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FORWARD 
 
We all value the right to make decisions for ourselves.  Whether we term this freedom, 
liberty or independence, it is central to our idea of dignity. 
 
One important area in which we exercise independence is in choosing the medical and 
mental health treatment we receive. 
 
Unfortunately, due to illness, we may become unable to make informed choices about 
our care.  
 
No one likes to consider the possibility of becoming unable to make decisions even on a 
temporary basis.  It is easy to put off thinking about that happening, and what treatment 
we would like at that time.  As difficult as it is to look at these issues, by doing so we can 
help ensure our wishes are honored in the future. 
 
Any action you take to plan ahead is completely voluntary.  Once you decide upon your 
wishes, a written Advance Directive, can be part of your Person-Centered Planning 
process.   
 
This handbook is provided for informational purposes only regarding Advance Directives 
for medical and mental health care in Michigan.  It is not meant to provide legal advice 
or create an Attorney-Client or contractual relationship.  Every individual’s 
circumstances are different.  Individuals are strongly urged to seek their own legal 
advice in matters of estates, trusts and Advance Directives.  Improper execution or 
creation of documents in these matters may result in the loss of personal liberty, 
financial resources and control of the treatment relationship.  
 
Questions regarding the information contained in this handbook should be directed to: 
 Detroit-Wayne County Community Mental Health Agency 

Division of Customer Service                                               
640  Temple  -  8th Floor 

 Detroit, MI 48201 
 Voice (313) 833-2500 
 TDD: (313) 833-2417 
 
 
General questions regarding Advance Directives can be directed to: 

• Michigan Protection and Advocacy Services, Inc.  ·  800-288-5923 
• Office of Consumer Relations · Michigan Department of Community Health ·   
 517-373-1255 
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14.  Will my Advance Directive affect my life or health insurance? 
 
No. Your signature on the Advance Directive will not cancel or alter insurance policies. It 
will not affect your ability to get life or health insurance. Your benefits are unaffected. 
 
15.  Is it important to express my specific wishes in the Advance Directive? 
 
The greatest advantage of your Advance Directive is the communication of your wishes 
that it conveys to others.  Your wishes cannot be followed if no one is aware of them. It 
can be a problem for your Patient Advocate to make a decision for you without telling 
her or him what you want.  If you have certain desires, make these clear to your Patient 
Advocate in talking to him or her, and include these wishes in your Advance Directive. 
 
16.  Will my wishes always be followed? 

 
Not necessarily.  A medical or mental health professional can refuse to 
honor your wishes concerning a specific treatment, location or professional, 
if there is a mental health emergency endangering your life or the life of 
another person, or the treatment you seek is unavailable, or there is a 
conflict with court-ordered treatment. 
 
17.  What is “informed consent”? 
 
 You can give informed consent if you can 

• Understand you have a condition that needs treatment  
• Understand the treatment options (including no treatment) for the condition you 

have 
• Consider the possible benefits and drawbacks (such as side effects from 

medication) from each treatment 
• Make a reasonable choice among the treatments available 

 
 
18.  How might I become unable to give informed consent? 
 
You might become unable to make treatment decisions if your medical or mental illness 
affects your mood, thought process or your memory to the extent that you cannot 
communicate your wishes to the treatment team.    
 
 
19.  Who determines that I am not able to give informed consent? 

 
After examining you, a physician or psychologist would make the 
determination of your capacity to make medical/mental health 
care decisions. 
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informing the medical or mental health care staff.  However, to help ensure sound 
reasoning and decision-making, you can write a provision in the Advance Directive that 
the decision to cancel or change the Advance Directive for medical or mental health 
care is effective 30 days after you inform the staff of your wishes.  
 
45.  Why might I choose to give up the right to cancel or change the Advance  
       Directive immediately? 
  
During a mental health crisis, your judgment may be altered and you may not likely be 
able to make the best decisions about treatment or about changing or canceling your 
Advance Directive.  You can plan for this by giving your Patient Advocate 30 days to act 
on your behalf.    
 
