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Instructlons and Forms

have executed an advance directive Spemfymg my
decisions about my mental health care. My Mental Health
Caie Agent is

If I am hospitalized, my Agent should be lmmedlately

contacted at -
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If the hospital has questions about its legal ||
responsibilities to honor my decisions, :
it should contact
Pennsylvania Protection and Advocacy
at:
1-800-692-7443
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II. FREQUENTLY ASKED QUESTIONS

What is 3 Mental Health Advance Pirective?

A Mental Health Advance Directive is a document |
that allows you to make your choices known :
regarding mental health treatment in the avent that
your mental illness makes you unable to make
decisions. In effect, vou are making decisions ,
about treatment before the time that you will need
it. This allows you to make more informed decisions
and to make your wishes clearly known. A
new law was passed in Pennsylvania, effective :
January 28. 2005, _that makes it pnssible for vou te
use 3 Mental Health Advance Directive. i
|
Many decisions may need to be made for you if
you have a mental health erisis or are involuntarily
commitied and become unable to make treatment:
decisions. For example, the choice of hospital,
types of treatrment, and who should be notified are
decisions that may be made for you, Unfortunately,
at the time of crisis, you may not be able to make
your wishes known, and therafore you may end up
with others making decisions that you would not
make. One way to be sure that your doctor,
relatives, and friends understand your feelings is to
prepare & Mental Health Advance Directive before!
you become unable to make decisions. i
Pennsylvania law allows you to make a Mental
Mealth Advance Directive that is a declaration, a
power of attorney, or a combination of both.

What iz 3 Declaration?

A Declaration contains instructions to doctors, hos-
pitals, and other mental health care providers abotit
your treatment in the event that you become unable
to communicate your wishes, A Declaration usually!
deals with specific situations and does not allow !
rmuch flexibility for changes that come up after the!
document is writter, such as a new type of medical
crisis, new kinds of medication, or different
treatment choices,

What is a Mental Health Power of Altorney?

A Mental Health Power of Attorney allows you to
designate someone else, called an agent, to make -
treatment decisions for you in the event of a mental
health crisis. A Mental Health Power of Attorney
provides flexibility to deal with a situation as it
occurs rather than attempting to anticipate every
possible situation in advance,

When using a Mental Health Power of Attorney it is
very impaortant to choose someone you trust as
your agent and to spend time with that person
explaining your feelings about treatment choices,
Your doctor or his/her employee, or an owner,
operator, or employee of a residential facility
where you are living cannot serve as an agent.

What Is A Tnmbined Moneal Wastth Daslaensien o0
Fower of Attornay?

Pennsylvania's law also aliows you to make a
combined Mental Health Declaration and Power of
Atterney. This lets you make decisions about some
things, but also lets you give an agent power to
make other decisions for you, You choose the deci-
sions that you want your agent to make for you, as
many or as few as you like. This makes your
Mental Health Advance Directive more flexible in
dealing with future situations, such as new treat-
ment options, that you would have no way of
knowing about now.

Your agent should be someone you trust, and you
should be sure to discuss with your agent your feel-
ings about different treatment choices so that your
agent can make decisions that will be most like the
ones you would have made for yourself.

What makes a Mental Health Care Advance
Directive valid?

There is no specific form that must be used, but
your Mental Health Advance Directive must meet
the following requirements:

1. You must be at least 18 years of age.

2. You must not have been declared incapacitat-
ed by a court and had a guardian appointed or
currently be under an inveluntary
commitment.

3. The Mental Heaith Advance Directive must
be sighed, witnessed and dated. Witnesses
must be at least 18 years old. If you cannot
physically sign the document, another person
may sign for you, but the person signing may
not also be a witness, Your doctor or his/her
employee, or an owner, operator, or employee
.of a residential facility where you are living
cannot serve as an agent.
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4. The Mental Health Advance Directive must § Directive when you want the directive to take
contain your choices about beginning, continuing, effect, for example, when involuntary commitment
or refusing mental health treatment. The Mentai  occurs, or when a psychiatrist and another mental
Health Advance Directive also can include choices health treatment professional states you no longer
about other things, such as who you want to he  have capacity to make mental health treatment
your agent or guardian, wha you want to careifor decisions.
your children or pets, who you want notified
about your condition, and/or your dietary or

religiols choices. Who will detarmine that 1 don't have capagity to

5. If your Mental Health Advance Directive isa . "2Kke mental health decisions?
Power of Attorney, then you must name the - Far the purpose of your Mental Health Advance
persen you want to be your agent and say that Directive, incapacity will be determined after you
you are authorizing them to make whatever . are examined by a psychiatrist and one of the fol-
decisions you want them to make. lowing: another psychiatrist, psychologist, family
The Mental Health Advance Directive is valid for physician, attendnjg physician, or ment'al health
twa years from the date you sign it unless one of | treatment professional. Whenaver possible, one of

the decision makers wili be one of your current

the following happens first: .
g happ Fst treating professionals.

a. You revoke the entire Mental Health
Advance Directive, or

b. You make a new Mental Health Advance What if a court appoints a guardian after | have
Directive. ; appointed an agent to make my mental health care

If you do not have capacity to make treatment decisions?
decisions at the time the Mental Health Advahce
Directive will end, the Advance Directive will stay in
place until you are able to make treatment decisions.

In your Advance Directive you can name someone
you want the court to choose as your guardian.
The court will appoint the person you choose,
. unless there is a good reason not to. In many
What is Capacity? i tases your agent and the person you would want to
? be your guardian would be the same person.
However, you may want one person to make your
mental health care decisions, and someone else to
make other decisions for you. If the court-
appointed guardian and your agent are different
people, the court will aliow your agent to make
mental health care decisions, unless you say other-
wise in your Mental Health Advance Directive. If
the court decides to grant the powers that you gave
to an agent to the guardian, the guardian would
still have to make decisions as written in your
Advance Directive,

Capacity is the basic ability to understand your
diagnosis and to understand the risks, benefits, and
alternative treatrments of your mental health care. . It
also includes the ability to understand what may
happen if you do not receive treatment.

Do | need to include proof of my capacity with the
document? 5

No, unless you have a guardian or are currently -
under an involuntary commitment, you are presumed
to have capacity when you make a Mental Health :
Advance Directive. However, at a later time it is
passible for someone to challenge whether you had May I make chandes to my Mental Health Advahce

capacity. If you want to be very sure that no one | Dirpctive?

can challenge your Mental Health Advance Directive  You may change your Mental Health Advance

later, you can include a letter from your treating Directive in writing at any time, as long as you
doctor from the same time period that you made ©  have capacity, If you make significant changes,
your directive stating that you had capacity at that  you should make a new document so that there are
time. f no conflicts or misunderstandings. Remember that

yvour changes or a new directive must be witnessed
o by two individuals, at least 18 years of age, and
Wnen would my Mental Health Advance Directive o chould aive new coples to your provider,
take affect? i agent, and other support pecple.
You can write in your Mental Health Advance
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May ] revoke my Mental Health Advance Directive?
You may revoke, or in other wards, cancel, a part
or the whole Mental Health Advance Directive at
any time, as long as you have capacity. This may
be done either orally or in writing. It is effective as
500n as you tell your provider. Your Advance |
Directive will automatically end after two years
from the date vou sianed it unlass ¥nii do not houie
capacity to make mental health care decisions at :
that time. If you do not have capacity at the timelit
would end, the Mental Health Advance Directive will
stay In force until you regain capacity. :

What types of instroctions should 1 include? |
A Mental Health Advance Directive is a way to ,
communicate lots of information to your provider, |
You may wish to inciude your choices about ;
different treatrment options, such as medications, |
electro-shock therapy, and crisis management. In
addition, you may say who you want to be told

in the event of a crisis, or write down your dietary!
choices, past treatment history, who you want to
take care of your children or pets, and other
information that you want to be taken care of
while you seek treatment.

Who should T give my Mental Health Advance
Divective to7

The only way that your providers will knew what
your choices are is if you give them your Mental
Health Advance Directive. You should also give
copies to your treating physician, agent, and farmily
members or other people that would be notified in:
the event of a crisis. Keep the original in a safe :
place, and be sure that somecne who would be told
of any crisis can get the original so it can be given
to the attending physician. You rmay wish to carry a
card in your wallet that states that you have a |
Mental Health Advance Directive, and who should !

be called in the event that you lack capacity to ma@ke

mental health care decisions. Include that
person's phone humbers, and also name another
person in case the first person is not available.
Remember that if you make changes or create a .
new Mental Health Advance Directive you must be:
sure that everyone has copies of the most recent
varsion.
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Do haalth care providers have to foltow my
instruciions?

