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	 1.	 Review the values survey on PAge 2

	 2. 	Complete the meDical situation worksheets on pages 3-6, if desired

	 3. 	Choose an agent, and an alternate agent (if possible).

Choosing an agent is very important because it is the agent’s job to make sure your health care wishes are carried out. You 
will be trusting this person to talk to the doctors, to think about the choices available, and to make decisions that are as close 
as possible to those you would make yourself. Many people choose an adult child, a spouse, or another close relative, while 
others prefer a close friend. Your agent should be someone you trust, who knows you well, and who understands your values 
and beliefs. See page 3 for a list of those who cannot legally be your agent.

	 4. 	Talk to your agent — make sure they understand your wishes.

	 5.	T alk to others for Guidance (Your Doctor, Family Members, clergy)

	 6. Complete the form ON PAGES 8-10

	 7. Sign the document, and have it witnessed or notarized.

	 8. Make copies. 

Make a copy for yourself, and one each for your alternate agent, your doctor, your hospital, and your pastor, priest or rabbi. 
You might also want to supply copies to your family and lawyer. 

	 9. Give the original to your agent.

1. CHECKLIST

Advanced DIRECTIVES
Worksheets and Forms



What do you value most about your life?   
What brings you joy?

For example:

•	 Living as long as possible

•	 Living an active life

•	 Enjoying the company of family and friends

•	 Remaining independent and in control

If you find that activity, independence, and/or social interaction 
are more valuable to you than merely living a long life, then 
making specific choices concerning medical situations (such 
as is found in the next section) will be particularly important to 
you and your family.

Are there certain mental or physical conditions 
that would make you think that treatments that 
prolong dying should no longer be used?

For example:

•	 Lack of awareness of self or surroundings

•	 Inability to appreciate and continue the important 
	 relationships in your life

•	 Inability to think well enough to make every-day decisions

•	 Severe pain or discomfort

•	 Physical damage (such as paralyzed or amputated legs/arms)

It is important to consider some of the possible effects other 
than death that a severe illness or accident could cause.

How might your personal relationships and 
responsibilities affect your own medical  
decision making?

For example:

•	 The desire to make your own decisions

•	 The desire to avoid burdening your family with  
	 difficult decisions

•	 Wanting to leave your family with good memories

•	 Avoiding using up your family savings

Providing your loved ones and caregivers with the information 
they need to make medical decisions for you is a wonderful gift. 
It can spare them great anguish, emotional stress and conflict. 
Even though losing you will be difficult for your family, knowing 
that they are doing the things you would have wanted will 
smooth the way.

How do you feel about death and dying?
For example:

•	 You fear that death will be too prolonged, or that you will 		
	 be in too much pain.

•	 You lost someone close to you and you do not want to die 	
	 that way yourself.

•	 You want to die with respect and control, and in a setting 		
	 that you choose as best for you and your family.

•	 You do not want to suffer for a long time.

All of these questions are very important to consider, along 
with decisions about medical treatments.

The following questions can help you assess your values concerning medical and end-of-life decisions. You may use these questions 
to discuss your views with your agent, doctor and family. Talking with them about these values will give them peace of mind when 
the time arrives for difficult decisions to be made, and will help you make specific choices about medical procedures.

2. VALUES SURVEY

1.	 What happens if we just do nothing?

2.	 What would you do, Doctor, if this was your (wife/husband, 
child, parent, friend)?

3.	 You have talked about a complicated treatment plan. Do 
I have to decide on the whole plan at once or are there 
separate parts you could tell me about?

4.	 Please tell me about all of the alternatives and options, one 
at a time.

5.	 What are the benefits of each of the alternatives?

6.	 What are the possible problems with each of the 
alternatives?

7.	 What are you hoping to accomplish by doing these 
treatments? Are you trying to delay death? Are you simply 
relieving pain?

8.	 Is there any hope of bringing the patient back to a healthy 
state?

9.	 Is this an emergency? Why? Do I have to decide right now or 
do I have time to think things over?

10.	 This is what I understand that you have said:   
Is that right?

11.	 Is this the easiest/most dignified/least painful way for (this 
person) to die under the circumstances?

These are the kinds of questions your health care agent may wish to ask the doctors and nurses who are caring for you. Situations 
in which the Durable Power of Attorney for Health Care are used are almost always very stressful and difficult. Having a list of 
questions may give your agent the confidence and peace of mind he or she will need to make thoughtful decisions for you.

