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Vermont Advance Directive for Health Care
Prepared by the Vermont Ethics Network
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EXPLANATION & INSTRUCTIONS

W BB / You have the right to:

1. HEFEeE CMETRERN, IR ANEHMRE.

Name someone else to make health care decisions for you when or if you are unable to make them yourself.

2. HEAEREEY A REMESRE

Give instructions about what types of health care you want or do not want.

B EENRSERFEMAURENETREERICE

YiaTr BAR. BREM R

It is important to talk with those people closest to you and with your health care providers about your goals, wishes and preferences for

treatment.

W SR LUERAREAEER, WA AR ERBEREE D B0, iNRERIBIEE -0 FER—IMRIE, EaT 1L
SRS ARER D, AREEHNIEAETNER FTHEREHEF.
You may use this form in its entirety or you may use any part of it. For example, if you only want to choose an agent in Part One, you may fill
out just that section and then go to Part Five to sign in the presence of appropriate witnesses.

B REHEYUNIIL, BHAIEARIMIRE X T OEBET RIFNESERNIER, BIEVENMIY

www.vtethicsnetwork.org_E 3 E| B IFHBIRAZ

You are free to use another form so long as it is properly witnessed. More detailed forms providing greater options and information
regarding mental health care preference can be found on the VEN website at www.vtethicsnetwork.org.

BRIENE—E I A TFEREE— D AFAER RIE, LUE
TEETEHARE B SMRENNIEMETRE. B A
ERMMUIE BN IZEE—NMEEERNA, iR EH—LE
SRMERRTE i IR Z R ERINEMRFE S T A EMEIERE,
HEZENENAE, Er LIRS FTiE R R, WBAER
BT R, BIMEER B #HE AL NREENIE, ETiRiftE
SRDEBEEETMAIETTRES, BEEE—MAERIERN
RIEBAEHERTE, BEPFETREEMBLE R OERIA
EERTIE R EE AN ANE R T, M &RIFHIR
EAREHFINEVER, IRETEMRE, EFEEFEEH
IR IEMURTE . RILRN A RIFIR RIS E ZIEER A
Part ONE of this form allows you to name a person as your “agent” to
make health care decisions for you if you become unable or unwilling
to make your own decisions. You may also name alternate agents.

You should choose someone you trust, who will be comfortable
making what might be hard decisions on your behalf. They should

be guided by your values in making choices for you and agree to act
as your agent. You may fill out the Advance Directive form stating
your medical preferences even if you do not identify an agent. Medical
providers will follow your directions in the Advance Directive without
an agent to their best ability, but having a person designated as your
agent to make decisions for you will help medical providers and those
who care for you make the best decisions in situations that may not
have been detailed in your Advance Directive. According to Vermont
law, next-of-kin will not automatially make decisions on your behalf if
you are unable to do so. That is why it is best to appoint someone of
your choosing in advance.

RENB L EFRR BT ERMEER ZRELERRT,
TR IERERACHFEEER FERIUFLATHERE
TR LIARIE B SMMENL. BFRRRSEE MMEAERIMN K
ﬁ'fZKE’\J :m\%o

Part TWO of this form lets you state Treatment Goals & Wishes.
Choices are provided for you to express your wishes about having,
not having, or stopping treatment under certain circumstances. Space
is also provided for you to write out any additional or specific wishes
based on your values, health condition or beliefs.