46.  When should I review my Advance Directive? 
 

Since medicines and treatments are constantly 
changing, and since there may be changes in your 
outlook, it would be wise to review your Advance 
Directive at least once a year. Upon review, you can 
decide to keep the document, make changes or have 
no Advance Directive at all. 
 
If there are no changes to your Advance Directive and 
you want to keep it just as it is, you may want to put 
your initials and the date at each of the places where  

you previously signed the Advance Directive document to show that the wishes 
expressed in the document are current.  
 
47.  What should I do if I write a new Advance Directive? 
 
Whether you choose a different person to be your Patient Advocate or change your 
wishes for care, try to get back copies of the old document and destroy them.  Distribute 
copies of the new document to everyone you want to provide a copy to. 
 
48.  What are the responsibilities of health care facilities? 

 
Hospitals, nursing homes, hospice organizations and home health 
agencies receiving federal funds have an obligation to inform 
incoming patients of their rights to consent to or refuse treatment, 
including the right to have Advance Directives.   
 
A health care facility cannot force you to sign an Advance 
Directive or refuse to care for you if you have signed one. If given 

an Advance Directive, the hospital, nursing home, mental health care provider, etc. 
must make it a part of your record. 
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49.  Will the health care provider honor my Advance Directive? 
 
If the facility has no reason to question the document is real, has proof you are no 
longer able to give informed consent  and believes a Patient Advocate is acting 
consistent with your wishes, the facility would likely comply. 

 
Be aware that even though you have an Advance Directive, there is no absolute 
promise your wishes will be honored.   There may be times when your wishes will not 
be honored.  For instance, the treatment you requested might not be available, might 
conflict with court-ordered treatment, or may not address a danger to your life or to 
others. 
 
If you are ever in a situation where you believe that the health care provider does not 
have sound cause to disregard any portion of your Advance Directive, you or your 
Patient Advocate can contact one of the following: 

• Michigan Protection and Advocacy Services, Inc.  ·  800-288-5923 
• Office of Consumer Relations · Michigan Department of Community Health   
 517-373-1255 

 
50.  Is there protection for the health care provider who follows my Advance  
       Directive? 
 
Generally, a physician or other provider is immune from civil or criminal liability or 
disciplinary action for acting in good faith and in accordance to generally accepted 
standards of care  while following an Advance Directive and/ or the instructions of the 
Patient Advocate. 
 
51.  Where can I get more information about Advance Directives?  

 
One source is the Michigan Department of   
Community Health  website:   
 
 
 
 
 
 
 
 

 
Another source of information can be your doctor, case manager or therapist. 
You should also feel free to contact any of the following:  

• Michigan Protection and Advocacy Services, Inc.  ·  (800) 288-5923 
• Office of Consumer Relations · Michigan Department of Community Health   
      517-373-1255 
• Detroit-Wayne County Community Mental Health Agency 

 Division of Customer Services      
           Voice (313) 833-3232  i TDD: (800) 630-1044 

http://www.michigan.gov/mdch 
 Click on: Mental Health & Substance 

Abuse  
 Look for the Search box in the upper 

right corner 
 Type in Advance Directives and hit GO  
  Browse through the various documents 

available on this website
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II.  ADVANCE DIRECTIVE FOR HEALTH CARE CHOICES FORMS 
 
Making choices is an important part of our lives.  Health care choices are very important.  
Some day you may not be able to communicate what your health care choices are.   
Someone may have to make health care choices for you.  An Advance Directive is a way to 
describe the choices you want made in the future.   
 
The forms in this booklet are being provided as an option for you to consider using.  You 
may complete any form that you find suitable to your needs, or you may develop your own 
form. If you choose to complete any of these forms, please read  the “Directions For Use” 
first.  