Additional Information
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The following worksheets present four medical situations 
in which advance directives often are needed. After the 
description of each situation you will find a checklist of 
six possible treatments or procedures commonly used 
by doctors and nurses in hospitals to treat the condition 
described. Please read each situation carefully, try to 
imagine yourself in the situation, and decide whether 
you want, do not want, can’t decide, or prefer that the 
treatment be tried first to determine if it would help 
you. Put a check mark in one column by each numbered 
treatment.

This worksheet is not a legal document. It is meant to be a 
guide for you, as well as for your family, agent, and doctor, 
not a complete list of all possible medical conditions.

Knowing your wishes in these particular situations, 
however, will offer guidance in other situations. We 
recommend that you fill out these worksheets and use this 
information to fill in Section 2 on the Durable Power of 
Attorney for Health Care form, and Section 4 on the Living 
Will form. This information will provide valuable assistance 
and direction to your agent and doctors in the future.

This section was adapted from Emanuel LL, Emanuel EJ, “The Medical 
Directive: A New Comprehensive Advance Care Document,” Journal of 
the American Medical Association, June 9, ‘89; 261:3290. Copyright 1990.

Situation 1  If my doctor has definitely determined that I have a condition that will shortly cause my death 
(fatal or terminal condition), and I am unconscious or otherwise unable to speak for myself, then my wishes 
regarding the use of the following would be:

1.	 Cardiopulmonary            
Resuscitation (CPR)
The use of drugs, artificial breathing, 
external chest compression, and/or electric 
shock to restart the heart beating.

2.	M echanical Breathing
Breathing by a machine through a tube 
inserted through the mouth or nose.

3.	Ar tificial Nutrition/ 
Hydration
Feedings and fluid given through a tube in 
the veins, nose, or stomach.

4.	 Pain Medications
(even if they dull consciousness and 
indirectly shorten my life).

5.	A ntibiotics
 Drugs to fight infection.

6.	B lood or blood products

I Want I Do Not Want I am Undecided
I Want to Try:  

If No Clear Improvement, 
Stop Treatment 

3. MEDICAL SITUATION WORKSHEETS



Situation 2  If I am unconscious from an accident or severe illness, and there is no known hope of 
recovering conscious awareness of my environment (irreversible coma or brain death), but machines and drugs 
could keep my body alive for years, then my wishes regarding the use of the following would be:

I Want I Do Not Want I am Undecided
I Want to Try:  

If No Clear Improvement, 
Stop Treatment 

1.	 Cardiopulmonary              
Resuscitation (CPR)
The use of drugs, artificial 
breathing, external chest 
compression, and/or electric shock 
to restart the heart beating.

2.	M echanical Breathing
Breathing by a machine through a 
tube inserted through the mouth  
or nose.

3.	Ar tificial Nutrition/ 
Hydration
Feedings and fluid given through a 
tube in the veins, nose, or stomach.

4.	 Pain Medications
(even if they dull consciousness and 
indirectly shorten my life).

5.	A ntibiotics
 Drugs to fight infection.

6.	B lood or  
blood products
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Situation 3  If I become permanently confused or have declined mentally so that I am not capable of caring 
for myself or being part of any meaningful interaction with family and friends (such as Alzheimer’s Disease, multiple 
strokes, or dementia), and I become ill, then my wishes regarding the use of the following would be:

I Want I Do Not Want I am Undecided
I Want to Try:  

If No Clear Improvement, 
Stop Treatment 

1.	 Cardiopulmonary              
Resuscitation (CPR)
The use of drugs, artificial 
breathing, external chest 
compression, and/or electric shock 
to restart the heart beating.

2.	M echanical Breathing
Breathing by a machine through a 
tube inserted through the mouth  
or nose.

3.	Ar tificial Nutrition/ 
Hydration
Feedings and fluid given through a 
tube in the veins, nose, or stomach.

4.	 Pain Medications
(even if they dull consciousness and 
indirectly shorten my life).

5.	A ntibiotics
 Drugs to fight infection.

6.	B lood or  
blood products



Situation 4  If I am healthy and am in an accident or suffer a sudden illness making me unable to make my 
wishes known, and my condition is potentially reversible in the opinion of my doctor, then my wishes regarding 
the use of the following would be:

1.	 Cardiopulmonary              
Resuscitation (CPR)
The use of drugs, artificial 
breathing, external chest 
compression, and/or electric shock 
to restart the heart beating.