REHNE=H DL ERREXN BT RBN TR X a7 6
EOME 75 R REENRER EETELEE TH
ERE I MRENEEROME T TR IRRERN
R, BFEEMNEENIE, XBRELFLIAEDNR/COLSTS
(FEH/MREELEFESRGT L), MAREFZRFBEE
FRERRT, LHEEEIRA . 2R ET ARKERK
PNICR AR E S RYATT, FRIEMh{]1REZE TDNR/COLSTS,
BRH T FLEIGTT IR, SNSRI BDNR/COLSTS, EREST/)
HERFRITOMET, BRI g8 EE ek &1
KA REBRELE,

Part THREE of this form lets you express your wishes about
Limitations of Treatment. These treatments include CPR, breathing
machines, feeding tubes, and antibiotics. There is space for you

to write any additional wishes. NOTE: If you DO NOT want CPR, a
breathing machine, a feeding tube, or antibiotics, please discuss this
with your doctor, who can complete a DNR/COLST order (Do Not



BERINTSTHE R IR AR fE R

Vermont Advance Directive Explanation and Instructions

Resuscitate/Clinician Order for Life Sustaining Treatment) to ensure
that you do not receive treatments you do not want, especially in an
emergency. Emergency Medical Personnel are required to provide
you with life-saving treatment unless they have a signed DNR/COLST
order specifying some limitation of treatment. If there is no DNR/
COLST order the emergency medical team will perform CPR as they
will not have time to consult an Advance Directive, your family, agent,
or physician.

EEREH B OIS, LRI URAEWNRE ARIBENE
&, RS F4L. TEMEFLENRIT.

Part FOUR of this form allows you to express your wishes related
to organ/tissue donation & preferences for funeral, burial and
disposition of your remains.

FRBHBER BUITERBREIEATETNER TER
B EERFHFABI TYIATERERIEA EHNRELE
MU BRYERB G  RE; B EK ZFEHEFo

TR Z RSB AR AN EMRAMIE ENE
EENRAUREEEH A EER BT NERETHIN,
HERMRENREFBFIEDN, BTSRRI AR
Ko

AT T ERT e R RIS E R AR EREM
FER X RIBREFMNAIEREIE,.

EENEEAHREHEAET S E TN HET 2 AE,
IR ARG MNRIEHASTHE T €, LARIBVFR A BIZAER
ZIHER MR T B oL, #ARHSFMNciE R E e %
ET —RIEXHRIBIZA, IR ERA A& E— R4
B ERBEEN, ER e ENENME R RENGE
I§\O

Part FIVE is for signatures. You must sign and date the form in the
presence of two adult witnesses. The following persons may not be
witnesses: your agent and alternate agents; your spouse or partner;
parents; siblings; children or grandchildren.

You should give copies of the completed form to your agent and
alternate agent(s), to your physician, your family and to any health
care facility where you reside or at which you are likely to receive care.
Please note who has a copy of your Advance Directive so it may be
updated if your preferences change.

You are also encouraged to send a copy of your Advance Directive
to the Vermont Advance Directive Registry with the Registration
Agreement Form found at the end of this document.

You have the right to revoke all or part of this Advance Directive for
Health Care or replace this form at any time. If you do revoke it, all old
copies should be destroyed. If you make changes and have sent a copy
of your original document to the Vermont Advance Directive Registry,
be sure to send them a new copy or a notification of change form with
information needed to update your Advance Directive there.

e RE AR BRI Taking Steps CGREXIE) N F-,
BB EREHSEINARESRE ANITIERERY
PEEMIE .

You may wish to read the booklet Taking Steps to help
you think about and discuss different choices and
situations with your agent(s) or loved ones.

Taking StepsBYEIZS BT M LA T 55T 3E :
Copies of Taking Steps can be purchased from:
Vermont Ethics Network
61 EIm Street
Montpelier, VT 05602.
B3i% () (802) 828-2909
f£H (Fax) (802) 828-2646

www.vtethicsnetwork.org

N7 AR TFHFIFMNFREREIELNESR,
iIEJ ifjfﬂ . / For information about the Vermont Advance
Directive Registry visit:

VEN Fig: www.vtethicsnetwork.org
VEN website

3/ or
SR RESE IS
Registry website at the Vermont Department of Health:

www.healthvermont.gov/vadr
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TR HAERH HER
YOUR NAME DATE OF BIRTH DATE
bk