Yes, uniess a provider cannot in good conscience
comply with your instructions because they are
against accepted clinical or medical practice, or
because the policies of the provider, such as what i
covered by insurance, do not allow compliance, gr
Lecause uie reatment |s physically unavailable. If
the provider cannot comply for any of these reason
the provider must teli you or your agent as soon as
possible. Tt is very helpful to discuss your decision:
with your provider when you make your Mental
Health Advance Directive, so that you know whethe
they will be able to follow your instructions.

Remember that even if you consent in advance to a
particular medication or treatment, your doctor will
not prescribe that treatment or drug unless it is
appropriate at the time you are ill. Your consent is
only good if your choices are okay at that time,
within the standards of medical care. Your doctor
will also have to consider if a particular treatment
option is covered by your insurance, If, for exam-
ple, the HMO that you have does not cover a cer-
tain drug on its formulary, your doctor may pre-
scribe a drug that is similar, but is on the HMO for-
mulary, as leng as you have not withheld consent tc
that particular drug,

How does & Mental Mealth Advance Directive affect
involuntary commitrment?

The voluntary and inveluntary commitment provi-
sions of the Mental Health Procedures Act are not
affected by having a Mental Health Care Advance
Directive. What may be affected is how you can be
treated after you are committed.
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Pennsylvania’s law allows you to make a combined
Mental Health Declaration and Power of Attorney,
This lets you make decisions about gorne things, ibut
also lets you give an agent power to make other
decisions for you. You choose the decisions that iyou
want your agent to make for YOU, a5 many or as few
as you like, This makes your Mental Health Advance
Directive more flexible in dealing with future
Situations, such as new treatment options, that you
wouid have no way of knowing about now.

You are presumed to be capable of maklng an
Advance Directive unless you have been adjudicated,
incapacitated, involuntarily committed, or found to be
incapable of making mental health decisions after
examination by both a psychiatrist and another
doctor or mental health professional.

Basic Instructions

The following corresponds to the form on page 27,

Read each section very carefully. Begin by pridt—
ing your name in the blank in the introductory
paragraph at the top of the page.

Part I* Intraductipn ...

A. When this Declaration becomes effecrive

Lecide when you want the Declaration to become -
effective. You can specify a condition, such as if

you are involuntarily committed for either outpatient
or inpatient care, or some other behavior or event:
that you know happens when you no longer have .
capacity to make mental health decisions, or you can
specify that you want an evaluation for incapacity..

If you do not choose a condition, your incapacity
will be determined after examination by a psychia-.
trist and one of the following: another psychiatrist,
psychologist, family physician, attending physician,
or other mental health treatment professional. If
you have doctors that you would prefer to make the
evaluation, you should specify them in your :
Declaration. Although that doctor may not be avaii-
able, an effort will at least be made to contact therh.

Untit your condition is met, or you are found to be -
unable to make mental heaith decisions, you will
make decisions for yourself.

8. Revocations and Amendments

Revocation means that you are canceling your
Directive. If you revoke your Directive, your doctor
will no longer have to follow the instructions that y
gave in the docurnent. You may change or revoke
your Directive at any time, as long as you have
capacity to make mental health decisions when yoL
rmake the change ar revocation. You may revoke a
specific instruction without revoking the entire
document.

If you are currently under an involuntary
commitment and you want to change or revoke you
Declaration, you will need to request an evaluation
to determine if you are capable of making mental
heaith decisions. The evaluation will be done by a
psychiatrist and another psychiatrist, psychologist,
farnily physician, attending physician or other men-
tal health professional. If you are found to have the
capacity to make mental heaith decisions, you will
be able to revoke or change your Declaration, even
though you are in the hospital.

You may revoke your Mental Health Advance
Directive orally or in writing. Your Advance Directiv
will terminate as soon as you communicate your
revocation to your treating doctor. It is best to
MAak® any changas or revocation in writing,
then there is a clear record of your wishes,

--------
UCL OGS C

If you make a new Mental Health Advance Directive,
you should be sure to notify your doctor and
suppart people that you have revoked the old one.
Your Directive will automatically expire two years
from the date you made it, unless you are unable to
make mental health decisions for yourself at the
time it would expire. In that case, it will remain in
force until you are able to make decisions for
yourself,

Toe amend your Directive means that you make
changes to it. You may make changes at any time,
as long as you have capacity to make mental health
care decisions. Any changes must be made in
writing and be signed and withessed by two
individuals in the same way as the original
document., Any changes will be effective as soon as
the changes are communicated to your attending
physician or other mental health care provider,
either by you, or a witness to your amendments.
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C. Termination :
Your Advance Directive will automatically expire |
Py yRars Irom the date of execution, unless you!
have haan faund neapabie uf riaking mental health
care decisions at the time the directive would expire.
In that case, the Declaration will continue to be jn
force until you regain capacity. :

Part 11 Mental Health Peciaration

A. Treatment preferences

Your Advance Directive will be less likely to be !
challenged if you include information about what
you do want, as well as what you don’'t want.

Remember that consenting in advance to a particy-
lar medication or treatment does not mean your
doctor will prescribe that treatment or drug unless it
Is appropriate treatrnent at the time you are ill,
Consent only means that you consent if it is g
suitable choice at that time within the standards of
medical care, Your doctor will also have to consider
If & particuiar treatment option is covared by your
Insurance. If, for example, the HMO that you ;
have does not cover a certain drug on its formular,
your doctor may prescribe a drug that is similar, but
15 on the HMO formulary as long as you have not
withheld consent to that particular drug. |

Make sure to mark your preference in each sectior
with your initials. Although you do not have to
explain your choices, it is helpful if you include !
statements explaining why you want or don't want
any specific treatments. If any of your choices are
challenged, you will have a better chance of having
your choice honored if a court understands what your
reasons are for making your choice. If you do not’
have a preference in a given section, vou may leave
it blank. :

1. Choice of Treatment Facility

If you have a preference for, or bad feelings
toward, any particular hospital, list them
here. Unfortunately, there are timeas when a
particular place is already full and would be
unable to accommodate you, -or the treating
doctor doues not have privileges at the
hospital you would prefer, Therefore,
although your doctor will try to respect your
choice, it may not always be possible.

PAGE  B9/49

a. L [ M g
Tf yvnii give instructions ghout iTedivaiions,
be sure to give reasons for your decisions.
If, for instance, you experienced
Unacceptabie side effects from a particular
generic or dose, you would want to bhe
specific so that your treating doctor
understands your concern. That way your -
doctor will be less likely to prescribe
something else that is likely to cause simiiar
problems. Likewise, if you know that a
specific medication has worked for you in the
past, you should be sure to include that
Information, If a time-released version
works, but the regular brand does not, you
should be sure you include that
information. The more your doctor knows
about you, the more likely you aré to get the
right treatment, faster.

Be careful what you specify. Medications
corme in brand and generic names, and also
belong to broader classes of drugs, such as
“atypical antipsychotics” or "SSRIs." If you
rule out an entire class of drugs, you should
be aware that a new, helpful drug may come
on the market that could be ruled out, even
though you dom't actually know anything
about it,

You may choose to let your agent make
decisions related to the use of medications.
If you choose this option, be sure to discyss
your feelings and prior experiences with
your agent.

You may choose not to consent to the use of
any medications. Just be aware that you will
also be ruling out new medications that
could be helpful in your treatment, Your
Advance Directive may also be chailenged if
your doctor believes that you will be
irreparably harmed by this chaice.

Z. Preferences related to
electroconvuisive therapy (FCT)

In some cases, a doctor may find that ECT
would be an effective form of treatment. If
you have found ECT helpful in the past, or
you trust your doctor-to malke that decision
on your behalf, you may decide to consent
to this treatment in advance,
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You may choose to let your agent make deci-
ginns relatad to ECT. If vou choose thin

aoption, b i i ;
oPor Bperences WHBr Ko O TaursyaRE -

If you do not wish to undergo ECT under any |

Ty want ta participsto in 2 drug rial if

our doctor believes th ential -
Shtiicd W yuueoutwe@'lt'lrttﬁfé%ﬂotté%é%l” '
risks, you should initial the first choice.

circumstances, you should initial the line i You may choose to let your agent make
next to "I do not consent to the | decisions related to your participation in
administration of electro-convulsive : drug trials. It is important that your agent
therapy.” NOTE; Your agent is NOT understand any particular risks that you
allowed to consent to ECT unless you ; would not be willing to take so that he/she
initial this authorization, ; can make the decision you would make

given the same information.