2.	M echanical Breathing
Breathing by a machine through a 
tube inserted through the mouth  
or nose.

3.	Ar tificial Nutrition/ 
Hydration
Feedings and fluid given through a 
tube in the veins, nose, or stomach.

4.	 Pain Medications
(even if they dull consciousness and 
indirectly shorten my life).

5.	A ntibiotics
 Drugs to fight infection.

6.	B lood or  
blood products

I Want I Do Not Want I am Undecided
I Want to Try:  

If No Clear Improvement, 
Stop Treatment 
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Section II (Durable Power of Attorney For Health Care):

	 Neatly print or type the name (first, middle initial, last) of your 
agent on the lines provided. An “attorney-in-fact” is the legal 
name for your agent.

The section following the name and address of your agent legally identifies 
what duties and responsibilities are involved in being a health care agent 
including:

	 a.	 the power to make health care decisions for you only if a doctor says you 
are unable to make them yourself

	 b.	 the fact that those decisions must be consistent with your desires

	 c.	 the power to consent to the withholding or withdrawing of medical 
treatments, even if they are necessary to keep you alive

	 d.	 the power to make these decisions for you for any physical or mental 
condition as long as they are consistent with verbal or written 
instructions. Your agent is also given the right to examine your  
medical records.

	 Neatly type or print the name, address, and phone number of an 
alternate agent who will serve if your agent is unable to do so. 
This is suggested but not required.

	 There is a blank area provided for you to write in specific instructions, 
such as the specific medical treatments that you wish to avoid and in 
which situations. Use your medical worksheets as a guide.

	 Sign your name as you do for any legal document, then neatly type 
or print your name (as principal, or the person granting the power 
of attorney or declarant person signing a Living Will) and address 
on the lines provided under you signature. Your signature must be 
made in the presence of your witnesses or a notary public.

	 You have the option of using a notary, or having two witnesses 
sign your document. A notary public must observe you signing 
the document. Likewise, the two witnesses must see you sign and 
watch each other sign. Make sure that not more than one of your 
witnesses is related to you. Your doctor or an employee of your 
doctor cannot be a witness, unless they are also your relative. 
Also, your agent cannot be a witness.

	 Sign your name as Grantor and date the page entitled 
“Authorization for Release of Protected Health Information 
to Nominated Health Care Attorney-in-Fact.” This allows your 
proposed agent to obtain necessary medical records when an event 
occurs to invoke the Durable Power of Attorney for Health Care.

	 Record the location of each copy of the Durable Power of 
Attorney for Health Care and Living Will.

Section I (The Living Will): 

The Declaration Relating to the Use of Life-
Sustaining Procedures is the legal name given 
to the Living Will in Iowa.

This statement says that if you are found to 
have a condition that will cause your death, 
you do not want your life lengthened by 
machines, drugs or other treatments. In 
Iowa law, two doctors must have examined 
you and certified in writing that you have a 
condition that will shortly result in death or 
permanent unconsciousness.

This statement also says that if you have a 
condition that will cause you to die soon, 
and you are also unable to make your own 
decisions due to unconsciousness or loss 
of ability to think and reason, you give 
your doctor permission to withhold (not 
start) or withdraw (stop) treatments that 
will only prolong dying. It is also clear in 
this statement that any treatments that 
make you more comfortable should not be 
stopped or avoided.

a.	 The Living Will you just signed does not 
take effect unless you have been diagnosed 
with a condition that will result in your 
death, or are in an irreversible coma and 
you are not capable of making decisions.

b.	 Pain medications and feeding by mouth 
are not included in the definition of “life-
sustaining” procedures (treatments that 
lengthen the process of dying), and therefore 
will still be given unless you write otherwise.

c.	 It is your responsibility to make sure 
that your physician and hospital have a copy 
of your Living Will.

d.	 You can cancel this Living Will at any 
time by telling (in any way that you can) 
your doctor or agent that it is no longer in 
effect, no matter what your condition.

Please refer to the document starting on the next page and fill it out as you read these instructions carefully.
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4.	INSTRUCTIONS FOR COMPLETING THE living WILL/			 
	 Durable power of Attorney for health care
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