ADDRESS

i) M B4
ary STATE i3

F—Hb5  BHEFRE

PART ONE: YOUR HEALTH CARE AGENT

éf&? BEEARBE N B SHRERN, EHNEFRIRR LU EMETRE . BN IZEFE—NMEEENA, — N I2HE
= @FS HEBEAENAEN A BHETRMEE T EFRZERNE, FRIE 12 ERIE R ETRER T
*EI/—J_E—.I-; lu\E,JTtEE_J *%mﬁﬁ%ﬁﬂ’]%%ﬁm\ Er&ﬁﬁjjﬁgﬁﬁﬁﬁ’ﬁﬁﬁ%\ \_-H-ﬁs J'_'\Ij = r_‘Io

Your health care agent can make health care decisions for you when you are unable or unwilling to make decisions for yourself. You should pick someone that you trust, who understands your wishes and agrees to
act as your agent. Your health care provider may NOT be your agent unless they are a relative. Your agent may NOT be the owner, operator, employee or contractor of a residential care facility, health care facility or
correctional facility where you reside at the time your advance directive is completed.

BIEE U ANKRETIE:
| appoint this person to be my health care AGENT:
RIEBHZ B FHR M

AGENT NAME EMAIL

Hhiht

ADDRESS

KERIE TFeRIE Fl

HOME PHONE WORK PHONE CELL PHONE

(yuilu} ﬁ”‘ﬁg, 1ﬁ7:lJ\§IJII:EI)
(If you appoint CO- AGENTS, list them on a separate sheet of paper)

NRIZAIBET AR EHFEEARNAE, HISTE A NRBRMUIE:
If this agent is unavailable, unwilling or unable to act as my agent, | appoint this person as my ALTERNATE AGENT:
BRAMUESE BT ER

ALTERNATE AGENT NAME EMAIL
ik

ADDRESS

RERIE TfreRiE F

HOME PHONE WORK PHONE CELL PHONE

Ht ] AR ET REH TSR BLE:

Others who may be consulted about medical decisions on my behalf include:

KEESE (RRIES. EMBNEER )

Primary care provider (Physician, PA or Nurse Practitioner):

o2 R
NAME PHONE
ik
ADDRESS
CE BiE
NAME PHONE
ik
ADDRESS

AN EHHIALEE:

Those who should NOT be consulted include:

(B5—EB7E R DI4RER) / (PART ONE CONTINUED NEXT PAGE) 1218



FsTiEm, 2 ADVANCE DIRECTIVE, PAGE 2

e HAEBR B

NAME DOB DATE

ﬁﬁ%ﬁﬂg?ﬁ?ﬁ?ﬁﬂ?ﬁ tt'.i')._! LXT'%;RETIF&/EI\#‘.’?? . / | want my Advance Directive to start:
[] REHE M RER
When | cannot make my own decisions
I
O BE
O HEEEREE:

When this happens:

S35 Efr BinlisHRE

PART TWO: HEALTH CARE GOALS AND SPIRITUAL WISHES

KRB ETBIREIE: / My overall health care goals include:

] fgﬁ&g&@%ﬁ%ﬁ&@ﬁj O RAEERERNERT, BA TEaT Kt O ﬁR?EEiLﬁﬁHEE’\Jié
ﬁbﬁk& Y Bpo | want treatment to sustain my life only if [ will:
| want to have my life sustained as long as ab N vt I only want treatment directed toward
possible by any medical means. D Hbﬂ%—%ﬂﬂjﬁ*ﬂ%‘(kﬁumo my comfort.

be able to communicate with friends and family.

D ﬁbﬁ]g/ “rﬁa Euo

be able to care for myself

[] E&ARERENERTES.

live Wlthout |n(apaC|taFf pain.

[] &R, MEEENIFER,

be conscious and aware of my surroundings.