If you do not want to partici pate in a drug

4. Preferences for experimental studies I trial of any kind, under any circumstances,
Opppl_'tunities may exist for you to you should initial the choice that states that
participate in experimental studies related to you do not consent. NOTE: Your agent is
treatment of your iliness. Sometimes these | NOT allowed to consent to research
studies provide more data that helps doctors ! including drug trials unless you initial
determine the cause or best practice for this authorization.

treating an iliness. Sometimes the studies
are based on the idea that a certain new |

treatment might help. If you participate in a | 6. Additional instructions or information
study, you may have access to a new ; One of the significant benefits of filling out
treatment sooner than you would other- : an Advance Directive is that you are
wise. However, e inay be sumeievel of esMMuURicating livpatant mionnation
risk involved. If you want to participate ina . your mental health care provider, agent,
study because your doctor believes that the and others who support you. This part of
potential benefits to you outweigh the g your form allows you to provide information
potential } that may or may not be directly related to
risks, you should initial the first choice. your mental health treatment, If there is

other information that you weould like your
You may choose to let your agent make | mental health care provider and agent to
decisions related to your participation for | knaw you should include it here. You can
experimental studies. It is impertant that attach an additional page to the form if there
yaur agent understand the kind of studies ; is not enough room to write everything you
that you would object to. For example, you need to. Just be sure that you print or type
may wish to participate only if the study i your statements, and try to make them as
does not include medication or any invasive | clear as possible, to minimize confusion
procedures, about what you want fo happen. Again, if

; you do not have a preference about
If you do not want to participate in something listed or you are comfortable
experimental studies of any kind, under any ! letting your agent make that par ticular
circumstances, you should initial the choice decision, just leave that particular section
that states that you do not consent, : blank.

NOTE: Your agent is NOT allowed to
consent to experimental studies unless
you initial thispauthorizatiun. Part 111 Mental Heaith Power of Attornay
Begin by printing your name in the blank in the
first paragraph stating that you are authorizing a
designated health care agent to make certain decl-
sions on your behalf.

5. Preferences regarding drug trials
Similarly, you may have the opportunity to
participate in a trial related to new
medications. If you participate, you may
have access to a new drug sooner than you
would otherwise. However, there may be
risks or side effects,

11
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A. Designation of Agent

You mav name any ardult whn has raparity ac
your agent, with the following exceptions: vanr
mental health care provider or an employee of your

mental health care provider or an agent,

operator, or employee of a residential facility in |
which you are receiving care may not serve as :
your agent unless they are related to you by rnar—-
riage, blood or adoption. -

Write in the name of the person you choose, and }
fili in their address and phone number. You want |
the person to be contacted anytime, so add as muth
information as possible, including work and home
phone numbers. The person that you choose as |
your agent should also sign the document to indicate
that he/she accepts serving as your agent, '

Since your agent will be making decisions on yuur
behalf, it is very important to choose someone you
trust and to discuss your ideas and feelings in detail
so that the person really understands what ;
mental health decisions you would have made for
yourself, ;

8. Designation of an Alternative Agent

You may wish to designate an alternative persen in
case the first person you chose is unavailable. This
is 2 good idea if you have another person that you'

trust, since people may be upavailable for a varlety
of reasons such as illness or travel. If you do not
have any one that you wish to name as an alterna-
tive, leave this section blank.

The person that you choose as your alternative
agent should also sign the document to indicate
that he/she accepts serving as your agent. Your
alternative agent must fill in his/her address and |
phone number so that they can be reached by your
pravider,

€. Authonty Granted to Agent

You may grant full power and authority to your .
agent to make all of your mental health care deci- -
sions, or you can set limits on the kinds of deci-
sions your agent may make on your behalf. If you
wish to limit the decislons your agent can make you
should read each subsection carefully and ini-

tial your choice. Your agent cannot consent to ;
electroconvulsive therapy, experimental procedures
or research unless you expressly grant thase pow-!
ers by initlaling consent in those sections. If there§
is same other mental health care decision that you!
do not want your agent to be able to make, you may
wtite it in. Be sure to write clearly, so there is

no reom for confusion.

PAGE 11/43

The Peinaylvanla law uues not anow Your agent to
roncant o payehsatiyoy we Lhe tenninauun w

parental rights on your behalf, even if you are will-
ing for your agent to have that power.

Part IV: Nominating a Guardian

A Prefarence as (o a court-appointed guardian

If you become incapacitated, it is possible that a
court may appoint a guardian to act on your behalf.
Under the guardianship laws, you may nominate a
guardian of your person for consideration by the
court. The court will appoint your guardian in
accordance with your most recent nomination
except for good cause or disqualification. If you
wish to name someone in your Deciaration, it is
important that you talk to that person about
whether they feel they can serve as your guardian,
bacause a court will not force them to serve. Tt is
also important that you give that person a copy of
your Pawer of Attorney and explain your wishes
regarding mental health treatment,

If the court appoints a guardian, that person will
not be able to terminate, revoke or suspend your
Declaration unless you want them to be able to. In
this section, you should decide whether you want a
court appointed guardian to have that power. Even
if you do not specify a person that yvou would want
as a guardian, you can still specify whether a per-
son that is appointed by the court is allowed to ter-
minate, revoke or suspend your Declaration.

If the court-appointed guardian and your agent turn
out to be differant people, the court will give pref-
erence to allowing your mental health care agent to
continue making meantal heaith care decisions as
provided in your Directive, unless you specify oth-
erwise in your Directive, If, after thorough exami-
hation, the court decides to grant the powers that
you gave to an agent to the guardian, the guardian
would still be bound by the same obligations that
your agent would have been.
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Part V., Execution

i iml
meann 5 A40LANG A58 vour Combinad Moot
0. IS, section: SV AL AP i B |
Your document must be signed and dated by
You in the presence of two witnesses, Each ;
witness must be at least 18 years old, The witnesses
may not be your agent or a person signing on your
behalf. :

In order for your Declaration to be effective, you |
must be sure that the right people have access to lit.
Be sure to give copies of this Advance Directive to|
your agent, mental health care provider, and anydne
else that may be notified in the event that you ara
found not to have capacity to make mental health
care decisions. Remember that if you cancel or |
change your docurent you must let everyone know.
It is a good idea to carry a card in your wallet to lgt
people know that you have an Advance Directive.

|
Please Note: The information in this document
is not intended to constitute iegal advice i
applicable to specific factual situations. For
specific advice contact the Disabilities Law |
Praject/Pennsylvania Protection & Advocacy !
(DLP/PP&A) intake line at 1-800-692-7443 |
(voice) or 1-877-375-7139 (TPD).
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IV. DECLARATION

PAGE  14/49

T T —,}/

A Declaration cantains instriictinos ta dostaps, l-.uiz—ﬁ.—immny; T EfBrEnd os

pitais, and other mental health care providers about
your treatment in the event that you become ungble
to make decisions or unable to cornmunicate your
wishes, A Declaration usually deals with specific |
situations and does not allow much flexibility for
changes that come up after the document is written,
such as a new type of medical crisis, new kinds of

medication, or different treatment choices. '

You are presumed to be capable of making an
Advance Directive unless you have been adjudicat-
ed, incapacitated, involuntarily committed, or fourd
to be incapable of making mental health decisions|
after examination by both a psychiatrist and another
doctor or mental health professional. :

Basic Instructions
The following corresponds to the form on page 35.

Read each section very carefully. Begin by print-
ng your name in the blank in the introductory para-
graph at the top of the page. r

A, When this Declaration bacomes effective
Decide when you want the Declaration to become
effective. You can specify a condition, such as if ;
you are Involuntarily committed for either outpa- @
tient or inpatient care, or some cther behavior or -
event that you know happens when you no longer ;
have capacity to make mental health decisions, or:
you can specify that you want an evaluation for
incapacity, i

If you do not choose a condition, your incapacity
will be determined after examination by a psychia-
trist and one of the following: anotter psychiatrist,
psychologist, family physician, attending physician,
or other mental health treatment professional, If
you have doctors that you would prefer to make the
evaluation, you should specify them in your
Declaration. Although that doctor may not be avail-
able, an effort will at least be made to contact them.

Until your condition is met, or you are found to be
unable to make mental health decisions, you will
make decisions for yourself.

Your Advance Directive will be less likely to be
challenged if you include information about what
you do want, as well as what you don't want.

Ramember that consenting in advance to a particu-
lar medication or treatrment does not mean vour
doctor will prescribe that treatment or drug unless
IS appropriate treatrment at the time you are ill.
Consent only means that you consent if it is a suit-
able choice at that time within the standards of
medical care, Your doctor will also have to consid-
er if a particular treatment option is covered by
your insurance, If, for example, the HMO that Yo
have does not cover a certain drug on its formulary
your doctor may prescribe a drug that is similar, bu
is on the HMO formulary as long as you have not
withheld consent to that particular drug,

Make sure to mark your preference in each section
with your initials. Although you do not have to
explain your choices, it is helpful if you include
statements explaining why you want or don't want
any specific treatments. If any of your choices are
challenged, you will have a better chance of having
your choice honored if a court understands what
your reasons are for making your choice. If you do
not have a preference in a given section, you may
leave it blank.

