Advance Directive for Mental Health Care

*****

Statement of Intent

I, *****, being of sound mind, willfully and voluntarily execute this health care advance directive to assure that, during periods of, my choices for my mental health care will be carried out despite my inability to make informed decisions on my own behalf. In the event that a guardian or other decisionmaker is appointed by a court to make health care decisions for me, I intend this document to take precedence over all other means of ascertaining my intent while competent. 

If any part of this advance directive is invalid under relevant law, this fact should not affect the validity or effectiveness of the other parts. It is my intention that each part of this advance directive stand alone. Even if some parts are invalid or ineffective, I desire that all other parts be followed.  To the extent, if any, that this document is not legally valid, it is my desire that it be considered a statement of my wishes and that it be accorded the greatest possible legal weight and respect. I understand that this directive will become active and take effect upon my incapacity to make my own mental health decisions and shall continue in effect only during that incapacity.  
My wishes expressed in this document should be honored whether or not my agent dies or withdraws or if I have no agent appointed at the time of the execution of this document. If I have not named an agent, these instructions shall be binding upon whomever may be appointed as my agent or other decisionmaker.

If I have not expressed a choice, my agent should make the decision that he or she determines is the decision I would make if I were competent to do so.

Appointment Of Agent For Mental Health Care

Make sure you give your agent a copy of all sections of this document.
Statement of Intent to Appoint an Agent: 
I, *****, authorize a health care agent to make certain decisions on my behalf regarding my mental health treatment when I am incompetent to do so. I intend that those decisions should be made in accordance with my expressed wishes as set forth in this document. If I have not expressed a choice in this document, I authorize my agent to make the decision that my agent determines is the decision I would make if I were competent to do so. 

Designation of Mental Health Care Agent 
A. I hereby designate and appoint the following person as my agent to make mental health care decisions for me as authorized in this document. This person is to be notified immediately of my admission to a psychiatric facility. 
Name: ***** 
Address: *****

Home: *****

Work: *****

Cell: *****

Other: *****

Designation of Alternate Mental Health Care Agent 
If the person named above is unavailable or unable to serve as my agent, I hereby appoint and desire immediate notification of my alternate agent as follows: 

Name: ***** 
Address: *****

Home: *****

Work: *****

Cell: *****

Other: *****

Authority Granted to My Agent 
*****If I become incapable of giving consent to mental health care treatment, I hereby grant to my agent full power and authority to make mental health care decisions for me, including the right to consent, refuse consent, or withdraw consent to any mental health care, treatment, service or procedure, consistent with any instructions and/or limitations I have set forth in this advance directive. If I have not expressed a choice in this advance directive, I authorize my agent to make the decision that my agent determines is the decision I would make if I were competent to do so. 

My physician or licensed clinical psychologist hereby attests that I am capable of making an informed decision and that I understand the consequences of this provision of my advance directive: 

Signature of physician or psychologist



Date 

Printed name of physician or psychologist



Phone number

OR

*****Having named an agent to act on my behalf, I do, however, wish to be able to discharge or change the person who is to be my agent.  My ability to revoke or change agents shall be in effect even while I am incapacitated, if allowed by law. 

My Preference as to a Court-Appointed Guardian 
In the event a court decides to appoint a guardian who will make decisions regarding my mental health treatment, I desire the following person to be appointed: 

Name:












 Relationship:




 
Address: 
























 

Home: *****

Work: *****

Cell: *****

Other: *****
Powers of a Guardian 
The appointment of a guardian of my estate or my person or any other decisionmaker shall not give the guardian or decisionmaker the power to revoke, suspend, or terminate this directive or the powers of my agent, except as specifically required by law. 

My Instructions and Desires for Mental Health Treatment and Care

Preference for outpatient care: In the event my psychiatric condition is serious enough to require 24-hour care and I have no physical conditions that require immediate access to emergency medical care, I would prefer to receive this care in programs/facilities designed as alternatives to psychiatric hospitalizations.

I would prefer to receive outpatient care from the following programs or providers: 















In the event I am to be admitted to a hospital for 24-hour care, I would prefer to receive care at the following hospitals: 























I do not wish to be committed to the following hospitals or programs/facilities for psychiatric care for the reasons I have listed: 

Facility: 











 

Reason: 











 

My Preferences Regarding Emergency Interventions
If, during an admission or commitment to a mental health treatment facility, it is determined that I am engaging in behavior that requires an emergency intervention (e.g., seclusion and/or physical restraint and/or medication), my wishes regarding which form of emergency interventions should be made as follows. 

Choice 1: 












Reason: 












Choice 2: 












Reason: 












Choice 3: 












Reason: 













(seclusion; physical restraints; seclusion and physical restraint (combined); medication by injection; medication in pill form; liquid medication; other)
My Preferences About Physicians 
My choice of treating physician is: 

Dr. 