 
DIRECTIONS FOR USE 

 
1.   Review the “Checklist” on the following pages so you can see at a glance what your  
      Advance Directive can include.   
 
2.   Read each section carefully. 
 
3.  Note that some forms are mandatory and others are optional.  
 
4.   If you decide to appoint a Patient Advocate, make sure he or she understands your   
      wishes and is willing to take the responsibility. Your Agent and alternate Agent (if you   
      elect to have an alternate) should sign the form to show acceptance of the responsibility.   

 
5.   Talk over your choices with your treating providers and your case manager.   
 
6.   You may cross out and/or write in words or sentences if you choose to edit the  
       document.    
 
7.   To indicate which choices you want, put your initials in the blank at the beginning of a    

 statement.  If you do not want a statement to be true, leave the blank empty .  
 
8.   Add any special instructions in the spaces provided. Be sure you also put your initials in     
      the blank at the beginning of that segment to make your choices valid. You can write   
      additional instructions or comments on a separate sheet of paper, but be sure to write on  
      the form that there are additional pages.  
 
9.   Assemble the completed sections and sign the “Witnesses” form before two witnesses.   
 
10.  Have copies made and give them to your doctor(s), the individual(s) you have appointed   
       to make mental health care decisions for you, your family and anyone else who might  
       be involved in your care. Explain your choices to each of them. 
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          ADVANCE DIRECTIVE CHECKLIST 
 
 

1 PART A  ·  STATEMENT OF INTENT 

This form is required.  A statement of your intent in creating an Advance Directive for 
mental health care decision-making. This emphasizes your strong desire that providers 
respect your right to influence all decisions about the your care.  

 
1 PART B  · DURABLE POWER OF ATTORNEY FOR HEALTH CARE CHOICES 
 
This form is optional. Your instructions about hospitalization and alternatives to 
hospitalization, medications, interventions, such as surgery, dialysis, electroconvulsive 
therapy (ECT) and emergency interventions (including seclusion, restraint and 
medication).  
 
 
1 PART C ·  SPECIFIC INSTRUCTIONS REGARDING LIFE-SUSTAINING             

           TREATMENT OR  “LIVING WILL”    
 

This form is optional. A Living Will tells health care providers and the courts about your 
health care choices.  Living Wills usually deal with specific situations.  Living Wills may 
not be very helpful in all situations. Michigan courts may look at a Living Will, but do not 
have to follow what a Living Will says.  The Living Will can also include: 
 
 

1 PART D · D0-NOT-RESUSCITATE ORDER (DNR) 
 

  This form is optional. A DNR describes the medical services you choose to receive 
  when you are terminally  ill and in the final stages of life.   
 
 
1 PART E · DIRECTIONS ABOUT MY COMFORT IF I AM NEAR DEATH   

This form is optional. Here you can provide instructions about the people and comforts 
you want around you when you are near death (i.e., preference to die at home). 

1 PART F ·  PATIENT ADVOCATE’S POST DEATH AUTHORITY 

This form is optional. Here you can state your wishes regarding organ donation,  
burial, cremation, etc. 

1 PART G · HEALTH CARE PROXY 

This form is optional.  This form lets you name another person to make decisions for  
you if you are determined to be legally incompetent to make your own choices. The  
person you appoint is known as a Patient Advocate or Surrogate  
Decision-Maker.   
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1 PART H · DURATION OF ADVANCE DIRECTIVE 
 
This form is optional.  Here you may also choose whether or not you will have the right 
to suspend or terminate your Advance Directive while you are incapacitated. 
 
 
1 PART I ·  ACCEPTANCE BY PATIENT ADVOCATE(S) 

If you appoint a Patient Advocate, this form is required.  It allows the person(s) you 
name to accept the responsibilities of an Patient Advocate.  

1 PARTJ · WITNESSES 

This form is required.  Two witnesses sign the Advance Directive after you have 
completed the forms you want included in the document. 