BERENEHMB R REHESEE:

Additional Goals, Wishes, or Beliefs | wish to express include:

MRIKE T R RESHRRIFEEBBNMAIA:

People to notify if | have a life-threatening illness:

ﬂﬂ%ﬁ%ﬂi? ) ﬁﬁz\ﬂﬁﬁﬂ%iﬁfﬁigﬂ’ﬂﬁ(@ﬁﬁlﬁi) . / If I am dying it is important for me to be (check choice):
O =%

O EER

In the hospital
O He:

O ERE

No preference

iﬁﬂ'\]*ﬁ?ﬁi*ﬁlﬁﬁﬁﬁ: / My Spiritual Care Wishes include:
HBRE/S10:

My Religion/Faith:

REUTFR BiE

PLACE OF WORSHIP PHONE

ik

ADDRESS

UG ERiFEES I HRRE TR

The following items or music or readings would be a comfort to me:

12/18



FsTiEm, B3 ADVANCE DIRECTIVE, PAGE 3

"7 HEHHA HEA
NAME DOB DATE

B=8045 AT HIBRE!
PART THREE: LIMITATIONS OF TREATMENT
MREEREFIREITET, R LURE BB A EE T AERETT . 18787 IREIGNE, EEBRITHIE
AUEBAER (RO IR 5 FEIRAE(R) o PRAFB ERIRYATT IR ), BN EEYT HPAR I8 R P e USRI £ 85,

You can decide what kind of treatment you want or don't want if you become seriously ill or are dying. Regardless of the treatment limitations
expressed, you have the right to have your pain and symptoms (nausea, fatigue, shortness of breath) managed. Unless treatment limitations are
stated, the medical team is required and expected to do everything possible to save your life.

ltﬂ%ﬁﬂ'ﬂtt\ﬂ&f?ﬂ:ﬁ?l&ib(ﬁ%—lﬁ) / If my heart stops (choose one):
[] HFEEMCPR, HAEILKBIOIERE BT, (O BAEMCPRAILL BB OAEIRE Bk Eho

1 DO want CPR done to try to restart my heart. I DON'T want CPR done to try to restart my heart.
ngﬁFEj)ﬁEE’\JxE'E:DHﬂiE%’@%kﬁﬁ&ﬂﬁl%&ﬁﬁiEE%'JE%&\%WEZ%EEME/DHEUJE‘ s AR A TR (B EESHEN
=130 1<}

CPR means cardio (heart)-pulmonary (lung) resuscitation, including vigorous compressions of the chest, use of electrical stimulation, medications
to support or restore heart function, and rescue breaths ( forcing air into your lungs).

2.MNRHEEZER E'.ﬂ¥ﬂ&(ii$¥—lﬁ) / If 1 am unable to breathe on my own (choose one):
[] BRRE—GITRN, &EERE, ) RBEENENERIFR,EEK ) RTEEEMEETRL,

1 DO want a breathing machine without any time limit. ‘E‘EE:;E‘F;E—EQ_?ri;EO 1 DO NOT want a breathing machine for ANY length of time.

| want to have a breathing machine for a short time to see if |
will survive or get better.

W HEH ARG 25 % N S B EBAI8 8, L A TOPIRES.

“Breathing machine” refers to a device that mechanically moves air into and out of your lungs such as a ventilator.

3NRBRTEE T R ISHI Rk R4 o (L F—IN):

If | am unable to swallow enough food or water to stay alive (choose one):

[] REE—TREEANERGNE O ROPENENERREREERE () CANERETRERRE
ﬁ‘ lZ:ﬁE‘F;EEZH.E;EO | DO NOT want a feeding tube for any length oftlme

o
100 want a feeding tube without any time limits. | want to have a feeding tube for a short time to see if | will
survive or get better.