1. Choice of Treatment Facility

If you have a preference for, or bad feelings
toward, any particular bospital, list them
here. Unfortunately, there are times when a
particular place is already full and would be
unable to accommodate you, or the treating
doctor does not have privileges at the
hospital you would prefer. Therefore,
although your doctor will try to respect your
choice, it may not always be possible.

2. Medications

If you give instructions about medications,
be sure to give reasons for your decisions.
If, for instance, you experienced
unacceptable side effects from a particular
generic or dose, you would want to he
specific so that your treating doctor
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understands your concern. That way your |
Anctor will be lass likaly Lo H! En0ripe |
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Sometimes the stidies ara hacod an the idea
that a certain new treatment miaht heln Tf

somethinm else that i lilehe tra caues simye—
problems. Likewise, if you krnow that a i
specific medication has worked for you in thel
past, you should be sure to include that
infor-mation. If a time-releasad version
works, but the regular brand does not, you
should be sure you include that information, -
The more your doctor knows about you, the
mare likely you are to get the rght ;
treatment, faster.

Be careful what you specify, Medications
come in brand and generic names, and also
belong to broader classes of drugs, such as
"atypical antipsychotics” or "SSRIs." If you
rute out an entire class of drugs, you should
be aware that a new, helpful drug may come |
on the market that could be ruled out, even |
fhough you dan't aztually kiow anylhimg—
about it. :

You may choose not to consent to the use of
any medications. Just be aware that you will .
also be ruling out new medications that

could be helpful in your treatment. Your
Advance Directive may also be challenged if
your doctor believes that you will be
irreparably harmed by this choice,

3. Preferencas ralated to
alectroconvulsive therapy {ECT)

In some cases, a doctor may find that ECT
wouid be an effective form of treatment. If
you have found ECT helpful in the past, or
vou trust your doctor to make that decision
onyour behalf, you may decide to consent to
thistreatment in advance.

If you do not wish to undergo ECT under any

circumstances, you should initial the line
nextto "I do not consent to the
administration of electroconvulsive therapy.”

4. Preferences for experirmmental studies
Opportunities may exist for you to
participatein experimental studies related to
treatrnent of your iliness, Somatimes these
studies provide more data that help doctors
determine the cause or best practice for
treating an illness.

FUITIATCIpate TR a study, you may have
access to a new treatment sooner than you
would otherwise. However, there may be
some level of risk involved. If you want to
participate in a study because your doctor
believes that the potential benefits to you
outweigh the potential risks, you should
Initial the first choice.

If you do not want to patticipate in
experimental studies of any kind, under any
circumstances, you should initial the choice
that states that you do not consent,

3. Preferences vegarding drug trials
Similarly, you may have the opportunity to
Elrlipaie i a brigi réiatea to new
medications. If you participate, you may
have access to a new drug soaner than You
would other- wise, However, there may be
risks or side effects, If you want to
participate in a drug trial because your
doctor believes that the potential benefits to
you outweigh the potential risks, you should
initial the first choice,

If you do not want to participate in a drug
trial of any kind, under any circumstances,
you should initial the choice that states that
vou do not consent.

&. Additional instructions or information
One of the significant benefits of filling out
an Advance Directive is that you are
communicating important information to
your doctor and people who support you.
This part of your form allows you to provide
information that may or may not be directly
related to your mental health treatment. If
there is other information that you would
like your doctor to know, you should include
it here. You can attach an additional page
to the form if there is not enough room to
write everything you need to. Just be sure
that you print or type your statements, and
try to make them as clear as possible, to
minimize confusion about what you want to
happen. Again, if you do not have a
preference about something listed, just
leave that particular section blank.



m3/14/2819 18:83 16994823782 . PAGE  16/43

L meaﬁmm and Amendments : £ Braforomec os bu o weurl-appmintea guarg
Revocation means that you are cancelina , 1€ pou Levuins ncapaliwaiea, it 1S possible that a
é;z{uem_?lratmin. It vriaju revok? your Declaration, your coypt May appoint a guardian to act on your behalf
or will no longer have to follow the instructions Under the i i i
\ guardianship laws, you may nominate a
:’;3;szgl:’gj:gé&g::t%?gr:ﬁ-ti:”_'ﬂu ma;f changejor  guardian of your person for consideration by the
r €, aslong as ypu Court. The court will appoint your quardian i
have capacity to make mental hF_JaIth decisions when  accordance with your Iaﬂr.:::;st rgcentgnommatié%
you m._‘:xfhke.the change or revocation. You may revoke except for good cause or disqualification. Tf you
g Specintc instruction without reveking the entire wish to name someone in your Declaration, it is
ocument. iImportant that you talk to that person about
_ i whetherthey feel they can serve as your guardian
If vou?re currently under an involuntary i because a court will not force them to serve. It is
commitment, and you want to change or FEvoke Your alse impor tant that you give that person a copy of
Declara_tmq, vou will need to request an evaluatlolp f0  your Declaration and explain vour wishes regarding
detgr\mme if you are capable of making mental health mental health treatment.
decisions. The evaluation will be done by botha

psychiatrist and another psychiatrist, psy-chgjggisft, If the court appo: ; .
family physician, attending physician or other mental not be ablgt tﬁﬁrﬁ?ﬁa?ag”riidéig';f Sﬁs”peéﬁﬁnyé‘ﬂ'l
health professional. If you are found to have the | Declaration unless you want them to be able to. In
capacity to make mental health decisions, you will be this section, you should decide whether you want a
able to revoke or change your Declaration, even court appointed guardian to have that power. Even
though you are in the hospital. if you do not specify a person that you would want

_ , as a guardian, you can still specify whether a
You may revoke your Declaration orally or in WHIting.  person that is appointed by the court is allowed to
It becomes effective as soon as you communicate i terminate, revoke or suspend your Declaration,
your revocation to your treating doctor. It is best to
make any changes or revocation in writing, becauge
then there is a clear record of your wishes, . F. Execution

; You must sign and date your Declaration in

If you make a new Declaration, you should be sure to this section. If you are unable to sign for yourself,
notify your doctor and support people that you have  someone efse may sign on your behalf. Your
revoked the old one, Your Declaration will - document must be sighed and dated by you in

automatically expire two years from the date you | the presence of two withesses. Each witness
made it, unless you are unable to make mental must be at least 18 years old. If you are unable to
health decisions for yourself at the time it would i sign the document yourself, you may have someone

expire, In that case, it will remain in force until you  else sign on your behalf, but that person may not
are able to make decisions for yourself. : also be a witness.

To armend your Declaration means that you make In order for your Declaration to be effective, you

changes to it. You may make changes at any time; must be sure that the right people have access to
as long as you have capacity to make mental f it. Be sure to give copies of this Advance Directive
healthcare decisions. Any changes must be made in  to your mental health care provider, and anyone
writing and be signed and withessed by two else that may be notified in the event that you are
individuals in the same way as the original document. found not to have capacity to make mental health
Any changes will be effective as soon as the ; care decisions, Remember that if you cancel or
changes are communicated to your attending ' change your document you must let everyone
physician or other mental health care provider, either know, It is a good idea to carry a card in your

by you, or a witness to your amendments. j wallet to let people know that yvou have an

Advance Directive,

2. Termination
Your Declaration will automatically expire two ,
years from the date of execution, unless you have

been Fogr:.ci mcapable_of makln_g mental health S For specific advice contact the Disabilities
caredecisions at the time the directive would expire. X .
. . ) L Law Project/Pennsylvania Protaction &
In that case, the Declaration will continue to be in : Advocacy (DLP/PP&A) intake line at
force until you regain capacity. . 1-B00-692-7443 (voice) or 1-877-375-7139
I (TDD).

Please Note: The information-in this
document is not intended to constitute legal
advice applicable to specific factual situations.
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V. POWER OF ATTORNEY

A Power of Attorney allows you to designate samanne_Sinca youregznt

€IS€, called an agent, to make treatment decisions
for you in the event of a mental health crisis. A :
Power of Attorney provides flexibility to deal with a
situation as it occurs rather than attempting to -
anticipate every possible situation in advance. When
using a Power of Attorney it is very important to
choose someone you trust as your agent and to
spend time with that person explaining your feelings
about treatment choices. Your doctor or his/her |
employee, or an owner, operator, or employee of a
residential facility where you are living cannot serve
as an agent. '
You are presumed to be capable of making an !
Advance Directive unless you have been adjudicated,

incapacitated, involuntarily committed, or found to be

incapable of making mental health decisions after
examination by both a psychiatrist and another
doctor or mental health professional.

Basic Instructions .
The following corresponds to the form on page 41.

Read each section very carefully. Begin by
printing your name in the blank in the intraductory
paragraph at the top of the page.

A. Designation of Agent

You may name any adult who has capacity as your
agent, with the following exceptions: your mental’
health care provider or an employee of your mental
heaith care provider or an agent, operator, or :
employee of a residential facility in which you are .
receiving care may not serve as your agent uniess:
they are related to you by marriage, hlood or
adoption.