 
1 PART K ·  RECORD OF COPIES 
 
This form is optional.  Here you can keep track of who has copies of your Advance 
Directive and when the copies were provided.  
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PART A   
ADVANCE DIRECTIVE FOR HEALTH CARE CHOICES 
 

STATEMENT OF INTENT 
 
I, (print name) ________________________________________,  willfully and 
voluntarily execute this health care Advance Directive to assure that, during periods of 
incapacity or incompetency resulting from mental health or physical illness, my choices 
regarding my medical and 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 
decision maker 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.  
 
By this document, I intend to create an Advance Directive for health care as authorized 
by state law, the U.S. Constitution and the Federal Patient Self-Determination Act of 
1990 (P.L. 101-508) to indicate my wishes regarding medical and mental health 
treatment. To the extent, if any, that this document is not valid under state law, 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 medical or 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 Patient 
Advocate dies or withdraws or if I have no Patient Advocate appointed at the time of the 
execution of this document.  If I have not named a Patient Advocate, these instructions 
shall be binding upon who ever may be appointed as my decision maker. 
 
The fact that I may have left blanks in this Advance Directive (i.e., not completed certain 
sections) should not affect its validity in any way. I intend that all completed sections be 
followed.  If I have not expressed a choice, my Patient Advocate should make the 
decision that he or she determines is the decision I would make if I were competent to 
do so. 
 
If any part of this Advance Directive is invalid or ineffective 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 stands alone.  
 
It is my intent that no one involved in my care shall be liable for honoring my wishes as 
expressed in this designation or for following the directions of my Patient Advocate. 
 
Copies of this document may be relied upon as though they were originals. 
 
I am providing these instructions of my free will.  I am at least eighteen years old and of 
sound mind.  I sign this document voluntarily and I understand its purpose. 
____________________________________________________________________ 
Signature                                   Date 
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PART B 
DURABLE POWER OF ATTORNEY FOR HEALTH CARE CHOICES  
  
I, ________________________________________________, hereby make known my 
desire that, should I lose the capacity to make health care decisions, the following are 
my instructions regarding consent to or refusal of mental health or medical treatment, 
and if I choose, the designation of my Patient Advocate.    
 
This document is to be treated as a Durable Power of Attorney for Health Care and shall 
survive my disability or incapacity. 
 
If I am unable to participate in making decisions for my care and there is no Patient 
Advocate or Successor Patient Advocate to act for me, I request that the instructions I 
have given in this document be followed and that this document be treated as evidence 
of my wishes. 
 
This document is signed in the state of Michigan.  It is my intent that the laws of the 
state of Michigan govern all questions concerning the validity, the interpretation of its 
provisions and its enforceability.   
 
SPECIAL INSTRUCTIONS REGARDING MY MEDICAL OR  MENTAL HEALTH  
CARE AND TREATMENT 
     
My statements of desires and instructions regarding care and treatment are as 
follows:         
         
1.  Medications for medical or mental health treatment: If it is determined that I am      
   not  legally capable of consenting to or refusing medications relating to my mental   
   health  treatment, my wishes are as follows:  
 
A.  I prefer to be given the following medications: 
 _____________________________________________________________________
___________________________________________________________ 

 
B.  I prefer not to be given the following medications, for the following reasons: 
 Medication #1:________________________________________________ 

Reason:____________________________________________________ 
 
           Medication #2:_______________________________________________ 

Reason:____________________________________________________ 
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 2.   Treatment facilities:  If my medical or mental health condition is serious enough to  
       require 24-hour care,  the following are my instructions:  
  

A.  I would prefer to receive this care at the following hospitals or   
     programs/facilities, if possible: 
________________________________________________________________
________________________________________________________________ 

 
B. I  prefer not to receive this care at the following hospitals or  
      programs/facilities, if possible, for the reasons I have listed: 
  
Facility#1:_____________________________________________________ 
 
Reason:____________________________________________________ 

  
Facility #2:_____________________________________________________ 
 
Reason:____________________________________________________ 

 
 
