3.  
HEALTHCARE AND MEDICAL DIRECTIVES
A.  MEDICAL CARE PLANS 

The number and variety of available medical and dental insurance plans are numerous. Enrollment in these plans may be: (1) fully paid by the Government and at no cost to the member; (2) under a cost-sharing plan with the government; (3) a full premium plan with no cost sharing; (4) a commercial plan with cost sharing.  Trying to match plans with individual and family needs requires familiarity with the plans and understanding the various benefits and options.  The type of treatment often determines the cost share amounts.  The attached statement identifies our current source of medical care.   
B.  Personal Health Statement
A personal health statement provides a member, spouse, and family members with critical medical information charged with making healthcare decisions on your behalf in time of emergency.  While such a statement may seem unnecessary and duplicative, it could prove critical.  Instead of filling out the attached personal health statement, you could enclose a copy of the paperwork from your latest physical exam.
C.  Medical Directives
You should consider having the following two items for every adult in your family. 
· Advanced Medical Directive (AMD), also known as a living will

· Power of Attorney for Health Care 

Advance Medical Directives (AMDs) are legal documents that state your decisions about health care treatment to be performed in the future in the event you are unable to make those decisions.  The AMD is an instruction to physicians and health care workers to administer, withhold, or withdraw life-sustaining treatment in the event of a terminal or irreversible condition because of illness or injury.  The AMD will not go into effect until (1) you suffer from a terminal or irreversible diagnosed condition which is certified in writing by an attending physician, (2) you are unable to make medical decisions for yourself, and (3) a decision that is covered by the living will is called for.  
A durable power of attorney for health care is a document that allows you to name an individual to act as your agent to make health care decisions for you and in accordance with your wishes (including religious and moral beliefs) if you are no longer capable of making those decisions.  Because "health care" includes any treatment, service, or procedure to maintain, diagnose, or treat a physical or mental condition, the agent has the power to make a broad range of health care decisions on your behalf.  The agent may consent, refuse to consent, or withdraw consent for your medical treatment.  The agent may also make decisions about withdrawing or withholding life-sustaining treatment.  

PART A – MEDICAL CARE PLANS
Primary link is: http://www.tricare.mil.  Instead of filling in your medical plan information below, you may attach a copy of your medical plan to this section.
	Primary Medical Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	

	Secondary Medical Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


DENTAL AND VISION PLANS: 
Active duty military members and their dependents often receive their dental care from a military treatment facility. For retirees and most dependents, the Department of Defense sponsors a voluntary dental insurance program with Delta Dental.  The coverage provided by Delta Dental and the amount of co-payments for certain treatments depend on the monthly premiums.    A one-year enrollment period is required.  For retirees, enrollment can be for the member only, family only, or both the member and the family.  It is important to note for retirees and their dependents that Delta Dental is not a cost-sharing plan with the Government.   
The Federal Employees Dental and Vision Insurance Program is available to eligible Federal and Postal employees, retirees, and their eligible family members on an enrollee-pay-all basis. This new plan consists of two independent polices that provide separate insurance coverage for dental and vision. This program allows dental and vision insurance to be purchased on a group basis which means competitive premiums and no pre-existing condition limitations.  Premiums for enrolled Federal and Postal employees are withheld from salary on a pre-tax basis.  Military retirees and most dependents are eligible to participate in a plan other than Delta Dental. This other Federal plan is a cost sharing plan with the Government and has some advantages over Delta Dental. The monthly premiums determine the level of coverage and the amount of co-payments for certain treatments.  For retirees, enrollment in both plans can be for the member only, family only, or both the member and the family.  

	Dental Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


	Alternate Dental Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


	Vision Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


	Mental Health Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


	Prescription Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


	Primary Pharmacy

	Store
	

	Address
	

	Website for Forms
	

	Phone
	


LONG TERM CARE
In addition to medical care that may be provided through TRICARE, Veteran’s Administration, Social Security, or other plans many members choose to purchase a Long Term Care Plan for each member of their family from a variety of sources. The plans are offered through the Federal Government to Government employees or dependents (including servicemembers and their dependents) as well as through commercial insurance companies.  There are alternatives to purchasing long term care Plans, such as ownership of a whole life insurance policy that specifically offers the same sort of benefits.   Notwithstanding employer and employment benefits, it is prudent to have an individual long term care plan to address potential expenses associated with a severe and long term disability.  

	Long Term Care Plan

	Policy Number
	

	Title
	

	Address
	

	Website for Forms
	

	Phone
	


PART B – Personal Health Statement

You may wish to make copies of this section for each family member to complete.  This statement provides a list of all previous surgeries and dates (most recent first) and any serious trauma or broken bones.  It also provides a list of all serious medical illnesses (e.g., pneumonia, heart attack), ongoing medical problems (e.g., diabetes, high blood pressure).  Instead of filling out the attached personal health statement, you may enclose a copy of your latest physical exam.  Family medical information is extremely confidential, so guard your privacy.  
	Personal Health Statement

	Full Name
	

	Blood Type
	

	Primary Care Physician
	

	Phone Number
	

	Prescribed Medications
	


GENERAL:    If you have had, or now have, any of the following, please mark, provide a date, and explanation.  Any medication you currently take should be provided with the reason for and amount of the medication.

