisions
that your loved ones would otherwise have to make on your behalf.

An Advance Directive is not just for aging people. The cases of Teri Shivo and Karen Ann Quinlan serve as
examples of how any adult, regardless of age, can benefit from having one. Both young adults, Shivo and Quinlan
were kept alive by machines for years because they did not tell or write down what they wanted in the event of a
tragic accident. The court battles that ensued took not only an emotional toll, but required government involvement
because of disagreements between spouses and family members.

Description:

An Advance Directive, sometimes referred to as a Living Will or an Advance Health Care Directive, allows you to
make your wishes known if you are unable to speak for yourself. An Advance Directive provides you and your
loved ones with peace of mind that your care is compatible with your wishes. This is truly a gift to those you love

as it helps them clearly know what to do in this stressful situation.

Advance Directive requirements vary from state to state. You can download the appropriate state form here at no
cost prior to completing the form online so that you have the required information prepared in advance.

Security:

Your documents are processed using DocuSign, the leader in global electronic signature and document security.
When you complete your Advance Directive with The ROYL, you can download it as a PDF file to your
computer’s hard drive. DocuSign will email a final copy to the designees in your Advance Directive. We
recommend you print a hard copy and send it via email or mail to others you want to have copies.

Contact us if you have questions in preparing the forms selected.

NOTICE: You must have the required information available prior to initiating the document (designees,
contact information, wishes for care).
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Maine Health Care
Advance Directive Form

You may use this fiorm now to tell your physicisn and others what medical care yoo want o receive if you
become tpo sick in the future to tall them what yon want. Yon may choose to fill omt the whole form or amy
part of the form and then sizn and date the form in Part 6. These are the parts:

Part 1

Fill this ot if you want o choose someone to make all your health care decisions for you,
elther might away or if you become oo sick wo tell others what you want. This person is
called your agent.

Part 2

Fill thiz outif (1) yon did oot name an zgent in Part 1 and now want to choose whether
you wanf certain restments or, (2} you did name an agent in Part 1 and want o tell youor
agent your wishes about certsin treatments, knowing that your ageat nmst follow your
directions.

Part 3

Fill this ont if you want fo give the name of your primary physician, physician assistant or
OuTsE praciitioner.

Part 4

Fill this ot if you want to make decisions about donating your organs, body of tissuwes
affer your death.

Part 5

Fill thas omt if yvou want: (1) o choose someone to make 311 foneral and bunial decisions
affer your death or (2} to tell your farmty any wishes von have about funeral and burial
decisions.

Part 6

Wou must sizn and date your Advance Directive form on this page. Have two wimesses
5:|gr.1 the form at the same time you sign it Tell others about your decisions and zive
copies to your physician, other baalth care providers, family and hospital,

Part 7

If vou do oot wish to be revived by ambulance crews should your heart or breathing stop,
then you and your physician (or morse practitoner or physician assistant) need to sign this
D Mot Blesuscitate (DNE) form.
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Runrised Fabruary 2008




DocusSign Envelope ID: 88BCA044-B249-4A6B-9937-5FB604FC4B04

Note

You may change any part of this form except for Part 6 and Part 7. You may cross out any wornds, senfences, oT
parazraphs you do nof want You can also add your own words. If yoo make any changes to the form, it is best
if you past your initials and the date next to each change so that everyone knows it was your decision to make
the change. The form lets you choose different ways o handle your care by checking boxes or filling in blanks.
You may initial each box and each blank yon Sl I to show that it was your decizsion to check the box or 1l m
the blank

Bafore filling ont this form we suggest that you talk with your lawryer, family members, physicians, and others
close to you about your wishes. If yon make changes or complete 3 new form. be sure to lat everyone know .

) ; EXAMPLE
My Name (please printi

My Address

My Birth date

This is @ list of all the people who have copies of my signed health care advance directive:

10.
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Part 1 — Power of Attorney for Health Care

Instroctioms:

This part lets you choose another person to make health care decisions for yon, either nght away or when you
are to sick fo choose your own care. The person yvou cheose is called your agent. You may also name a
second and third chotce to be your agent, if your frst choice is not willing, reasonably available or zble to make
decisions for you. If you choose an agent on this form but do not fill out any other parts of the form, your
apent will be able to:

# Mizke all bealth care decisions for you, nclnding decisions regarding tests, surgery and medication;

* Drecide whether or not to have food or floids given to you throngh tubes or fed mfo your veins through ao
IV

* Drecde whether or not fo use restments or machines o keep you alive or to restart your heart or

* Choose who will give you health care and where vou will get it, such as bospitals, nursing homss,
aszizted living settings, home health or hospice care; and

* Miske amy health decision he or she believes would be consistent with your values or in your best interest,
even if it is not listed in the form.