Write in the name of the person you choose, and

fill in thelr address and phone number, You want
the person to be contacted anytime, so add as mur;h
information as possible, including work and home |
phone numbers. The person that you choose as your
agent should also sign the document to indicate tha
he/she accepts serving as your agent. '

Will-bee mahing deusiuns on your

behalf, it is very important to choose someone you
trust and to discuss vour ideas and feelings in deta
50 that the person really understands what mental
health decisions you would have made for yourself,

B. Designation of an Alternative Agent

You may wish ta designate an alternative person in
case the first person you chose is unavailable. This
's & good idea if you have another person that you
trust, since people may be unavailable for a variety
of reasons such as illness or travel. IF you do not
have any one that you wish to name as an
alternative, leave this section blank.

The person that you choose as your alternative
agent should also sign the document to indicate
that he/she accepts serving as your agent. Your
alternative agent should fill in his/her address and
phone number so that they can be reached by your
provider,

€. When the Power of Attornay bacomes
effective

Decide when you want the Power of Attorney to
become effective. You can specify a condition,

such as if you are involuntarily committed for either
outpatient or inpatient care, or some other behaviar
or event that you know happens when you no
longer have capacity to make mental health
decisions, or you can specify that you want an
evaluation for incapacity.

If you do not choose a condition, your incapacity
will be determined after examination by a
psychiatrist and one of the following: another
psychiatrist, psychologist, family physician,
attending phystcian, or other mental health
treatment professional. If you have doctors that
you would prefer to make the evaluation, you
should specify thern in your Power of Attorney,
Although that doctor may not be available, an effort
will at least be made to contact them.

Until your condition is met, or you are found to be
unable to make rmental health decisions, you will
make decisions for yourself.
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B Autbority granted to yone Mental Health ﬂ“mm
Agant ;
You may grant full powe and aulhwiily lu your
agent to make all of your mental health care
decisions, or you can set limits on the kinds of
decisions your agent may make on your behalf. If |
you wish to limit the decisions your agent can makie
you should read each subsection carefully. If there is
some other mental health care decision that you de
not want your agent to be able to make, you may
write it in. Pennsylvania law does not allow your
agent to consent to psychosurgery or the termination
of parental rights on your behalf, even if you are -
willing for your agent to have that power,

1. Traattnent preferences

Remember that consenting in advance to a
particular medication or treatment does not
mean your doctor will prescribe that :
treatment or drug unless it is appropriate
treatment at the time you are ill. Consent
only means that you consent if it is a

suitable choice at that time within the
standards of medical care. Your doctor wilt
also have to consider if a particutar

treatment option is covered by your
insurance. If, for example, the HMO that you | .
have does not cover a certain drug on its
formulary, vour doctor may pre-scribe a

drug that is similar, but is on the HMO
formulary as long as vou have not withheld
consent to that particular drug.

Although you do not have to explain your
choices, it is helpful if you include .
statements explaining why you want or don't .
want any specific treatments, If you do not
have a preference in a given section, you

may |eave it blank.

a. Choice of Treatrnent Facility

If you have a preference for, or bad
feelings toward, any particular hospital,
list them here. Unfortunately, there are
times when a particular place is already
fuil and would be unable to accommaodate.
you, or the treating doctor does not have .
privi leges at the hospital you would
prefer. Therefore, although your doctor
will try to respect your choice, it may not
always be possible.

b. Preferences regarding madications
If you give instructions about med:catlons,
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ba sure to give reacons for your decisions.
If, for instance, you experienced
unocecptable side effecks from a pailivulan
generic or dose, you would want to be
specific so that your freating doctor
understands your concern. That way your
doctor will be less likely to prescribe
something else that is likely to cause
similar problems. Likewise, if you know
that a specific medication has worked for
you in the past, you should be sure to
include that information. If a time-
released version works, but the regular
brand does not, you should be sure you
include that information. The more your
doctor knows about you, the more likely
you are to get the right treatment, faster.

Be careful what you specify. Medications
come in brand and generic names, and
alse belong to broader classes of drugs,
such as "atypical antipsychotics" or
"S5RIs."” If you rule out an entire class of
drugs, you should be aware that a new,
helpful drug may come an the market that
could be ruled out, even though you don't
actually know anything about it.

Giving your agent authority to make med-
ication decisions allows more flexibility to
deal with future situations. For instance,
a new drug may come on the market that
is not currently available. By allowing
your agent to make the decision at the
time of your incapacity means that your
agent will have the most up-to-date
information on which to base decisions.

c . Preferences regarding electro-
'-,,v!wté!c'bj'v% [lu\ UYL ([LT)

In some cases, a doctor may find that ECT
would be an effective form of treatment.,
If you have found ECT helpful in the past,
and/or you trust your agent to make that
decision if your doctor thinks it may help,
you should initial the line next to "my
agent is authorized to consent to the
administration of electroconvulsive
therapy.”

If you do not wish to undergo ECT under
any circumstances, you should initial the
line next to "I do not consent to the
administration of electroconvulsive
therapy”. NOTE: Your agent MAY NOT
consent to ECT unless you initial this
authorization,
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d. Preferences for experimental
LR NS

Opportunitine moy owick for o to .
participate in experimental studies related
to treat- ment of your illness. Sometimes
these studies provide mora data that ;
helps doctors determine the cause or best
practice for treating an illness. Sometimes
the studies are based cn the idea that a '
certain new treat- ment might help. If you
participate in a study, you may have
access to @ new freatment sooner than
you would otherwise. However, there -
may be some level of risk involved. If you
want to participate in a study because
vour doctor believes that the potential
benefits to you outweigh the potential
risks, you should initial the first choice.

If you do not want to participate in .
experimental studies of any kind, under
any circumstances, you should initial the |
choice that states that you do not ;
consent. NOTE: Your agent MAY NOT |
consent to experimental studies

unless you Initial this authorization. -

e, Preferences regarding drug trials .
Similarly, you may have the opportunity -
to participate in a trial related to new
medications. If you participate, you may
have access to a new drug sooner than
you would otherwise. However, there
may be risks or side effects. If you want .
to participate in a drug trial because your
doctor believes that the potential benefits
to you outweigh the potential risks, you-
should initial the first choice. If you do -
not want to participate in a drug trial of
any kind, under any circumstances, you.
should initial the choice that states your
agent does not have your authorization to
consent on your behalf, '

f. Additional instructions or
information :
Dne of the significant benefits of filling out
an Advance Directive is that you are ,
communicating impartant information to;
your doctor and people who support yoll.
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This part of your form allows you to

WYL i Mg Lna iy e orray i
e directlv related o valir mental health
treatment. If there is other information
that you would like vour doctor to know,
yvou should include it here. You can
attach an addition- al page to the form if
there is not enough room to write
everything you need to. Just be sure that
you print or type vour state- ments, and
try to make them as clear as possible, to
minimize confusion about what you want
to happen. Again, if you do not have &
preference about something listed, just
leave that particular section blank.

E. Revocations and Amaendments

Revocation means that you are canceling your
Power of Attornay. If you revoke your Power of
Attorney, your agent will no longer be representing
you, and your doctor will no longer have to follow
the Instructions that your agent gives. You may
change or revoke your Power of Attorney at any
time, as long as you have capacity to make mental
health decisions when you make the change or
revocation, You may revoke a specific instruction
without revoking the entire document.

If you are currently under an involuntary commit-
ment, and you want to change or revoke your
Power of Attorney, you will need to request an
evaluation to determine if you are capable of
making mental heatth decisions. The evaluation wi
be done by both a psychiatrist and anather
psychiatrist, psychologist, family physician,
attending physician or other mental health
professional. If you are found to have the capacit
to make mental health decisions, you will be able
to revoke or change your Power of Attorney, even
though you are in the hospital.

You may revoke your Power of Attorney orally arir
writing. It hecomes effective as soen as you
communicate your revocation to your treating
doctor. It is best to make any changes or
revocation in writing, because then there is a clear
record of your wishes.

If you make a new Power of Attorney, you should
be sure to notify your doctor and support people
that you have revoked the old one. Your Power of
Attorney will automaticaily expire two years from
the date you made it, unless you are unable to
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make mental health decisions for yourself at the time
ovewuld caphic. T uhaw case, It Wi remath in force
until you ars able tu inahe Jellsiunm 1oF yourseir.

To amend your Power of Attorney means that you
make changes to it. You may make changes at any
time, as lon as you have Capacity to make mental
health care decisions. Any changes must be madé in
writing and be signed and witnessed by two

individuals in the same way as the original document.

Any changes will be effective as soon as the :
changes are communicated to your attending i

physician or other mental health care provider, either

by you, or a witness to your amendments.

