
 

 

Your Health  
Care Wishes 

 
 
 

Advance Health Care Directive  
for Pennsylvania 
Based on Title 20 Pa.C.S. § 5471 (2010) 
 
 
 
An Advance Health Care Directive lets you express  
your health care wishes if you become unable  
to speak for yourself.  
 

 
 

Pennsylvania law gives you the 
right to say what kinds of health 
care you would and would not want 
if you can no longer make those 
decisions for yourself. To do that, 
you can fill out this Advance Health 
Care Directive form.  
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What is an Advance Health Care Directive? 
An Advance Health Care Directive is a legal 
document that has two parts: 
 a living will, and 
 a health care power of attorney.  

 

You can use this form to make an Advance Health 
Care Directive. If you want an Advance Health 
Care Directive, but do not want to use this form, 
it’s a good idea to talk to a lawyer. 
 
What is a living will? 
A living will says what treatment you want if you 
cannot make or say your decisions. This includes 
whether or not you would want treatment to keep 
you alive. 
 
What is a health care power of attorney? 
A health care power of attorney is a legal 
document that lets you choose someone to make 
health care decisions for you. That person is your 
health care agent. 
 
How do I choose a health care agent? 
1. Choose someone who is willing and available.  
2. Tell that person you have chosen him or her as 

your health care agent.  
3. Talk to that person about your beliefs and 

values so s/he understands what you want. 
 
Important! Your health care agent cannot be your 
doctor or other health care provider unless s/he is 
related to you by blood, marriage, or adoption. 
 
Can’t I just tell my agent what I want without 
having an Advance Health Care Directive? 
It is important to put your wishes in writing using a 
legal form. Otherwise your wishes may not be 
followed. 
 
What if I do not name a health care agent? 
Your doctor will ask someone for help to make 
decisions about your treatment. That could be your 
family or some other adult who knows your wishes 
and values.  
 
What if my health care agent is not 
available?  
This form lets you name another person who can 
be your agent if the first person is not available.  
 

Naming someone else is a good idea to make sure 
there will be someone you trust to speak for you.  
Can I name my spouse as my agent? 

If you name your spouse, it’s a good idea to name 
an alternative agent, too. That’s because if you or 
your spouse files for divorce after you sign this 
form, your spouse will not be allowed to be your 
agent.  
 
When can my health care agent make 
decisions for me? 
If you use this form you are saying your health 
care agent can only speak for you when you 
cannot speak for yourself.  
 
Who decides when I cannot speak for 
myself? 
Your doctor must say that you:  
 Cannot understand, make, or say your 

decisions, 
 Are unconscious and not expected to wake 

up, or 
 Have an end-stage medical condition and will 

probably die with or without care.  
 
Will my health care agent have to pay for my 
health care? 
No. You must pay for your own health care. 
 
What if my doctor does not want to do what I 
want? 
If your doctor does not want to follow your wishes, 
s/he must say so, then transfer you to a health 
care provider who will follow your wishes. 
 
Can I ask someone to help me fill out this 
form? 
Yes. It’s a good idea to talk to people you know 
and trust, such as your family, doctor, or clergy. 
 
What do I do with my Advance Health Care 
Directive when it’s completed?  
You should give a copy to your: 
 Health care agent, 
 Doctors, 
 Family, and 
 Anyone who might be taking care of you if 

you cannot take care of yourself. 
 
Can I change my mind?  
Yes. You can change your mind at any time. And if 
you make a new Advance Directive, make sure 
you give a copy to your health care agent, doctor, 
family, and anyone else who might need it.



Health Care Power of Attorney  
& Living Will 
 
You may use this form to say: 
 Who can make health care decisions for you if you become unable to do so on your own, and  
 What kinds of health care you would and would not want.  

After filling out this form it’s a good idea to show it to your doctor and lawyer. They can help you make sure 
your wishes are clear and legally valid.  
 
Important! You may cross out any parts of the form that you disagree with. You may also add information 
to this form to explain what your wishes are.  
 

My name is:   
I live in (name of county)   County, Pennsylvania. 

HEALTH CARE AGENT  
I choose the person listed below to be my health care agent to make health and personal care decisions for 
me when I am not able to do so.  
Name:   Relationship:   
Address:   
Tel. – Home (   )      -        Work: (    )      -      Email:   

PRIVACY  
My health care providers may share any information about my physical or mental health with my health care 
agent. This includes: 
 Oral or written information 
 Medical and hospital records 
 Private or legally protected personal health information.  

Note: Information that is disclosed may no longer be covered under federal privacy laws. (45 C.F.R., Pt. 164) 

STARTING DATE OF THIS DOCUMENT 

This document is valid as soon as it is signed and witnessed. But it only takes effect when my doctor says 
that I can no longer: 
 Understand medical decisions, 
 Make medical decisions for myself, or 
 Communicate my medical decisions. 

It lasts until I die, change it or my agent changes it. 