Whe can be your agent:

You can name any adult you st fo be your agent, except your agent may oot be the owner, operator or
employes of 3 marsing homs o7 residential lonz-term care facility whese you are receiving care, unless that
person is your relative.

How vour agent muost make decisions:

If your ageat does mot know what you want, the agent must make decisions consistent with your personal
wvahoes, if knowm, or based on your best interests. Inm Part 2, you can decide what you want in sdvance If yoa
make choices m Part 2, your agent omist make decisions based on those choices.

Whoe can see vour health care information:

Cmce your agent has the right to make health care decisions for vou, your agent can look at your medical
records and consent to giving your medical information to others. The state and federal privacy laws let vour
agent see all of yvour health mformation so that he or she can make the right decision for you.

The first part of your advance directive begins on the next page.

Pags 3 of 14
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YOUR ADVANCE DIRECTIVE BEGINS HERE

Choosing an agent: Fill in yoor name and the name of the person you choose to be your agent to make health

care decisions for you here:

EXAMPLE
My name

My agent’s name

Title or relationship to me

My agent’s address

My agent’s home phone [ )

My agent’s work phome ()

If the azent I have named above is oot willing,
reasoasbly available or sble to make decisions for
me. [ choose the following person fo be my agent:

Chaoice # 2 to be my azent

Fams

Title or Pelationchip to me

Bddrazs

Home Phone | )|

Work Phone ()

If the person I have named as Choice # 2 is oot
willing, reasonably svailable or sble to make
decisions for me, I choose the following parson
to b2 my agent

Chaoice # 2 to be my azent

Hams

Title or Felationship to me

Sddress

Home Phone | i

Work Phone ()

You may change vour mind later about who you want to be your agent  If you want fo stop the agent yvou have
named from making decisions for you, you must tell your primary physician or fill in thess blanks:

I do mot want

Date vou filled out and sipnad this section

to be my agent

My signature

Any time you cancel replace or change this form yon should mive copies of the changed or mew form to

everyone who has a copy of your orizinal form.

Page 4 of 14
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Your agent’s power:
When your agent can start making decisions for yom: (Check only one box: A or B)

A O My agentcan make decisions only when my primary physician or 3 judze decides that T am too sick wo
muake my owm health care decisions.

OR

B. O My apent can start making health care decizions for me right away, but this doss not mean I have given
up the nght to make my own decisions if I am s4ll able and willing to make my owan decisions. When my agent
meakes @ health care decision for me, I will be told, if possible, abowt that decision before it is camied out unless
I say I do oot want to know. If] disagree with that decision and am s6ll able to decide, I can mske a different
decision. As long as I am shle, 1 can end moy ageat’s right to make decisions for me, change my agent or make
my own decisions. If T want to end my agent's right to make decisions for me, [ omst tell ooy primary physician
or put my decizion in writing and sign it with the date of my signatre

Nominatimg a guardian:

A puardizn is a person chosen by a court to make decisions shout your personzsl cars. These decizions can
inclunde nof only health care, bart other decisions such as where you will live and how your personal needs will
bemet If vou wish, yoo may ask that a court assign your agent as your guardian if appoinment of 2 meardisn
should become necessary. Check the box below to nominate your agent to be your guardian, if 3 jundze needs fo
apppint & guardian for yow

O I npominate ory agent to be moy guardian if 3 judse needs fo appoint a guandian for me.
If yon want ©0 nominate someone other than your azent to be vour guardian, you may fill im the section

beelowr.