3.   Choice of Physicians   
 
     A.   My choice of treating physician(s), if possible: 

Dr. ________________________________   Phone _______________   
 
Dr. ________________________________   Phone _______________  

 
    B.   I do not wish to be treated by the following physicians, if possible, for the  
           following reasons: 

Dr.’s Name__________________________________________________ 
Reason:____________________________________________________ 
 
Dr.’s Name: _________________________________________________ 
Reason:____________________________________________________ 

  
4.   My wishes regarding Electroconvulsive Therapy (ECT) are as follows: 
 

A. _____  I authorize my Patient Advocate  to consent to ECT in my  
                       behalf. 

 
      B.______ I do not authorize my Patient Advocate  to consent to ECT  
                      in my behalf.   
 
      C. Other instructions and wishes regarding ECT are as follows:            
______________________________________________________________________
______________________________________________________________________  
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5. Community Treatment Programs: (outpatient clinics, community based 
residential facilities, community support programs, self-help programs, 
etc.) 
i.  I would like to receive treatment from the following community treatment 
programs:______________________________________________________________
_______________________________________________________________________ 

       
ii. If possible, I do not want to receive treatment from the following community  

          treatment programs for the reasons listed: 
            
           Provider #1:_____________________________________________________ 

Reason:_________________________________________________________
________________________________________________________________ 
Provider  #2:_____________________________________________________ 
Reason:_________________________________________________________
________________________________________________________________ 

 
6.     Additional preferences regarding my medial or mental health care and  
        treatment: 

____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________ 

 
My signature reflects my wishes: 
 
 
Signature                                                                            Date 
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PART C  “LIVING WILL” OR SPECIFIC INSTRUCTIONS REGARDING 
                   LIFE-SUSTAINING TREATMENT   

 
Advance Directive of _________________________________________ 

Name 
 

Choice 1:  I want my life to be prolonged to the greatest extent possible, consistent 
with sound medical practice without regard to my condition, the chances I have for 
recovery, the cost of my care or I direct life-sustaining treatment to be provided in order 
to prolong my life. 
 
My signature here reflects my wishes: 
 
__________________________________________________________________ 
Signature                                                                                           Date 
 
 

Choice 2:  I do not want my life to be prolonged by providing or continuing life-
sustaining treatment if any of the following conditions exist: 
 •I am in an irreversible coma or persistent vegetative state. 
 •I am terminally ill and life-sustaining procedures would serve only to  
             artificially delay my death. 

•Under any circumstances where my medical condition is such that the   
  burdens of the treatment outweigh the expected benefits.  In weighing the   
  burdens and benefits of treatment, I want my Health Care Advocate to  
  consider the relief of suffering and the quality of my life as well as the  
  extent of possibly prolonging my life. 

 
If the any of the above conditions exist, I expressly authorize my Patient Advocate to 
make decisions to withhold or withdraw treatment which would allow me to die, and I 
acknowledge such decisions could or would allow my death.  My Patient Advocate can 
refuse life prolonging medical treatments or surgeries that are merely intended to keep 
me alive without reasonable hope of making me better or curing my illness or injury. 
 
My Patient Advocate can (check the ones you agree to): 

 Sign a do-not-resuscitate declaration (DNR) for me  
 Refuse artificially supplied nutrition or hydration (feeding tube or water given  

           through a tube in the vein, nose or stomach) 
 Refuse surgical intervention or other invasive medical treatments. 
 Refuse kidney dialysis. 
 Refuse breathing machines (respirator, ventilator) 
 Refuse cancer treatment (chemotherapy, radiation therapy) 
 Refuse medicines to treat infections (i.e., antibiotics) 
 Other:_____________________________________________________  

 
I understand that this decision could or would allow me to die.  My signature here 
reflects my wishes: ______________________________________________________ 
                               Signature                                                                        Date      
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PART D 
 

DO-NOT-RESUSCITATE ORDER  
 
 
Advance Directive of _________________________________________ 

Name 
 

I have discussed my health status with my physician, ___________________________.    
 
