ILLINOIS ADVANCE CARE PLANNING FOR SENIORS

This Advance Care Planning form is provided for use by residents of the State of Illinois. It is intended to help seniors record their health care wishes, appoint a health care agent, and document related preferences. This form is not a substitute for legal advice. Consult an attorney or qualified health care professional if you have questions.

SECTION

1. PERSONAL INFORMATION
1.1 Full Legal Name: [YOUR FULL LEGAL NAME]
1.2 Date of Birth: [DATE OF BIRTH]
1.3 Home Address: [STREET ADDRESS]
1.4 City, State, ZIP: [CITY, STATE, ZIP CODE]
1.5 Telephone Number: [TELEPHONE NUMBER]
1.6 Alternate Telephone Number: [ALTERNATE TELEPHONE NUMBER]
1.7 Primary Care Physician Name: [PRIMARY CARE PHYSICIAN NAME]
1.8 Primary Care Physician Telephone Number: [PRIMARY CARE PHYSICIAN TELEPHONE]

SECTION

2. HEALTH CARE AGENT APPOINTMENT
2.1 I appoint the following person as my Health Care Agent to make health care decisions for me when I am unable to make them for myself: [HEALTH CARE AGENT FULL NAME]
2.2 Health Care Agent Address: [HEALTH CARE AGENT STREET ADDRESS]
2.3 Health Care Agent City, State, ZIP: [HEALTH CARE AGENT CITY, STATE, ZIP CODE]
2.4 Health Care Agent Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER]
2.5 Relationship to Me: [RELATIONSHIP TO YOU]
2.6 I appoint the following person as my Alternate Health Care Agent, to serve if my Health Care Agent is unavailable, unable, or unwilling to act: [ALTERNATE HEALTH CARE AGENT FULL NAME]
2.7 Alternate Health Care Agent Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS]
2.8 Alternate Health Care Agent City, State, ZIP: [ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP CODE]
2.9 Alternate Health Care Agent Telephone Number: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]
2.10 Relationship to Me: [RELATIONSHIP TO YOU]

SECTION

3. AUTHORITY OF HEALTH CARE AGENT
3.1 My Health Care Agent shall have authority to make any and all health care decisions for me, including decisions regarding medical treatment, hospitalization, surgery, medication, diagnostic testing, and admission to or discharge from a health care facility, consistent with my wishes as expressed in this document.
3.2 My Health Care Agent shall have authority to consent to or refuse life-sustaining treatment on my behalf, subject to the limitations stated in Section 6 of this document.
3.3 My Health Care Agent shall have authority to authorize the release of my medical records and to receive information necessary to make informed health care decisions.
3.4 My Health Care Agent shall have authority to hire and discharge health care providers and to select and discharge health care facilities on my behalf.
3.5 My Health Care Agent shall not have authority to consent to any act that is prohibited by law or that is outside the scope of authority granted under the Illinois Health Care Surrogate Act or the Illinois Power of Attorney Act.

SECTION

4. NOMINATION OF GUARDIAN
4.1 If a guardian of my person is to be appointed, I nominate my Health Care Agent named in Section 2 of this document to serve as guardian: [HEALTH CARE AGENT FULL NAME]
4.2 If my Health Care Agent is unable or unwilling to serve as guardian, I nominate my Alternate Health Care Agent named in Section 2 of this document: [ALTERNATE HEALTH CARE AGENT FULL NAME]

SECTION

5. INSTRUCTIONS REGARDING TREATMENT
5.1 I direct that the following wishes be followed regarding my medical treatment: [DESCRIBE YOUR TREATMENT WISHES]
5.2 I direct that the following wishes be followed regarding pain relief and comfort care: [DESCRIBE YOUR WISHES REGARDING PAIN RELIEF AND COMFORT CARE]
5.3 I direct that the following wishes be followed regarding hospitalization and admission to a health care facility: [DESCRIBE YOUR WISHES REGARDING HOSPITALIZATION AND FACILITY ADMISSION]
5.4 I direct that the following wishes be followed regarding mental health treatment: [DESCRIBE YOUR WISHES REGARDING MENTAL HEALTH TREATMENT]
5.5 I direct that the following wishes be followed regarding the donation of organs and tissues: [DESCRIBE YOUR WISHES REGARDING ORGAN AND TISSUE DONATION]
5.6 I direct that the following wishes be followed regarding autopsy and disposition of remains: [DESCRIBE YOUR WISHES REGARDING AUTOPSY AND DISPOSITION OF REMAINS]