F. Termination

Your Advance Directive will automatically expire ;
two years from the date of execution, unless you |
have been found incapable of making mental  health
care decisions at the time the Directive would expire.
In that case, the Directive will continue to be in force
until you regain capacity.

G. Preference as to a court-appointed guardian

If you become incapacitated, it is possible that a .
court may appoint a guardian to act on your behalf,
Under the guardianship laws, you may nominate a.
guardian of your person for consideration by the
court, The court will appoint your guardian in
accordance with your most recent nomination except
for qood cause or disqualification. Tf yni wish to
name someone in your Power of Attorney, it is

important that you talk to that person about whether

they feel they can serve as your guardian, because a

court will not force them to serve. 1t is also important

that you give that person a copy of your Power of :
Attorney and explain your wishes regarding mental
health treatment,

If the court appoints a guardian, that person will
not be able to terminate, revoke or suspend your .
Power of Attorney unless you want them to be able
to, In this section, you should decide whether

you want a court appointed guardian ta have that .
power. Even if you do not specify a person that
you would want as a guardian, you can still specify.
whether a person that is appointed by the court

is allowed to terminate, revoke or suspend your
Power of Attorney.
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If the court annainted guaedinn and yosur o gems
turn out to be different peonla. the canrt will giva
preference to allowing your mental health care

agent to continue making mental healthcare
decisions as provided in your Directive, unless you
specify otherwise in your Directive. If, after thor-
eugh examination, the court decides to grant the
powers that you gave to an agent to the guardian,
the guardian would still be bound by the same
obligations that your agent would have been.

M, Execuiion

You must sign and date your Mental Health
Care Power of Attorney in this section. If you
are unable to sign for yourself, someone alse may
sign on your behalf. Your document must be
signed and dated by you in the presence of
two witnesses. Each witness must be at least 18
years old. If you are unable to sign the document
yourself, you may have someone else sign on your
behalf, but that person may not also be a witness,

In order for your Power of Attarney to be effective,
you must be sure that the right people have

access Lo It. Be sure to give copies of this to your
mental health care provider, and anyone else that
may be notified in the event that you are found not
to have capacity to make mental health care
decisions. Remember that if you cancel or change
your document you must let everyone know. Itis a
good idea to carry a card in your wallet to let people
lnow thot yau have & Power ul Allurey.

Please Note: The information in this
document is not intended to constitute legal
advice applicable to specific factual situations.
For specific advice contact the Disabilities
Law Project/Pennsylvania Protection &
Advocacy (DLP/PP&A) intake line at
1-800-692-7443 (voice) or 1-877-375-7139

(TDD).
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V1. GLOSSARY OF TERMS

frtending physirian Lﬁbvqmiamnrhn.hac primany rasponcihiliby for tho
treatment and care of the person making the Advance
Directive.

Anent An individual named by a person in a Mental Health Care

Pawer of Attorney who will make mental health care
decisions on behalf of the person.

Amend To change or modify by adding or subtracting language.

Daclaration A Writing which exprasses a person's wishes and
instructions for mental health care or other subjects.

Execcute To sign, date, and have the slgnature witnessed.

Mental Health Advance Directive A document that allows a person to make choices
regarding mental health treatment known in the event
that the person is incapacitated by his/her mental
ilness. In effect, the person is giving or withholding
consent to treatment, before treatment is needed.

Mantal health care Arly care, treatment, service or procedure to maintain,
diagnose, treat, or provide for mental health, including
any medication program and therapeutic treatment.

Mental heaith care provider A person who is licensed, certified or otherwise authorized
by the laws of Pennsylvania to provide mental health
care.

Mental health treatimoent A person trained and licensed in psychiatry, social

professional ‘ work, psychology, or nursing who has a graduate

degrea and clinical experiences,

Power of Attorney ‘ A writing made by a person naming someone else to make
mental health care decisions on behalf of the persen,

Fevoloe To cancel or end.
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Combined

Declaration
Power of Attorney

The following pages contain sample forms that can be tomn
out and used (or duplicated.} For more information on
these please see the resources listed in the Introduction

{p. 3). All forms have been provided as a courtesy from
the Disabilities Law Project.



A3/14/20819 18:83 16A948237A2 . PAGE  24/49

Part I, Introduction

I, ,» having capacity to make mental health decisions,
wHIquy and voluntarily make this Declaration and Power of Attorney regarding my mental health care. 1
understand that mental health care includes any care, treatment, service or procedure to maintain,
diagnose, treat or provide for mental health, incll.]ding any medication prograni aind theiapeulic Lrealmenl:
Electroconvulsive therapy may be administered only if 1 have specifically consented to it in this docurment.
I will be the subject of laboratory trials or research only if specifically provided for in this document.
Mental health care does not include psychosurgery of termination of parental rights. I understand that my
incapacity will be determined by examination by a psychiatrist and one of the following: another
psychiatrist, psychologist, family physician, attending physician or mental health treatment, professional.
Whenever possible, one of the decision makers will be one of my treating professicnals.

A, When this Combined Mental Health Declaration and Power of Attorney becomes
effective

This Combined Mental Health Daclaration and Power of Attorney becomes effective at the following
designated time:

When I am deemed incapable of making mental health care decisions. I would prefer the following
doctor({s) to evaluate me for my ability to make mental health decisions:

Name of Doctor:

Address/Phone Number:

[ When the following condition is met: (List condition)

B. Revoeation and Amendments

This Combined Mental Health Care Declaration and Power of Attorney may be revoked in whole or in

part at any time, either orally or in writing, as long as I have not been found to be incapable of making
mental health decisions. My revocation will be effective upon communication to my attending physician

or other mental health care provider, either by me or a witness to my revocation, of the intent to revoke.
If I choose to revoke a particular instruction contained in this Power of Attorney in the manner specified, I
understand that the other instructions contained in this Power of Attorney will remain effective until:

(1) I revoke this Power of Attorney in its entirety;

(2) I make a new combinad Mental Health Care Declaration and Power of Attorney; or

(3) Two years from the date this document was exetuted.

I may make changes to this Advance Directive at any time, as long as I have capacity to make mental
health care decisions. Any changes will be made in writing and be signed and witnessed by two
individuals in the same way as the original document. Any changes will be effective as soon the changes
are communicated to my attending physician or other mental health care provider, either by me, my
agent, or a witness to my amendments.

€. Termination

I understand that this Declaration will automatically terminate two years from the date of execution,
unless I am deemed incapable of making mental health care decisions at the time that this Declaration
would expire,.
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Part II. Mental Health Neclaration

LeRunent PrefRr e

In the event that I require commitment to a psychiatric treatment facility, I would prefer to be
admitted to the following facility: :

Name of facility:

Address:

City, State, Zip Code:

O In the event that I require commitment to a psy:chiatric treatment facility, I do not wish to be
committed to the following facility:

Name of facility:

Address;

City, State, Zip Code:

I understand that my physician may have to place e in a facility that is not my preference.
2, Preferences regarding medications for psychiatric treatment

[ I consent to the medications that my treating physician recommends.

I consent to the medications that my treating physician recommends with the following exceptions,
lirnitations, and/or preferences:

Medication Reason for Exception

I consent to the following medications with these limitations:
Medication Limitation ' Reason for Limitation

I prefer the following medications:
Medication Reason for Preference
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The exception, limitation, or preference, applies to generic, brand name and trade name equivalents
unlcas otherwise staled: T undeErstand tial dusaye MsUrucuons are not oinainNg on my physician.

O I hove desigmated an agent under Ui Puwe uf ALLua ney o Lun uf Lhils docuiment Lo make gecisigns
related to medication. :

[ 1do not consent to the use of any medications.
3. Preferences for electroconvulsive therapy (ECT) !

[ | consent to the administration of electroconvutsive therapfy.

I have designated an agent under the Power of Attorney portion of this document to make decisions
related to electroconvulsive therapy.

[0 1 do not consent to the administration of electroéonvulsive therapy.

4. Preferences for experimental studies

I consent to participation in experimental studief; if my treating physician believes that the potential
benefits to me outweigh the possible risks to me.

I have designated an agent under the Power of Attorney portion of this document to make decisions
related to experimental studies.

[ I do not consent to participation in exper]mentalistudies.
5. Preferences for drug trials.

[] I consent to participation in drug trials if my treating physician believes that the potential benefits to
me outweigh the possible risks to me. :

I have designated an agent under the Power of Attorney portion of this document to make decisions
related to drug trials.

[ 1 do not consent to participation in any drug trials.
6. Additional instructions or information.