I request that in the event my heart and breathing should stop, no person shall attempt 
to resuscitate me.    
 
This order is effective until it is revoked by me. 
 
Being of sound mind, I voluntarily execute this order, and I understand its full import. 
 
__________________________________________________  ________________ 
 (Declarant’s signature)       (Date) 
 
 
 
*ATTESTATION OF WITNESSES 
The individual who has executed this DNR order appears to be of sound mind, and 
under no duress, fraud, or undue influence.   
 
 
______________________________________________________________________ 
Witness 1 signature                       Date 
 
 
______________________________________________________________________  
Witness 2 signature                       Date 

 
 
 

*Note:  One of the witnesses must be the primary care physician or a physician  
            affiliated with the hospital where the declarant is receiving care.  
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PART E 
 

DIRECTIONS ABOUT MY COMFORT IF I AM NEAR DEATH   
 

 
Advance Directive of _________________________________________ 

Name 
 
___ I do not want to be in pain. I want my doctor to give me enough medicine 
       to relieve my pain, even if that means that I will be drowsy or sleep a lot. 
 
 
___ I wish to have my favorite music played. 
 
 
___ I wish to have well-loved religious or non-religious readings and poems read aloud.  
 
 
___ I wish to have people with me when possible. 
 
 
___ I wish to have others praying for me when possible. 
 
 
___I wish to have pictures of my loved ones in my room, near my bed. 
 
 
___ I want to die in my home, if that can be done. 
 
 
My signature here reflects my wishes: 
 
___________________________________________________________________ 
   Signature                                                            Date 
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PART F       
 

PATIENT ADVOCATE’S POST DEATH AUTHORITY  
 
Advance Directive of _________________________________________ 

Name 
  
Upon my death, my Patient Advocate is authorized to: 
  1 Give permission (if required) for an autopsy,  
 
 
  1 Make direct disposition of  my remains 
 
 
  1 Make anatomical gifts of the following: 

 Any needed organs or body parts for the purposes of transplantation, 
 therapy, medical research or education. 

-or- 
o Only the following listed organs or body parts for the purposes of 
o transplantation, therapy, medical research or education: 

    _______________________________________________________________ 
                                              -or- 

 My entire body for anatomical study 
 
 
 
My signature here reflects my wishes: 
 
 
   Signature                                                                       Date 
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PART G 
 
Advance Directive of _________________________________________ 

Name 
 

PROXY  
 
A.  APPOINTMENT OF A PATIENT ADVOCATE (Optional) 
I hereby appoint the following individual as my Patient Advocate to make any and all 
health care decisions for me, except to the extent that I state otherwise.  This health 
care proxy shall take effect when and if I become unable to make my own medical or 
mental health care decisions.  My Agent acting under this Durable Power of Attorney for 
Health Care Choices will not become financially responsible for me. I give my Agent full 
power to make all decisions for me about my health care. 
  
Name  ——————————————————————————————— 
 
Address _______________________________________________________ 
 
Phone & E-mail Information_______________________________________________ 
 
___________________________________________________________________ 
 
 
B.  APPOINTMENT OF AN ALTERNATE PATIENT ADVOCATE (optional):  
If the person appointed above is unable or unwilling to serve as my Patient Advocate, I 
hereby appoint the following individual to act as my alternate Patient Advocate: 
  
Name  ——————————————————————————————— 
 
Address —————————————————————————————— 
 
Phone & E-mail Information_______________________________________________ 
 
____________________________________________________________________ 
 
 
 
My signature reflects my wishes: 
 
 
Signature                                                                             Date 
 
 
 
 



26  

PART H 
 
Statement Of My Preferences Regarding Revocation Or Termination 
of This Advance Directive 
 
 
Advance Directive of _________________________________________ 

Name 
 
Note: Select Option 1 or 2 
 
Option 1 

 
____I understand that as long as I am of sound mind, I may change my mind at 
any time by communicating in any manner that this document does not reflect my 
wishes and my revocation of any parts of this document will go into effect 
immediately regarding medical care or mental health care.  
 