If 3 mdze needs to appoint 3 muardian for me. T nominate the person namesd below as my susrdian:

Mams EXAMPLE Title or Relationship to me
Addrass
Home Phone { ) Work Phome )

Pags 5 of 14
Baviwd February 2008



DocuSign Envelope ID: 88BCA044-B249-4A6B-9937-5FB604FC4B04

Part 2 — Special Instructions
Instructions if von did not name an agent in Part 1:

If vou did not name an agent m Part 1, von showld £ill our tus Part o state what vou want for care if yon
become o sick o make yvour choices known

OR
Instroctions if you did name an agent im Part 1:

If von named sm agent in Part 1. vou do not have to fill out thiz part of the form. If you want your agent o
muake all of your health care decisions, DO MOT £l out this part of the form. Your agent will make decisions
in your best interests, mclnding decisions to refuse meatment. However, you may Gl out this part if you want o
give special direcons to your agent about youor wishes, such as when you are near desth in & permanent coms
or oo longzer able to make your own decisions. You may also cross out or add words. It is best if you put your
imitizls and dste next to any changes yon make so everyons knows the changes were your decision. If you
complete this part, your physician and others will follow these mstmactions and your agent cannot mske 3
different decision. You may alse write your wishes on another piece of paper, sign it, date it, and kesp it with
thiz form

Life-Sustaining Treatment Choices:

You may check gpe of the taro boxes below to show your choice sbout perming reaments that would keep you
alive:

[ Choice not o be kept alive [ Choice to be kent alive

I do not want tmeatment to keep me alive if oy Twant to be kapt alive as long as possible
physician decides that either of the following is mae; within the lmits of generally accepied health
(i} I have an dlness that will not get better, canmot e Apsniils, Py ATy Comd T

terminal or I am in & persistent vegetative

be cured, and will result in ooy death quite soon e

(sometimes refermed to a5 & terminal condition]),

O

(i1} I am no longer aware (unconscious) and it is very
likely that T will never be conscious aEpain {sometimes
raferred to as a persistent vegetatdve stabel).

Paga 6 of 14
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Life-Sustaining Treatment Chodces:

Yiou may also check one of the two boxes below to show your choice about treatment that would keep you alive
if m the fistare, you have late stage Alzheimer’s disease or other severe dementia. These choices will not limit
the authonity under state law for your agent, swrogate, guardian or physician to make reatment choices if you
are mmable fo make your own decisions and are mot m late stage Alzheimes's disease or other severe dementia.

Y i ot i b borpot aliice B [ A ey W

If my physician and a second physician decide that I am | [ want treamnent 1o kesp me alive as long as

in the late staze of Alzheimer's disease® or other severe | possible within the Hmits of generally acceptad
dementa, I do not want meatment to keep me alive. health care standards, even if my physician and
a second physician decide that I am m the late
stage of Alrheimer’s dizease or other savers
dementia.

* Dmly 2 physictan can detsrmine that sooneons is in the late stage of Alrheimer’s dizease Poople in the late
stages of Alrheimer’s disease penerally have a number of the following characteristics: loss of the ability to
respond to their environrment; loss of the ability to speak; loss of the ability to control movement; loss of the
capacity for recognizable speech, although words or phrases may occasionally be uttered; neading help with
eating and toileiing; general incontnence of urine; loss of the ability to walk without assistance, then the abality
to sit without support, then the ability to smile, and the ability to hold their bead up; reflexes become abnommal;
muscles zrow rigid; and swallowing is impaired.

Tube Feeding: You may check one of the two boxes below to show your choice sbout wbe feeding or having
water and nurigon fed inte your body through an IV or mabe (artificial nwimtion and hydraton):

D Armificiz]l onirition and hydratdon shoald not D..*Jtiﬁr_ialmm'j:lnn and hydration should be
be miven or should be stopped, based on the Ziven regardless of my condidon.
other life-sustaining trestment chotces I mada
abont keeping me alive on Pages § and 7.

Page 7 of 14
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Etlief from Pain: You may check the box or Gl in the blanks below to show your chodce about relief of pain or
soomfort.

Ij ; g These are my wishes about relief of pain or discomSont
Iwant tresmment for relief of pam or

discomfort to be given at all Gmes,
even if it shortens the time umntil my
death or makes me drowsy,
unconscious of unsble to do other
things,

Other Directions:

You may give more directions or add any other meament choices m the space below:
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Part 3 — Primary Physician
This section &5 optional Fill ont this part only if you wizh to name your primary physiciam toeday.