Examples of other instructions or information that may be included:

Activities that help or worsen symptoms:

Type of intervention preferred in the event of a crisis:
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Mental and physical health history:

Dietary requirements:

TReIY VWD O S ILES,

Temporary custody of children:

Family notification:

Limitations on the release or disclosure of mental health records:

Temporary care and custody of pets:

Other matters of importance:




28/ 4
M3/14/2@819 18:83 16094823782 E o PHGE 28743

Part ITI. Mental Haealth Carc ﬁmww of Attorney

I, _ ‘ i ¢ havdag the capadily Wmmake menca nealth
decisions, authorize my designated health care #gant to malce eartain decisivns on my benair regarding

mymental health care, If I have not expressed a choice in this docurnent or in the accompanying

Declaration,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.

A, Designation of agent

[ hereby designate and appoint the following Persen:as my agent to make mental heaith care decisions for
me as authorized in this document. This authorization applies only to mental health decisions that are not
addressed in the accompanying signed Declaration.

Name of designated person;

Address:

City, State, Zip Code:

Phore Number; - -

Agent's acceptance;

I hereby accept designation as mental health care agent for (insert name of declarant).

Agent's signature:

Name of Agent:

Address:

City, State, Zip Code:

Phone Number: - -

8. Designation of alternative agent

In the event that my first agent is unavailable or unahle to serve as my mental health care agent, 1
hereby designate and appoint the following individual as my alternative mental health care agent to make
mental health care decisions for me as authorized in this document:

Name of designated person:

Address:

City, State, ZIp Code;

Phane Number: - -
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Alternative Agent's acceptance:

[ hereby arrent desionatinn as alternativa maental hailth caro agant for (insest mname of dedlaranl),

Alternate Agent's signature:

NI = wil Fhiler naie Ageill.

Address:

City, State, Zip Code:

Phone Number: - -

L. Authority granted to my mental health care agent

I hereby grant to my agent full power and authority to make mental health care decisions for me
consistent with the instructions and limitations set forth in this document. If T have not expressed a choice
in this Power of Attorney, or in the accompanying Declaration, I authorize my agent ta make the decision
that my agent determines is the decision I would make if I were competent to do so.

1. Preferences regarding medications for psychiatric treatment.

[O My agentis authorized to consent to the use of any medications after consultation with my treating
psychiatrist and any other persons my agent considers appropriate.

O My agent is not authorized to consent to the use of any medications.
2. Preferences regarding electroconvulsive therapy (ECT).
My agent is authorized to consent to the administration of electroconvulsive therapy.,

My agent is not authorized to consent to the administration of electroconvulsive therapy.

ol = I

Preferences for experimental studies.

My agent is authorized to consent to my participation in experimental studies if, after consultation
with my treating physician and any other individuals my agent deems appropriate, my agent believes
that the potential benefits to me outweigh the possible risks to me,

O

O

My agent is not authorized to consent to my participation in experimental studies.

®

Preferences regarding drug trials.

[0 My agent is authorized to consent to my participation in drug trials if, after consultation with my
treating physician and any other individuals my agent deems appropriate, my agent believes that the
potential beneafits to me outweigh the possible risks to me.

[0 My agent is not authorized to consent to my par’tii‘:ipation in drug trials,
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PART IV. Nominating a Gumrdihw

A, Proference as to 2 court-apeninted gusediae

I undErs_tand that I may nominate a guardian of my person for consideration by the court if incapacity
proceadmgs are commenced under 20 Pa,C.S. § 5511. I understand that the court will appoint a guardian
In accordance with my most recent nomination except for good cause or disqualification. In the event a
court decides to appeint a guardian, 1 desire the following person to he appointed:

Name of Person:

Address:

Clty, State, Zip Code:

Phone Number: - - .

O The appointment of a guardian of my person will not give the guardian the power to revoke, suspend
or terminate this Combined Mental Health Care Declaration and Power of Attorney,

O Ypon appointment of a guardian, I authorize the ‘quardian to revoke, suspend or terminate this
Combined Mental Health Care Declaration and Power of Attorney.

PAKT V. Execution

I am making this Combined Mental Health Care Declaration and Power of Attornay on the

day aof (month) , (year)

My Signature:

My Namae:

Address:

City, State, Zip Code:

Phone Number: - -

Witness Signature ?Witness Signature

Name of Withess:

Address:

City, State, Zip Code:

Phone Number: - -

—y o
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Name of Withess:

Address:

City. Stafe. 7in Cnre:
Phone Number: - -

Tf the principal making this Combined Mantal Health ‘Care Declsration and Mower of Attorney is unablc to
sign this document, another individual may sign on behalf of and at the direction of the principal. An
agent or a person signing on behalf of the principal may not also be a witness.

Signature of person signing on my behalf:

MName of Person:

Address:

City, State, Zip Code:

Phone Number: - -

Disabilities Law Project 2005. All Rights Reserved. :

i
™}
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L. _ .., having capacity to make mental health decisions,
willfully and voluntarily make this Declaration regarding my mental health care. I understand that mental
health care includes any care, treatment, service or procedure to maintain, diagnose, treat or provide for
mental health, including any medication program and therapeutic treatment, Electroconvulsive therapy
may be administered only if I have specifically consented to it in this document. I will be the subject of
1aboratury trials or research only if specifically provided for in this document, Mental health care does not
include psychosurgery or termination of parental rights, I understand that my incapacity will be
deterrnined by examination by a psychiatrist and one of the following: another psychiatrist, psychologist,
family physician, attending physician or mental health treatment professional. Whenever possible, one of
the decision makers will be one of my treating professionals.

A. When this Deciaration becomas effective

This Declaration becomes effective at the followingédesignated time:

When [ am deemed incapable of making mental health care decisions. I would prefer the following
doctor(s) to evaluate me for my ability to make mental health decisions:

Name of Doctor:

Address/Phone Number:

O when the following condition is met: (List condition)

B, Treatment preferences
1. Choice of treatment facility.

In the event that I require commitment to a psychiatric treatment facility, I would prefer to be
admitted to the following facility:

Name of facility:

Address:

City, State, Zip Code:

In the event that I require commitment to a psychiatric treatment facility, I do not wish to be
committed to the following facility:

Name of facility:

Address:

City, State, Zip Code:

I understand that my physician may have to place me in a facility that is not my preference.
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2. Preferences regarding medications for psychiatric treatment,

T o T |
AT b R T L R

[ 1 roncent tn tha medications that my trooting

15

| I_ CCIHS!ant to the medications that my treating physician recommoende with the following cxcozptioms,
limitations and/or preferences: :

Medication Reason for Excebtiom

[ consent to the following medications with these Iimifations:

Medication Limitation "~ Reason for Limitation

I prefer the following medications:

Medication Reason for Preference

The exception, limitation, or preference, applies to generic, brand name and trade name equivalents
unless otherwise stated. I understand that dosage instructions are not binding on my physician.

O I do not consent to the use of any medications,

3. Preferences regarding electroconvulsive therapy (ECT).

O I consent to the administration of electroconvulsive therapy.
[ 1 do not consent to the administration of electrocanvulsive therapy.
4. Preferences for experimental studies.

I consent to participation in experimental studies’if my treating physician believes that the potential
benefits to me outweigh the possible risks to me.:

O 1 deo not consent to participation in experimental studies.
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5. Preferences for drug trials.

[ I consent to particination in drug triale if m
me outweigh the possible risks to me.

Y tr:::n'ting.physiei::n talizves that the pulemial bemeres o
1 1.da oot roncont to Porticirerlicy (o iy diuy bilals.
6. Additional instructions or information.

Examples of other instructions or information that may be included:

Artiviitias rhat holp or woroon oyrepesmes;

Type of intervention preferred in the event of a crisisf

Mental and physical health history:

Dietary requirements:

Religious preferences:

Temporary custody of children:
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Family notification:

Limnilalivis vt Lie refease vl disclosure or mentai neaign recoras:

Temparary care and custady of pets:

Other matters of importance:

2. Reyvocation and Amendments

This Declaration may be revoked in whole or in part at any time, either orally or in writing, as long as 1
have not been found to be incapable of making rental health decisions. My revocation will be effective
upon communication to my attending physician or other mental health care provider, either by me or a
witness to my revaocation, of the intent to revoke. If T choose to revoke a particular instruction contained
in this Declaration in the manner specified, | understand that the other instructions contained in this
Declaration will remain effective until:

(1) 1 revoke this Declaration in its entiret\,:f;
(2) 1 make a new Mental Health Advance Directive; or
(3) Two years after the date this document was executed.

I may make changes to this Advance Directive at any time, as long as I have capacity to make mental
health care decisions. Any changes will be made in writing and be signed and witnessed by two
individuals in the same way the original document was executed. Any changes will be effective as soon
the changes are comnmmunlealed Lo my allending pllyaludll ur ullier oLl health care providar, sithar by
me or a witness to my amendments.