 

Option 2 

_____ I expressly give up the right to revoke, suspend or terminate my Advance 
Directive for medical or mental health care until 30 days have passed from the 
date that I communicate my intent to revoke or change my Advance Directive.  I 
am doing this in order to  ensure that my previous, carefully considered thoughts 
about how I want to be treated will remain in effect.   I understand that even if I 
choose this option, I still have the right to give three days notice of my intent to 
leave a hospital if I am a formal voluntary patient. 

 
 
 
My signature reflects my wishes: 
 
 
Signature                                                                             Date 
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PART I         ACCEPTANCE BY PATIENT ADVOCATE(S) 
 

Advance Directive of _________________________________________ 
Name 

 
This designation shall not become effective unless I am unable to participate in 
decisions regarding the patient’s medical or mental health, as applicable.   My Patient 
Advocate is authorized to:  
1Make all necessary arrangements for any hospital, mental health treatment facility, 
hospice, nursing home, or other health care organization; hire or fire health care 
personnel (any person who is authorized or permitted by the laws of the state to provide 
health care services) as the Agent shall decide necessary for my physical, mental, or 
emotional well being. 
 

1Request, receive, and review any information about my physical or mental health, or 
personal affairs, including medical and hospital records; sign any releases of other 
documents that may be needed to get such information. 
 

1Make a decision to withhold or withdraw treatment, which would allow me to die, only 
if I have expressed in a clear and convincing manner that the Patient Advocate is 
authorized to make such a decision, and that I acknowledges that such a decision could 
or would allow my death.  (Note:  This is not allowable by law if the person is pregnant). 
 

1Accept reimbursement for actual and necessary expenses incurred in the 
performance of his or her authority, rights, and responsibilities.   
 

1Act in accordance with the standards of care applicable to fiduciaries when acting for 
me and shall act consistently with my best interests. My known desires expressed or 
evidenced while I am able to participate in medical or mental heath treatment decisions 
are presumed to be in my best interests. 
 

1Other:___________________________________________________________ 
 

Patient Advocate Signature of Acceptance  
I,________________________________, Patient Advocate designated by 
__________, hereby accept the designation as the medical and mental health Patient 
Advocate. 
My Address:  ___________________________________________________________  
Day Phone: ________________________ Evening Phone: ______________________ 
Cell Phone: ________________________ E-mail Address:_______________________ 
______________________________________________________________________ 
(Signature of Patient Advocate)                                                    (Date) 
 
Alternate Patient Advocate Signature of Acceptance 
 I, _______________________________, Alternate Patient Advocate designated by 
__________, hereby accept the designation as the medical and mental health Patient 
Advocate if the person named above is unavailable or unable to serve. 
My Address: ___________________________________________________________      
Day Phone: ________________________ Evening Phone: ______________________  
Cell Phone: ________________________ E-mail Address: ______________________ 
 

Signature of Alternate Patient Advocate                        (Date) 
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PART J    
WITNESSES 

 
 
Advance Directive of _________________________________________ 

Name 
 
The directive in this document has been declared by (your name) 
__________________________________________________________, as his/her 
medical/mental health care Advance Directive.  At his/her request, we have signed our 
names below as witnesses.  
 
The “Statement of Intent” for this Advance Directive was signed by the person it pertains 
to in our presence.  We declare that, at the time this Advance Directive was signed, the 
Declarant, according to our best knowledge and belief, was of sound mind and under no 
constraint or undue influence.  
 
