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Living Will Questionnaire

THIS FORM IS STRICTLY CONFIDENTIAL AND IS USED SOLELY BY BRANT & ASSOCIATES. ANY DISTRIBUTION OF THIS 

FORM WITHOUT EXPRESS WRITTEN CONSENT OF BRANT & ASSOCIATES IS STRICTLY PROHIBITED.

NAME: ______________________________________
In the event that you would like Brant & Associates to prepare a Living Will, we would request that you review and complete the following questionnaire setting forth your preferences. By documenting your detailed preferences, you can ensure that your wishes will accurately be interpreted in the event that you are unable to make medical decisions for yourself.   

Health Care Preferences

1. Would you like medical providers to withhold or withdraw life-sustaining treatment that serves only to prolong the process of dying should you become incompetent and be diagnosed with an end stage medical condition (which will result in my death, despite the introduction or continuation of medical treatment) or am permanently unconscious such as an irreversible vegetative state and there is no realistic hope of recovery. (Do you want a living will?)

Check One: 


Yes_____

No ______
Medical Treatment Decisions

2. Do you wish to limit your medical care to measures to keep you comfortable and to relieve pain including any pain that might occur by withholding or withdrawing life-sustaining treatment?  If so, please set forth that preference.

Check One: 


Yes_____

No ______
Specific Preferences Regarding Medical Treatment

3. Do you have any specific preferences regarding the following medical treatment, in the event you are considered either:  1. In a state of permanent unconsciousness for a period of at least ____ days as set forth above; and/or  2. Determined to be terminally ill as defined above.

a. Cardiac resuscitation

· If so, please explain the circumstances under which you do not want such resuscitation and contrast them with the circumstances under which you would want resuscitation.  For example, you may want resuscitation if have a heart attack, but have not suffered any brain damage.    

Check One: 


Yes_____

No ______
b. Mechanical respiration

· If so, please set forth the length of time you are willing to be connected to a respirator. We recommend that you pick a period of more than seven days since ordinary conditions and treatment such as treatment for pneumonia often require the use of a respirator of up to seven days. 

Check One: 


Yes_____

No ______
c. Hydration

· We would note that a death from lack of hydration is often more difficult on the patient than a death from the withdrawal of nutrition, mechanical respiration, or other treatment.  With this in mind, do you have any preference regarding the withdrawal or the withholding of water or other fluids?

Check One: 


Yes_____

No ______
d. Tube feeding or other invasive form of nutrition

· If you wish tube or invasive feeding discontinued, please set forth the specific circumstances, if any, under which you would like it discontinued.  We would recommend that you rely upon the brain activity scale discussed in connection with the questions relating to the “permanent state of unconsciousness” in setting forth your preferences.  

Check One: 


Yes_____

No ______
e.  Blood and blood products

· If you have a preference for the discontinuation or denial of blood and blood products, please set it forth.

Check One: 


Yes_____

No ______
f. Surgery and diagnostic testing

· If you have a preference for the denial of surgery and/or diagnostic testing, please set it forth.

Check One: 


Yes_____

No ______
g. Kidney dialysis

· If you have a preference for the denial or withdrawal of kidney dialysis, please set it forth. (Please note that in the event you chose to maintain hydration, kidney dialysis should be maintained)

Check One: 


Yes_____

No ______
h. Antibiotics

· If you have a preference for the denial or withdrawal of antibiotics, please set it forth.  We would recommend that you be very specific in your directions so that you are not depriving yourself of antibiotics in a situation from which you would recover under ordinary circumstances.   

Check One: 


Yes_____

No ______
i. Chemotherapy and radiation

· If you have a preference for the discontinuation or denial of chemotherapy and radiation, please set it forth.

Check One: 


Yes_____

No ______
j. Experimental Treatment

· If you have a preference for the use of experimental treatment, please set it forth.

Check One: 


Yes_____

No ______
· If yes, please choose one of the three preferences:

(a) commence treatment without limitation

(b) commence treatment only if it takes____% (percentage) of my assets

(c) commence the treatment only if it is covered by insurance of clinical trial

k. Other types of treatment.

· If you have concerns regarding any other types of treatment not listed above, please set them forth.  In the event that you do not specifically list the treatment that concerns you, it is possible that you may be provided with it even though your preference is otherwise.   

 



Check One: 
Yes_____

No ______
Organ Donations

4. Are you an organ donor on your driver’s license?  

Check One: 


Yes_____

No ______
5. If so, do you wish to make an anatomical donation of all or part of your body upon your death?

Check One: 


Yes_____

No ______
6. Please set forth any limitations that you might have relative to your anatomical donation?  

Appointment of Healthcare Power of Attorney:

7.  If you have a preference for the appointment of a surrogate to make medical treatment decisions for me if I should be incompetent and in a terminal condition or in a state of permanent unconsciousness, please set it forth.  Name and address of surrogate (if applicable): 
Name and address of substitute surrogate (if surrogate designated above is unable to serve):
Healthcare Agent’s Use of Instructions:

8. _______ My healthcare agent must follow these instructions.

OR

    _______ These instructions are for guidance only.  My healthcare agent shall have the final say and may override any of my instructions.  (Indicate exceptions)
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