SECTION

6. LIFE-SUSTAINING TREATMENT AND END-OF-LIFE WISHES
6.1 If I am diagnosed with a terminal condition, I direct that my Health Care Agent and health care providers follow the following instructions regarding life-sustaining treatment: [DESCRIBE YOUR WISHES REGARDING LIFE-SUSTAINING TREATMENT]
6.2 If I am in a state of permanent unconsciousness, I direct that my Health Care Agent and health care providers follow the following instructions: [DESCRIBE YOUR WISHES REGARDING PERMANENT UNCONSCIOUSNESS]
6.3 I direct that the following wishes be followed regarding artificial nutrition and hydration: [DESCRIBE YOUR WISHES REGARDING ARTIFICIAL NUTRITION AND HYDRATION]
6.4 I direct that the following wishes be followed regarding do-not-resuscitate orders: [DESCRIBE YOUR WISHES REGARDING DO-NOT-RESUSCITATE ORDERS]
6.5 I direct that the following wishes be followed regarding hospice and palliative care: [DESCRIBE YOUR WISHES REGARDING HOSPICE AND PALLIATIVE CARE]

SECTION

7. ADDITIONAL INSTRUCTIONS AND PREFERENCES
7.1 I direct that the following additional instructions be followed: [DESCRIBE ADDITIONAL INSTRUCTIONS]
7.2 I direct that the following persons be notified in the event of a health care emergency: [NAME AND TELEPHONE NUMBER OF PERSON TO NOTIFY]
7.3 I direct that the following persons be notified in the event of my death: [NAME AND TELEPHONE NUMBER OF PERSON TO NOTIFY]
7.4 I direct that the following religious or cultural preferences be observed: [DESCRIBE RELIGIOUS OR CULTURAL PREFERENCES]

SECTION

8. COPIES AND DISTRIBUTION
8.1 I direct that copies of this document be provided to the following persons and entities: [LIST PERSONS AND ENTITIES TO RECEIVE COPIES]
8.2 I direct that a copy of this document be included in my medical record: [YES OR NO]
8.3 I direct that a copy of this document be provided to my Health Care Agent: [YES OR NO]

SECTION

9. REVOCATION OF PRIOR DOCUMENTS
9.1 I revoke all prior advance care planning documents, health care powers of attorney, living wills, and similar instruments previously executed by me, to the extent permitted by law.
9.2 This revocation does not affect any document that I specifically identify as remaining in effect: [IDENTIFY ANY DOCUMENTS THAT REMAIN IN EFFECT]

SECTION

10. EFFECTIVE DATE AND DURATION
10.1 This document becomes effective on the date of signature below and remains in effect until revoked by me in writing or by operation of law.
10.2 This document shall remain in effect during any period of incapacity and shall not be affected by my subsequent disability or incapacity.

SECTION

11. SIGNATURE AND WITNESSES
11.1 Signature of Principal: [YOUR SIGNATURE]
11.2 Date Signed: [DATE SIGNED]
11.3 Printed Name: [YOUR FULL LEGAL NAME]
11.4 Witness 1 Signature: [WITNESS 1 SIGNATURE]
11.5 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]
11.6 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
11.7 Witness 1 City, State, ZIP: [WITNESS 1 CITY, STATE, ZIP CODE]
11.8 Witness 1 Date: [WITNESS 1 DATE]
11.9 Witness 2 Signature: [WITNESS 2 SIGNATURE]
11.10 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]
11.11 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
11.12 Witness 2 City, State, ZIP: [WITNESS 2 CITY, STATE, ZIP CODE]
11.13 Witness 2 Date: [WITNESS 2 DATE]

SECTION

12. NOTARY ACKNOWLEDGMENT
12.1 State of Illinois, County of: [COUNTY NAME]
12.2 I, the undersigned notary public, do hereby certify that [YOUR FULL LEGAL NAME], personally known to me or proved to me on the basis of satisfactory evidence, appeared before me on [DATE OF NOTARIZATION] and acknowledged that they signed this document as their free and voluntary act for the purposes stated therein.
12.3 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
12.4 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
12.5 Notary Commission Number: [NOTARY COMMISSION NUMBER]
12.6 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
12.7 Notary Seal: [NOTARY SEAL]

SECTION

13. HEALTH CARE AGENT ACCEPTANCE
13.1 I, [HEALTH CARE AGENT FULL NAME], accept the appointment as Health Care Agent under this document and agree to act in accordance with the wishes of the principal as expressed herein.
13.2 Health Care Agent Signature: [HEALTH CARE AGENT SIGNATURE]
13.3 Date: [DATE SIGNED BY HEALTH CARE AGENT]
13.4 I, [ALTERNATE HEALTH CARE AGENT FULL NAME], accept the appointment as Alternate Health Care Agent under this document and agree to act in accordance with the wishes of the principal as expressed herein.
13.5 Alternate Health Care Agent Signature: [ALTERNATE HEALTH CARE AGENT SIGNATURE]
13.6 Date: [DATE SIGNED BY ALTERNATE HEALTH CARE AGENT]
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