Z IIREES MRS, EHREA A BHENT AR EIRRE MREREEHREN X T
ﬂi'%ﬁ”"ﬁilti:‘.&b’“f,iﬁ@ii"lzﬁﬁ’]*[o

NOTE: If you are being treated in another state your agent may not automatically have the authority to withhold or withdraw a feeding tube. If you
wish to have your agent decide about feeding tubes please check the box below.

[] EENRFEOAERIRREMEIRE,

| authorize my agent to make decisions about feeding tubes.

AMRBRANE S, WHFRE, FARTEEMFE (EFE—T):

If  am terminally ill or so ill that | am unlikely to get better (choose one):

[] BERERERIEMIYPRITUER, O BARRRERVEMEYRIITUER.

1DO want antibiotics or other medication to fight infection. I DON'T want antibiotics or other medication to fight infection.

NREELFPFREEMAER TEHABEOME . TR RBENNER, BTESENEEITIE, R LIRS —{7
DNR/COLST%@%, DB RIEFSEZERBEZ NG, R E %%\Tﬁ)R'FODNR/COLSTAJI—JT' ERIMATT,

If you have stated you DO NOT want CPR, a breathing machine, a feeding tube, or antibiotics under any circumstances, please discuss this with
your doctor who can complete a DNR/COLST form to ensure you don't receive treatments you don't want, particularly in an emergency situation.

A DNR/COLST order will be honored outside of the hospital setting.

AT NEMRHIFRAEEIE: /Additional Limitations of Treatment | wish to include:

12/18



FFaT, 4T
e HERE

NAME DOB

SEPUERSy : SR 4RO N Ry (A IR EE
0 R: OR N DO ‘ul & B RIA ) PO U 0

ﬁﬁ'ﬁﬁ*ﬂ.ﬂ *ﬁmﬁm,ﬁ,’%("j N E’Jlﬁ?x) / My wishes for organ & tissue donation (check your choices):

REEHRELTEREMASR:

| consent to donate the following organs & tissues:

FREENSE

Any needed organs

ERAREVALR (KRR BB AR)

Any needed tissue (skin, bone, cornea)

BARIBE T 588 E RAR:

I do not wish to donate the following organs and tissues:

BABRR MR ENAER

I'do not want to donate any organs or tissues

BRERNETRIERRE

| want my health care agent to decide

ANEEEEEEE

BEERBRNERNBRAMARNBEIE, (. B RFLS EFFEAMWITE (4 8 A% HE)

| wish to donate my body to research or educational program(s). (Nore you will have to make your own arrangements with a medical school or other program in advance.)

BHA

DATE

ADVANCE DIRECTIVE, PAGE 4

FIE SRS/ R E R IFRIE R (WEH TR):

My Directions for Burial/Disposition of le Remains after | Die (check & complete):

[ BE—GmEILTHMEAR

I have a Pre-Need Contract for Funeral Arrangements

o2 R
NAME PHONE
ik
ADDRESS

HRUL T ARFREFLBIZEAL S ATE (AR 4 B B0 (A ERTERR):

I want the following individuals to decide about my burial or disposition of my remains (check your choices):

[] #2  [] @keE [] RA:

Agent Alternate Agent Family:

e BiE

NAME PHONE
ik
ADDRESS

HE:

QOther:

e BiE

NAME PHONE

Hiht

ADDRESS

ﬁi@%(@lﬁ:@ﬁgﬁ%) / Specific Wishes (check your choices):
D %IL’\ /ymﬁ"\/

| wanta Wake/Vrewrng

[] REESREZE—IWMRATRERIE, EA TR (2, sthit, BiESH9)

| prefer a Burial — If possible at the following location: (cemetery, address, phone number)

HEENAFE IR B RARTF T TE:

| prefer Cremation — With my ashes kept or scattered as follows:

[]

HRBRE—EIRNR, AR LT EHNE
| want a Funeral Ceremony with a burial or cremation to follow
RARABEE—ITEZNA

| prefer only a Graveside Ceremony

QFEEFE ML EFHAZENLZN

| prefer only a Memorial Ceremony with burial or cremation preceding

HAART: (405 R BAIR. £4L)