	Medical Conditions:  (check all that are applicable and explain)

	 FORMCHECKBOX 

	Allergies
	

	
	Food
	

	
	Medicine
	

	 FORMCHECKBOX 

	Asthma
	

	 FORMCHECKBOX 

	Cancer
	

	 FORMCHECKBOX 

	Cysts or Lumps
	

	 FORMCHECKBOX 

	Diabetes
	

	 FORMCHECKBOX 

	Drug Problem
	

	 FORMCHECKBOX 

	Alcohol Problem
	

	 FORMCHECKBOX 

	Eating Disorder
	

	 FORMCHECKBOX 

	Heart Problems
	

	 FORMCHECKBOX 

	Herpes
	

	 FORMCHECKBOX 

	High Blood Pressure
	

	 FORMCHECKBOX 

	Infectious Mononucleosis
	

	 FORMCHECKBOX 

	Rheumatic Fever
	

	 FORMCHECKBOX 

	Sickle Cell Trait
	

	 FORMCHECKBOX 

	Sickle Cell
	

	 FORMCHECKBOX 

	Anemia
	


	Abdominal:  (check all that are applicable and explain the condition and medications)

	 FORMCHECKBOX 

	Appendicitis
	

	 FORMCHECKBOX 

	Stomach Trouble
	

	 FORMCHECKBOX 

	Bleeding
	

	 FORMCHECKBOX 

	Blood in Urine
	

	 FORMCHECKBOX 

	Injury to Spleen
	

	 FORMCHECKBOX 

	Hernia
	

	 FORMCHECKBOX 

	Injury to Kidney
	

	 FORMCHECKBOX 

	Bladder Problem
	

	 FORMCHECKBOX 

	Kidney Problem
	


	Neurological:  (check all that are applicable and explain the condition and medications)

	 FORMCHECKBOX 

	Head Injury
	

	 FORMCHECKBOX 

	Neck Injury
	

	 FORMCHECKBOX 

	Frequent Headaches
	

	 FORMCHECKBOX 

	Seizure Disorder
	


	Orthopedic:  (check all that are applicable and explain the condition and medications)

	 FORMCHECKBOX 

	Neck
	

	 FORMCHECKBOX 

	Shoulder
	

	 FORMCHECKBOX 

	Arm/Elbow
	

	 FORMCHECKBOX 

	Wrist/Hand/Fingers
	

	 FORMCHECKBOX 

	Back/Ribs
	

	 FORMCHECKBOX 

	Hip/Groin
	

	 FORMCHECKBOX 

	Thigh
	

	 FORMCHECKBOX 

	Knee
	

	 FORMCHECKBOX 

	Lower Leg
	

	 FORMCHECKBOX 

	Ankle
	

	 FORMCHECKBOX 

	Foot
	

	 FORMCHECKBOX 

	Other (stress fracture, etc.)
	


PART C – MEDICAL DIRECTIVES

The following worksheets are NOT legal medical directives but you should fill them out and take them to your local Legal Assistance Office to complete the directives.  Once you have a Medical Directive and/or a Living Will, attach a copy to this section.
· LIVING WILL

	Designator

	Full Name
	

	Address
	

	Phone
	


	Designee

	Full Name
	

	Address
	

	Phone
	


	Alternate Designee

	Full Name
	

	Address
	

	Phone
	


	Specific Instructions

	


	Organ Donation

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 


	Special Instructions
	


	Withhold Treatment

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 


	Special Instructions
	


· MEDICAL POWER OF ATTORNEY
	Designator

	Full Name
	

	Address
	

	Phone
	


	Designee

	Full Name
	

	Address
	

	Phone
	


	Alternate Designee

	Full Name
	

	Address
	

	Phone
	


	Specific Instructions

	


	Effective Upon Signature

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 



	Effective Upon Disability

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 



Spouse:
· LIVING WILL

	Designator

	Full Name
	

	Address
	

	Phone
	


	Designee

	Full Name
	

	Address
	

	Phone
	


	Alternate Designee

	Full Name
	

	Address
	

	Phone
	


	Specific Instructions

	


	Organ Donation

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 


	Special Instructions
	


	Withhold Treatment

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 


	Special Instructions
	


· MEDICAL POWER OF ATTORNEY
	Designator

	Full Name
	

	Address
	

	Phone
	


	Designee

	Full Name
	

	Address
	

	Phone
	


	Alternate Designee

	Full Name
	

	Address
	

	Phone
	


	Specific Instructions

	


	Effective Upon Signature

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 



	Effective Upon Disability

	Yes
	 FORMCHECKBOX 


	No
	 FORMCHECKBOX 
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