Mame of my primary physician; EXAMPLE

B ddrags: Phona:

I want any zgent | named in Part 1 to talk with this phy=sician about my health care. If the physician I have
named above is not willing, reasomably available or able to carmy out ooy wishes, I want the agent I namead in
Bart 1 to talk with the physician listed below:

Mame of physician:

Bddrass: Phiome:

If vom want your agent or those msking dacisions for you to spesk with a oorse pracotionsr or physician
assistant hefore making a decizsion. you may complets the following secton:

Mame of purse practifioner or phiysician assistant:

Address: Paona:

Page 0 of 14
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Part 4 — Donation of Body,
Organs or Tissues at Death

This section is optional Fill ont this part only if von want to give directions about donating vour body,
organs or fissues after vour death.

D 1 do MOT wish to donate amy oTgans, Hss0es of pams.

I have checked below my choices about donating my body, organs or tisswes affer death. 1 have spoken with my
farnily so that they will not object to noy wishes after T die.

] pneniytedy an

D I give amy nesded organs, gsswes or parts. OR

D 1 grve only the following organs, Gssues, of pans:

My gift is for the following purposes (vou may check any number of boxges):

D My gift i for ransplant or therapy for another person, to be chosen based on generally acceptad health
care standards,

D My gift is for research and edwcation. My preference. if any, is to give my body, organs, or gssues to the
following hospital medical school or physician:

Hame

Addrass

T understand that I may need to contact the hospital, medical school, or physican before I dis in order for them
to accept my body, organs or tissues affer my death.

Pago 10=f 14
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Part 5 — Instructions About
Funeral and Burial Arrangements

This section is optional Fill ount this part only if youn wish to give special instroctions abount your faneral
or barial arrangements here.

I hiope that moy family will follow oy wiches after T die as notad below.

D I chopss to have custody
and conirel of my body after my death with the right to decide everything about ooy funeral and burial.

OR

D I want oy family to know these ate my wishes abont. burizl, cremation, fumeral, or memonal service.
(Fill am}

If vou plam to die at home, talk with vour physician and fimeral divector about your plans. When you die, your
farnily or agent shonld call your physician snd the funesal home you have chosen. The funersl home staff will
pick up your body from your homs.
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Part 6—Signing the Form

If you have filled ont any part of this form. yow most sipn and date the form on this page Youn nmst alse have tono
other sdults cigm a5 wimesses af the same time yon sign the form. Yiour agent cammod sign as 3 winsss, You do not
need to hewe 3 Motary Public simm your Advance Directive fonm to meake it legal in Maine  However, if you travel or
live part of the year out-of-state, it would be wise o have it sizned by a Motary. Some stafes require this. You can
find this semvice under Motary Public in the phoae book Most banks also have Motanies Pablic and will nswally
niotarize papers for bank customers whea asked  The Motary Acknowledement may be done at any tme afier you
sigm this fonm.

Sigm amd date the form here:

SiFm your name: Tour Address:

Print your name:
Diate:

First witmess:
Sigmanme: Addrass:

Diate:
Second witness:
Signanire: Agddracs;
Print your name:
Diate:

Motary Acknowledgment.

Then personally appeared the above named , kmoam fo me or whio
presented satsfactory evidence of his'her identity, and acknowledged this Advance Dhirective s his'her free act and
deed before me.

Motary signahme: Dhate:

Printed name: Motary Public State of Ciommmizzion Exp -

Make sore to tell people. Tell your fannly members, physicizne snd others close to you what you have decided
You should mlk to the agent(s) you heve chosen to make sure that they wmderstand your wishes and are willing to
carry them out, Give a copy of this fomm o your physician, to amy place where you get bealth care, and to aoy
agens(s) you hewe chosen in Part 1. Please be sume to list the people who have copies of this form on the oot page.
Canceling or changing the form.

Part 1: You may end your apent’s rght to make decisions while yon are still able to make those decizsions by telling
your primsry plhysician or pottine your decision in writng and sftaching it to this form. I von want to neme 8 newr
agent, you mmst put that imstaction nwritng and sigp it in Soat of two wimesses who pmast also sign their names.

Parts 2-T: You may cancel amy other part of this form, or change your instractions in the other parts of this form
while you are stll able to make those decisions. It is best to do so by (1) wnitng on this form, (2) wrifing on another
prece of paper and ataching it to this fomm, or (3) completing a pew form. Aoy of these wiitten chanees should be
sigmed and dated by youw

Page 12 of 14
Baviwd February 2008




DocuSign Envelope ID: 88BCA044-B249-4A6B-9937-5FB604FC4B04

Part 7T—Instructions to Emergency Medical Services
(ambulance crews) about what to do if your heart or breathing stops.