Number: 



 

OR

Dr. 







Number: 



 

OR

Dr. 







Number: 



 

I do not wish to be treated by the following, for the reasons stated:
Dr. 







Reason: 



 

OR

Dr. 







Reason: 



 

OR

Dr. 







Reason: 



 

My Preferences Regarding Medications for Psychiatric Treatment

If it is determined that I am not legally competent to consent to or to refuse medications relating to my mental health treatment, my wishes are as follows:

I consent to the medications agreed to by my agent, after consultation with my treating physician and any other individuals my agent may think appropriate, with the reservations, if any, described below.

I consent to and authorize my agent to consent to the administration of:



Medication





Not to exceed

I consent to the medications deemed appropriate by:
Dr. 







Number: 



 

OR

Dr. 







Number: 



 

OR

Dr. 







Number: 



 

I specifically do not consent and I do not authorize my agent to consent to the administration of the following medications or their respective brand-name, trade-name or generic equivalents:


Medication






Reason
I am willing to take the medications excluded above if my only reason for excluding them is their side effects and the dosage can be adjusted to eliminate those side effects.

I am concerned about the following side effects of medications and do not consent or authorize my agent to consent to any medication that has any of these side effects at a 1% or greater level of incidence:

(Tardive dyskinesia; Loss of sensation; Motor restlessness; Seizures; Tremors; Nausea/vomiting; 

Neuroleptic Malignant Syndrome; Muscle/skeletal rigidity; Sexual Dysfunction; Other)

My Preferences Regarding Electroconvulsive Therapy

If it is determined that I am not legally capable of consenting to or refusing electroconvulsive therapy, my wishes regarding electroconvulsive therapy are as follows:

I do not consent to administration of electroconvulsive therapy.

OR

I consent, and authorize my agent to consent, to the administration of electroconvulsive therapy, but only: 


with the number of treatments that the attending psychiatrist deems appropriate;

OR


with the number of treatments that Dr. ________________________ deems appropriate.

OR


for no more than 


 ECT treatments.

Other instructions and wishes regarding the administration of electroconvulsive therapy:
Consent for Experimental Studies or Drug Trials

I do not wish to participate in experimental drug studies or drug trials.

OR

I hereby consent to my participation in experimental drug studies or drug trials.

OR

I authorize my agent to consent to my participation in experimental drug studies if my agent, after consultation with my treating physician and any other individuals my agent may think appropriate, determines that the potential benefits to me outweigh the possible risks of my participation and that other, non-experimental interventions are not likely to provide effective treatment.
My Preferences Regarding Notification of Others and Visitation
Notifications: If I am incompetent, I desire staff to notify the following individuals immediately that I have been admitted to a psychiatric facility:
Name: ***** 






Relationship: 
Address: *****

Home: *****

Work: *****

Cell: *****

Other: *****

It is also my desire that this person be permitted to visit me: Yes_____ No _____

Name: ***** 






Relationship: 
Address: *****

Home: *****

Work: *****

Cell: *****

Other: *****

It is also my desire that this person be permitted to visit me: Yes_____ No _____

Name: ***** 






Relationship: 
Address: *****

Home: *****

Work: *****

Cell: *****

Other: *****

It is also my desire that this person be permitted to visit me: Yes_____ No _____
Others who should be permitted to visit:

Visitors Prohibited: I do not wish the following people to visit me while I am receiving care in a psychiatric facility: 



Name






Relationship
Preferences Regarding Revocation Or Termination of This Advance Directive

My wish is that this mental health directive may be revoked, suspended or terminated by me at any time, if state law so permits.

OR

My wish is that this mental health care directive may be revoked, suspended or terminated by me only at times that I have the capacity to do so. I understand that I may be choosing to give up the right to change my mind at any time. I expressly give up this right to ensure compliance with my advance directive. My decision not to be able to change this advance directive while I am incapacitated is made to ensure that my previous, carefully considered thoughts about how I want to be treated will remain in effect during the time I am incompetent or incapacitated.

My physician or licensed clinical psychologist hereby attests that I am capable of making an informed decision and that I understand the consequences of this provision of my advance directive: 

Signature of physician or psychologist



Date 

Printed name of physician or psychologist



Phone number

Notwithstanding the above, it is my wish that my agent or other decisionmaker specifically ask me about my preferences before making a decision regarding mental health care, and take the preferences I express here into account when making such a decision, even while I am incompetent or incapacitated.
Other Instructions About Mental Health Care:
Signatures:

By signing here I indicate that I understand the purpose and effect of this document.

Signature








Date

I attest that ***** voluntarily signed this advance directive in my presence.  

Witness Signature








Date

Witness Signature








Date