. Termingtion

I understand that this Declaration will automatically terminate two years from the date of 'aaxacu‘cir:::nf
unless [ am deemed incapable of making mental headlth care decisions at the time that this Declaration
would expire,

E. Preferance as to a court-appointed guardian

I understand that 1 may nominate a guardian of my person for consideration by the court if incapa_city
proceedings are commenced under 20 Pa,C.S. § 5511, I understand that the court will appaint a guardian
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In accordance with my most recent nomination except for good cause or disqualification. In the event a
e boduudde o v wppunie @ yugiuian, 1 uesnine uie IUII{:U'WII'IQ Person 1o e appainted:
|
Name of Person:
ALUreEss:

City, State, Zip Code:

Phone Number: - -

[J The appointment of a guardian of my person will not give the quardian the power to revoke,
suspend or terminate this Declaration. f

O Upon appointment of a guardian, | authorize the guardian to revoke, suspend or terminate this
Declaration, :

F. Ewvecution

[ am making this Declaration on the day df {month) , (year)

My Signature:

My Name:

Address:

City, State, Zip Code:

Phone Number; - -

Witness Signature ' Witness Signature

Mame of Witness:

Address:

City, State, Zip Code:

Phone Number: - -

Name of Witness:

Address:

City, 5tate, Zip Code:

Phone Number: - -




A3/14/20819 18:83 16A948237A2 PAGE  37/49

If the principal making this Declaration is unable to qmn it, anather individiial may sign on behalf of and
at the direction of the principal.

Signature of person signing on my behalf: _
Flaime ol Fgiau.

Address:

City, State, Zip Code:

Phone Number; - -

Disabilities Law Project 2005, All Rights Reserved.

o
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I, L, having the capacity to make mental health
decisions, authorize my designated health care agent to make certain decisions on my behalf regarding
my mental health care, If I have not expressed a chgice 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.

I understand that mental health care includes any caire, treatment, service or procedure to maintain,
diagnose, treat or provide for mental health, including any medication program and therapeutic treatment,
Electroconvulsive therapy may be administered only if I have specifically consented to it in this document.,
I will be the subject of laboratory trials or research only if specifically provided for in this document.
Mental health care does nof include psychosurgery ot termination of parental rights.

I understand that my incapacity will be determined by examination by a psychiatrist and one of the
following: another psychiatrist, psychologist, family physician, attending physician or mental health

professionals.

f. Designation of agent

I hereby designate and appoint the following person as my agent to make mental health care decisions for
me as authorized in this document,

Nzme of designated person:

Address:

City, State, Zip Code:

Phone Number: - -

Agent's acceptance:

I hareby accept designation as mental health care agent for {insert name of declarant}.

Agent's signature:

B, Designation of alternative agent

In the event that my first agent is unavailable or unable to serve as my mental health care agent, I
hereby designate and appoint the following individual as my alternative menta!l health care agent to make
mental health care decisions for me as authorized in this document:

Name of designated person:

Address:

City, State, Zip Code:

Phone Number: - -
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Alternative Agent's acceptance:

T herehy arcrent dasignatinn as alfarnativa mantal hnﬁlfh rara agant for (incart namo of doclarant).

Alternate Agent's signature: -
L. When this Power of Attorney becomes afmmtwﬁ:

This Power of Attorney will become effective at the fqllowmg designated time:

When I am deemed incapable of making mental health care decisions. I would prefer the following
doctor(s) to evaluate me for my ability to make mental health decisions:

Name of Doctor:

Address/Phone Number:

[ Wwhen the following condition is met:

3. Authority granted to my mental haalth ri;:-.am agent

1 hereby grant to my agent full power and authority to make mental health care decisions for me
consistant with.the instructinne_ang limitatinns set_foirth in this Pawer of Attorney, If [ have not expressed
a choice in this Power of Attorney, 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.

1. Treatment preferences.

(2). Choice of treatment fadility.

In the event that I require commitment to a psychiatric treatment facility, I would prefer to be
admitted to the following facility: :

Name of facility:

Address:

City, State, Zip Code;

In the event that I require commitment to a psychmtrlc treatment facility, I do not wish to be
committed to the following facility:

Name of facility;

Address:

City, State, Zip Code:

1 understand that my physician may have to place me in a facility that is not my preference.

(b). Preferences regarding medications for psychiatric treatment.

I consent to the medications that my agent agrées to after consultation with my treating physician and
any other persons my agent considers appropriate.
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[0 1 consent to the medications that my agent aqrees to, with the following exceotions ar limitatinns:
rISdILaLiyil HEQEON 10r I:XCE?DEIDFI

L UIEmENL W U SUIOWINY THEDICALULNS WIL eSS ImITanons:

Medication Limitation Reazon for Limitation

The exception or limitation applies to generic, brand name and trade name equivalents unless otherwise
stated. I understand that dosage instructions are net binding on my physician.

O My agent is not authorized to consent to the use,of any medications.
{c). Preferences regarding electroconvulsive Itherapy {ECT).

My agent is authorized to consent to the adminiétration of electraconvulsive therapy.
NOTE: Your agent MAY NOT consent to ECT unless you initial this authorlzation.

O ™My agent is not autharized to consent to the administration of electroconvulsive therapy.
(d). Preferences for experimental studies.

[1 My agent is authorized to consent to my participation in experimental studies if, after consultation
with my treating physician and any other individuals my agent deems appropriate, my agent believes
that the potential benefits to me outweigh the pessible risks to me.

NOTE: Your agent MAY NOT consent to experimental studies unless you initial this
authorization. :

1 My agent 1s not authorized to consent to my parLlulpaLluu i eapetitneulal atudies,

(e). Preferences regarding drug trials.

[0 My agentis authorized to consent to my participfation in drug trials if, after consultation with my
treating physician and any other individuals my agent deems appropriate, my agent believes that the
potential benefits to me outweigh the possible risks to me. ] o
NOTE: Your agent MAY NOT consent to research including drug trials unless you initial
this authorization. '

O My agent is not authorized to consent to my pargticipaticm in drug trials.
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(f). Additional instructions or information.

Examples of other instructions or information that may be included:

Acdvideshay hciporworssmayrpiom
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Type of intervention preferred in TNe event o1 a Lnss;

Mental and physical health history:

Dietary requirements:

Religious preferences:

Temparary custody of children:

Family notification:

VA
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Limitations on the release or disclasure of mental health records:

Temporary care and custody of pets:

Other matters of importance;

E. Revocation and Amendments

This Power of Attorney may be revoked in whole or in part at any time, either oraily or in writing, as long
as I have not been found to be incapable of making inental health decisions. My revocation will be
effective upon communication to my attending physician or other mental health care provider, either by
me or a witness to my revecation, of the intent to revvoke. If T choose to revoke a particular instruction
contained in this Power of Attorney in the manner specified, 1 understand that the other instructions
contained in this Power of Attorney will remain effective until:

(4) I revoke this Power of Attorney in its entirety;
(5) 1make a new combined Mental Health Care Declaration and Power of Attorney; or
(6} Two years from the date this document was executed.

1 may make changes to this Power of Attorney at any time, as long as | have capacity to make mental
health care decisions. Any changes will be made in writing and be signed and witnessed by two
individuals in the same way the original document was executed, Any changes will be effective as soon
the changes are communicated to my attending phisician or other mental health care provider, either by
me, my agent, or a witness to my amendments.

F. Termination

I understand that this Power of Attorney will automatically terminate two years from the date of execu-

tion unless I am deemed incapable of making mental health care decisions at the time that the Power of
Attorney would expire, '

G, Preference ss to a court-appointed guardian

1 understand that T may nominate a guardian of my person for consideration by the court if incapacity
proceedings are commenced under 20 Pa.C.5. § 5511. I understand that the court will appoint a guardian
in accordance with my mast recent nomination except for good cause or disqualification. In the eventa
court decides to appoint a guardian, I desire the following person to be appointed:

MName of Person:

Address:

HE
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City, State, Zip Code:

Phone Number:! - -

The appointment of a guardian oF rmy persun will fot give the guardian the powar to raunke, < =P
ar terminate this Power of Attorney.

Upon appaintment of a guardian, I authorize the guardian T0 revoKe, SUSPEIU Ul LS o v
Power of Attorney. :

H. Execution

1 am making this Mental Health Care Power of Attorney on the

day of (month) , (year}

Principle Signature:

Name of Principle:

Address:

City, State, Zip Code:

Phone Number: - -

Witness Signature fWitness Signature

Name of Witness:

Address:

City, State, Zip Code:

Phone Number; - -

Name of Withess:

Address:

City, State, Zip Code:

Phone Number; - -
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I the nrincinal making this Mental Health Care Power of Attorney is unable to sign this document,
another individual may sign on behalf of and at the girection i tie punLpal,

Oiy.elaia of wawaon cigning nn my hahalf-

Name of Person:

Address:

City, State, Zip Code:

Phone Number: - -

Disabilities Law Project 2005, All Rights Reserved.
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