This section is optional If vou do not want ambulance crews to revive you if your heart or breathing stops,
vou and your phvsician {or nurse practifoner or physician assistant) must both complete and sizn this part.

Instructions for Part 7:

» [T stop breathing or my heart stops, I do not want the Emergency Medical Services (ambulance crews)
to Ty to revive me. My phyzician (er murse practifioner or physician sssistant) and I have disonssed
thiz and signed the spacial form on the next page. [ undsrstand that this decision will not prevent me
from receiving other emergency cars, or comfort care from health cars workers before T die.

# Junderstand that the form goes nto effect when T have sirned it AN it is sipned by my physician (or
murse pracitionsr or physician ascistant).

# Junderstand that this directive will not be followed unless ooy family, caretaker or I give the sizned
form on the next page to Emergency Madical Services (ambulance crews), and that it is solely my
respoasibility to make sure they ses it

o [ understand that I should camy the signed form with me anless I wear health slart jewelny, such as
MedicAlert, that also talls people that I do not want to be revived if noy heart or breathing stops (Pleasa
call Maine Emergency Medical Services at 207-626-3860 to see if there are other Maime EMS approved

health alert jewelny companies).

* [understand that if aoy heslth care provider has any doubts about what I want, they will try to restant
my heart or breathing.

# [understand that I may revoke this direcove at any time by destoying this form and removing any
Mazina EMS approved Do-Bot-Fesuscitate jewelry. Ican alzo tell the ambulance crews that T have
changed my mind.

* [ understand that should I change moy mind it is ooy responsibilicy to tell my physician {or nurse
practitionsr or phvsician assistant) and other people who have copies of the signed fonm.

» [f]want my azent 10 make this decizion later, my agent should rake the form available at
bip: e maine =ov/dps) ems to my physician (or nurse practifioner or physician assistant) when it is
time to make the decision

If voo complete and sizgn this section, put the original im a safe place and be sure to give copies to
ambulance crews, vour family, your caregivers, and vour physician.
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DO-NOT-RESUSCITATE (DNR) DIRECTIVE

This section is opfonal I you do not want ambulance cews to revive youl if your heart or breathing
stops, vou and your physician (or nurse practifonsr or physician assistant) must complete and sizn this
form

FOR PATIENT TO COMPLETE after consultation with his or her healih care vider:

=

|

In the event that moy heart or bresthing stops and I am anable to speak for myself, T

{printad name)direct that no efforts be taken to restart my heart or breathing snd that Emerzency
Afedical Sermdces (ambulance crews) if notified, hooor my directive. ©have come to this decision after

considering my condiicn and prognosis and the potentiz] risks, bardens and benefits of refusing efforts o
restart my heart or breathing.

I understand that [ may change my oind at aoy tme by destoying this form snd removing any Maine
EMS approved Dio-Not-Besuscitate jewelry, such as MedicAlert. T will also tell my physician (or marse
practifoner or physician assistand) and other caregivers if I change my mind

I understand that this form is oot valid until my physician (or mirse practitioner or physician assistant)
and I have sizmed it

Tunderztand that in a hospital oorsing heme hospice or home heslth setting faderal law requires that
oy physician must inclode a specific DNE order in my medical record or plan of care, even if we have
both sizned this fom

0 Mo expiration dste  OR O Expires on

Patient Siznamirs Drate Sigmed

FORFHYSICIAN FHYSICTAN ASSISTANT ORE NURSE FREACTITIONER TO COMFPLETE:

By my signature | affinm that:

(i) After mesting with this patient and discussing this decision, [ am satisfied that the patient undarstands
the potential risks, burdens and beneSts of refusing resuscitative miterventions in light of the patient’s
medical conditton; and (i) I believe that the pateat has made a voluntary informed decision abouat
resuscimton and I agree to comply with that decizion. Iwall tell aoy heakth care providers prowiding
care umder my mathority to comply with this decision

Sipnature and license level (MDD, DO, BA or WP Diate Signed

Drinted Mames Telaphons Mumbar

THIS FOEM IS ENDORSED BY MAINE EMERGENCY MEDICAL SERVICES
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