THIS FORM MUST BE COMPLETED IN ORDER FOR THE LEGAL

ASSISTANCE OFFICE TO PREPARE AN ADVANCED MEDICAL DIRECTIVE

An ADVANCED MEDICAL DIRECTIVE is exempt from any requirement of form,

substance, formality or recording that is provided for advance medical directives under

the laws of a State; and shall be given the same legal effect as an advance medical

directive prepared and executed in accordance with the laws of the State concerned. You

should, however, have this document prepared for the State where you believe it is most

likely that these decisions will be made.

[image: image1.emf]
.    INFORMATION ABOUT YOURSELF AND YOUR FAMILY
A. PERSONAL INFORMATION








	1. Marital Status

( Married     ( Single
( Widowed
( Divorced
( Separated or about to divorce

(check all that apply)


	2. Your Name (First, Middle, Last)


                               SSN (Last Four Only)

Date of Birth 



	ADVANCE \U 5.03. Spouse's Name (First, Middle, Last)



 SSN (Last Four Only)

Date of Birth



	ADVANCE \U 5.04. Home Address (Number, Street)



City




State
    Zip



	ADVANCE \U 5.05. Mailing Address If Different From Above (Number, Street)
City




State
     Zip



	ADVANCE \D 5.0

ADVANCE \U 5.06.  Svcmbr’s Home Phone
                                 Work Phone

            Cell Phone                                      Email

(           )



                  (           )

           (          )




	7. Spouse’s Home Phone                                    Work Phone                                  Cell Phone                                       Email         

(          )                                                                 (           )                                        (         )

	8.  Client’s Command (If Any)/Employer/Retired                                       Rate/Rank                      Branch of Service              Time in Svc




Please answer the following questions:  If you answer YES to any of the questions 1 through 11, please address these questions with a Legal Assistance Attorney because this may require specialized estate planning documents.

1.  Are you a resident of Louisiana or Puerto Rico or Guam?  




  FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No    
2.  Does the gross fair market value before any debt owed of everything you own, including the value of your insurance policies at your death, exceed one million dollars  (including the property of both you and your spouse 

if you are married and the value of any life insurance policies you and your spouse own)?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

3.  Do you own land, home, personal property or other assets in a foreign country?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No  
4.  Do you own or hold a financial interest or ownership in a business or farm?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No 
5.  Do you currently receive money from a revocable or irrevocable trust?


 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

6.  Did you or your spouse acquire any property while residing in a community property State?

       (AZ, CA, TX, ID, LA, NM, NV, WA, WI)






 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

7.  Are you, your spouse or any beneficiary a NON-U.S. citizen?




 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

8.  Do you have a separation agreement?*






 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

9.  Do you have a divorce decree that mentions pension, insurance or other property rights?*
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

10.  Do you currently have a will, living will, living trust or durable power of attorney?*

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

11. Are you currently in a hospital or a nursing home?

  



 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

*If so, please bring the documents on questions 8-10 to your appointment 
DURABLE POWER OF ATTORNEY FOR HEALTH CARE

This document appoints someone to make medical care decisions for you in the event that you are unable to do so due to an illness or accident that renders you incapacitated.  If you are incapacitated, medical professionals will need someone to authorize or decline certain treatments for you because you cannot make your own medical decisions.  The power of attorney for medical care gives the person you designate as your agent the authority to make a wide range of medical decisions on your behalf, including termination of life support in some States.  It also gives your agent access to your medical information and authority to fully participate with your treating physicians in deciding the care to be provided to you.  Obviously, the person you designate to be your agent should be someone you trust with life and death decisions.  

If you do not want this document and if you are in a medical situation where these decisions need to be made, it is very likely that a court hearing for a CONSERVATORSHIP OF THE PERSON or A GUARDIANSHIP OF THE PERSON will have to occur before the decisions can be made by anyone.  A court hearing on this matter can be very costly; creating the document we are offering here can save you significant money and other inconveniences to your family.

Do you want a POA for health care?  



  FORMCHECKBOX 
 Yes         FORMCHECKBOX 
No

	Primary Agent
	Alternate Agent

	Name/Relationship

	Name/Relationship

	Full Address
	Full Address


	Phone Number

	Phone Number


A.  ORGAN DONATION WHEN YOU DIE:
1.  Do you want to authorize the donation of organs for transplantation? 



 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

2.  Do you want to authorize donation of organs and tissue for medical, educational 

and scientific purposes?  (Note: you may not receive the body for burial)           


 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

3.  If you wish to omit certain organs for donation please list here:_____________________________________
B.  PLACE OF DEATH:  If you are near death and the medical profession suggests hospice or indicates that there is no hope left, do you wish to express a desire to die at home or in a hospice rather than in the hospital if  possible?    

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

B.  DISPOSITION OF REMAINS:  Please select your preferred method:

1.  Funeral Arrangements:  

 FORMCHECKBOX 
 Burial

 FORMCHECKBOX 
 Cremation

 FORMCHECKBOX 
 Full Donation

2.  Full military honors?

              FORMCHECKBOX 
Yes                             FORMCHECKBOX 
No
3.  Do you have any other special wishes regarding the disposition of your remains (e.g. burial at a particular cemetery, type of funeral service, etc)?  If so, please describe.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

LIVING WILL/ADVANCED MEDICAL DIRECTIVE/DECLARATION
A living will is not part of your last will and testament.  In some States, it also is not part of the Durable Power of Attorney for Health Care.  A living will is more accurately called a natural death act declaration.  This document states that in the event you have a terminal, incurable medical condition and your life is only being prolonged by means of artificially provided life support, and if you cannot communicate your desires at that point, the living will “speaks for you” so your doctors know, and can act upon, your desires regarding the termination of artificial life support. Many people mistakenly believe that their next of kin have the legal right to make this decision regardless of whether there is a formal document signed by them authorizing such decisions.  However, this is not the case.   If you do not have this document, then the only person who has the legal authority to make a decision about whether to remove you from life support or not will be a judge after a court hearing.  If you do not have a living will, but you do have a Durable Power of Attorney for Health Care, then the agent you name your Durable Power of Attorney for Health Care may NOT be able to make decisions for you regarding the termination of life support.  

Do you want a living will?  





  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Please answer the following for your Living Will:
If you have a terminal condition, diagnosed by two (2) doctors, do you want :


Your life artificially prolonged by machine?


 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Nutrition and Hydration (Food and Water) by tube?


 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Blood Transfusions?






 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

Organ Transplants?






 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
Upon your death, do you wish to donate your organs?


For transplants







 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No




For medical research






 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


Do you wish to die at home rather than in a hospital or nursing home?

FLORIDA RESIDENTS ONLY:  If you are not a FL resident, please skip and go to the next page.

Do you want to name a separate agent (called a surrogate in Florida) for your living will (if you do not, your agent will be the same as for your health care power of attorney below)?







 FORMCHECKBOX 
Yes           FORMCHECKBOX 
No
If yes, please list name, relationship, address and phone number: ___________________________________
FEMALE CLIENTS ONLY:  A woman can chose to limit the power of her living will during a pregnancy.  You can have the living will state that no medical actions be taken that would adversely impact the viability of your fetus.  Do you want your living will to contain an exception limiting its scope during pregnancy?

 FORMCHECKBOX 
Yes           FORMCHECKBOX 
No
5