We declare that we are both adults, are not designated in this Advance Directive as the 
Patient Advocate and we are neither the person’s spouse nor blood relative nor member 
of the health care organization providing medical/mental health care.   
We further declare that neither of us is the Declarant's physician or an employee of the 
Declarant's physician,  an employee or a patient of any residential health care facility in 
which the Declarant is a patient, designated as Patient Advocate or alternate under this 
document or a beneficiary or creditor of the estate of the Declarant.  
 
 
 
Witness 1  _____________________________________________________ 
                      Printed Name                                                                       

 
 _____________________________________________________ 
Address                                                                         

                       
                      ______________________________________________________  
                      Signature                                                                      Date 
 
 
Witness 2    ______________________________________________________ 
  Printed Name                                                                       

 
_____________________________________________________ 
Address  
 
_____________________________________________________  

                     Signature                                                                       Date 
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PART K 
       RECORD OF COPIES   

 
 
Advance Directive of _________________________________________ 

Name 
 

 I have given copies of my Advance Directive to the following people: 

____________________________________________________________________ 
Name                                                                    

___________________________________________________________________ 
Contact Information                                                              

____________________________________________________________________ 
Name                                                                    

____________________________________________________________________ 
Contact Information                                                              

____________________________________________________________________ 
Name                    

____________________________________________________________________ 
Contact Information                                                              

____________________________________________________________________ 
Name                    

____________________________________________________________________ 
Contact Information                                                              

____________________________________________________________________ 
Name                    

____________________________________________________________________ 
Contact Information                                                              
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III.  REFERENCE SOURCES 
 
You may go on the Internet and search for additional information regarding Advance 
Directives for medical and mental health care.   
 
The information for this booklet was derived from the following sources:  
 
Michigan Patient Self-Determination Act, (Public Act of 312 of 1990): 
 
Michigan Do-Not-Resuscitate Procedure Act (Public Act 193 of 1996): 
 
Outpatient Treatment Orders, commonly known as Kevin’s Law (Public Acts 496-499 of 
2004): 
 
Patient Self-Determination Act (PSDA): 

 
State of Michigan Attorney General Opinion No. 7056  
 
State of Michigan Attorney General Opinion No. 7009  
 
State of Michigan Attorney General Opinion No. 6986  
 
Advance Directives for Mental Health Care, Planning for Mental Health Care in the 
Event of Loss of Decision-Making Ability, Bradley Geller. 
 
http://www.michigan.gov/documents/Durable Power of Attorney Doc 572897.DOC.  
 
Michigan Estates and Protected Individuals Code, PA386 of 1998, MCL      
700.5501-5513, 700.5515, and 700.5520,  Michigan Public Act 386 of   1998 
(Estates and Protected Individuals Code, section 700.5506,  effective  
January 3, 2005) 
 
Balanced Budget Act, 42CFR422.128  
 
Judge David L. Bazelon Center for Mental Health Law  

Saginaw County Community Mental Health Agency Authority,  “Advance Directives.  A 
Guide to Advance Directives In Michigan”.   

“Designation of Patient Advocate Form and Directions for Health Care: Durable      
Power of Attorney for Health Care”. 
 
Michigan State Medical Society Durable Power of Attorney for Health Care  
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NOTES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Please Cut this Card Out  
and Place  
In Wallet 

ATTENTION HEALTH CARE WORKERS                      

I have a Health Care Advance Directive 
 
Name:_________________________________ 
Phone:___________________________ 
 
My Patient Advocate is:: 
______________________________________ 
 
Work Phone_______________________ 
 
Home Phone:______________________ 
 
Cell Phone:  _______________ 



 
ATTENTION HEALTH CARE WORKERS        

My Successor Patient Advocate Is: 
Name:_________________________________ 
Home Phone:___________________________ 
Cell:________________ Work:______________ 
My Advance Directive document is located at: 
______________________________________ 
My primary care physician is: 
______________________________________ 
Name                                  Phone 
______________________________________ 
My Signature                          Date 
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