ALTERNATIVE HEALTH CARE AGENTS 
If my health care agent is not available, or that person is my spouse and a divorce is filed after I sign this 
document, I name these alternative agents in this order or preference:  

1st Alternative Health Care Agent 
Name:   Relationship:   
Address:   
Tel. – Home (   )      -        Work: (    )      -      Email:   

2nd Alternative Health Care Agent 
Name:   Relationship:   
Address:   
Tel. – Home (   )      -        Work: (    )      -      Email:   



WHAT MY HEALTH CARE AGENT CAN DO 

I give my health care agent the authority to make the following decisions for me (mark all that apply): 
 To start or stop medical care and operations. 
 To start or stop food or water through a tube. 
 To admit me to a medical center, nursing home, residential center, or similar facility. 
 To arrange for my care, including hospice and palliative care. 
 To hire and fire medical and other staff to take care of me. 
 To hire and fire social services and other support personnel involved in my care. 
 To take any legal action needed to follow my instructions. 
 To ask my doctor for a do-not-resuscitate (DNR) order or an out-of-hospital DNR order.  
 To sign any papers and consents for these decisions. 

Important! My health care agent cannot name someone else to make health care decisions for me. 

INFORMATION TO GUIDE MY HEALTH CARE AGENT 

I list below my health care goals, including comfort, care, preservation of mental function and others, that I 
would want if I have an end-stage or other serious incurable medical condition.  

Check only one: 
 You must follow these instructions. 
 You may use these instructions as a guide. I agree that you may change any of these instructions, 

except for:   
  
  

List any other wishes about your care here:   
  
  

Severe Brain Damage or Brain Disease 
I would find it intolerable if my brain were severely and irreversibly damaged or diseased without realistic 
hope of significant recovery, and I would not want aggressive medical care for that condition. 
 
Check and initial only one: 

  I agree, and I ask my health care agent to treat this, and similarly life-threatening conditions as if they 
were end-stage medical conditions.  
Initials _______________  

 
  I disagree, and I ask my health care agent to treat this, and similarly life-threatening conditions as if 

they were end-stage medical conditions. 
Initials _______________  

 

Living Will 
I have the right to make my own health care decisions. This living will says what treatment I want and do not 
want if I were to have an end-stage medical condition or if I were unconscious and not expected to wake up.  
 
Cross out any instructions you do not want. 
These instructions apply if: 
 I have an end-stage medical condition which will cause me to die even if I am treated, or 
 I am unconscious and not expected to wake up or recover, such as an irreversible coma or vegetative 

state. 



PAIN RELIEF AND COMFORT 

I want treatment to relieve my pain or give me comfort even if it:  
 Shortens my life,  
 Lowers my appetite, 
 Affects my breathing, or  
 Is habit-forming. 

TREATMENT THAT PROLONGS MY LIFE 

 I do not want any life prolonging procedures. 

 I want the life prolonging treatments checked below: 
 heart-lung resuscitation (CPR) 
 mechanical ventilator (breathing machine) 
 dialysis (kidney machine) 
 surgery 
 chemotherapy 
 radiation treatment 
 antibiotics 

 
FOOD AND WATER THROUGH A TUBE 

If I have an end-stage medical problem or am unconscious and am not expected to live much longer, wake 
up, or recover:  

Check only one: 
 I want tube feedings  
 I do not want tube feedings  

 
IF NO HEALTH CARE AGENT 

I did not name a health care agent. These are my instructions:   
  

  

LEGAL PROTECTION 
Pennsylvania law guarantees/states that my health care agent and health care providers are not liable for 
following my wishes or my agent’s directions in good faith. Along with my heirs and executor, I 
agree/understand that neither my heirs nor executor may make a claim against my agent or health care 
providers for following my agent’s instructions or my wishes. 
 
ORGAN DONATION 

Check only one: 
 I agree to donate my organs and tissues when I die so they can be used for transplant, medical 

study, or education. (List any restrictions or special instructions here):   
  
  
  
 

 I do not agree to donate my organs or tissues at the time of my death. 
 



SIGNATURES 
I have read this Advance Health Care Directive carefully. I understand that any earlier Advance Health Care 
Directive will be canceled once I sign below.  

    
Signature Date 
 
WITNESSES 

There must be two adults who witness your signature above. Your witnesses must be at least 18, and 
cannot sign on behalf of anyone else. The witnesses should not: 

• Be your heirs  
• Be anyone you owe money to 
• Work for any of your health care providers 

    
Witness Signature Witness Signature 
 
NOTARY (optional) 

You do not have to have this document notarized. But if it is witnessed and notarized, it is more likely to be 
followed in other states. 

Notary fills out below 

On this ____________ day of ______________, 20______, before me personally appeared the aforesaid declarant 
and principal, to me known to be the person described in and who executed the foregoing instrument and 
acknowledged that he/she executed the same as his/her free act and deed. 
 
IN WITNESS WHEREOF, I have hereunto set my hand and affixed my official seal in the County of_____________, 
State of__________________ the day and year first above written. 
 
Notary Public My commission expires: 
 
 
 
 
 