Other Details: (such as music, readings, Officiant)

OO 0O O

12/18



FsTiEm, 50 ADVANCE DIRECTIVE, PAGE 5

"7 HEHHA HEA
NAME DOB DATE

BRI . EEBHEERSP

PART FIVE: SIGNED DECLARATION OF WISHES
SR IERNUNFIEABRREF. FIARPREAEAZF:
AR, BCB. R LB A%, FREFE,

You must sign this before TWO adult witnesses. The following people may not sign as witnesses: your agent(s), spouse, parents, siblings, children or grandchildren.

AR, XM HFRRT RNETRE, R BREBXBAET.

| declare that this document reflects my health care wishes and that | am signing this Advance Directive of my own free will.

o A
SIGNED DATE

KA, TEENIBRETSTIE TR, FEEERAZ MBS SR, (BEFFHITED)
| affirm that the signer appeared to understand the nature of this advance directive and to be free from duress or undue influence at the time this
was signed. (Please sign and print)

IEALGTENHSR)

WITNESS 1 (PRINT NAVE)

pox=] B4
SIGNATURE DATE
IEA2 GTENHER)

WITNESS 2 (PRINT NAVE)

= HHA
m;ﬁm DATE

NREFBANHECNEH BT ZEREA, FIHIARZ—BRAEFHEIA, MIELHERE T e
MRANMR, MEEEFH, FRARIDIEBXGRNS BSEXEMEEAF S 7200 15E EF A Q. i
5. DIERFRHFA AR AR B HEFMNE I E BRI L EA 5o

If the person signing this document is being admitted to or is a current patient in a hospital, one of the following must sign and affirm that they have explained the nature and effect of the advance

directive and the patient appeared to understand and be free from duress or undue influence at the time of signing: designated hospital explainer, ombudsman, mental health patient representative,
recognized member of the clergy, Vermont attorney, or Probate Court designee.

MNREZBANHECNEXBRIEFFRAFERNEE, TIARZ—BREFHRAIA, IS EMHERE T ks
THMERAMER, MEZEFH, AR RNBIEBXHARS BB EIMMB A S0 55253 IARTAYHFERA 5.
HRIFINEID. BB IETIE N R 15 EFEREA G OIERBERA AR, IFZbE BRI REE S Z T E S
EINBYTT 77/ E TR E

If the person signing this document is being admitted to or is a resident in a nursing home or residential care facility, one of the following must sign and affirm that they have explained

the nature and effect of the advance directive and the resident appeared to understand and be free from duress or undue influence at the time of signing: an ombudsman, recognized member of

the clergy, Vermont attorney, Probate Court designee, designated hospital explainer, mental health patient representative, clinician not employed by the facility, or appropriately trained nursing home/
residential care facility volunteer.

EXFRRERE LA LUEAR T BR/ENEAZ—,

The explainer as outlined above may also serve as one of the two required witnesses.

EE]

NAME

K f1/BRML B
TITLE/POSITION PHONE

int

ADDRESS

Lo A

0
SIGNATURE DATE

12/18
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"7 HEHHA HEA
NAME DOB DATE

T EHRHFSETRIEIZ (5aik):
The following have a copy of my Advance Directive (please check):

HREMMEEREICL p= =1 N

Vermont Advance Directive Registry Date registered:

Er

Health care agent

1EFNETT IR

Alternate health care agent

/R IEE:

Doctor/Provider(s):

Epz:

Hospital(s):

KREERL G iE5IH:

Family Member(s): Please list:

OOO0O0O0dmn

NAME
Hink

ADDRESS

e

NAME
Hink

ADDRESS

e

NAME
Hiht

ADDRESS

e

NAME
Hiht

ADDRESS

e

NAME

Hiht

ADDRESS

HE:
Other:

e

NAME
hint

ADDRESS

e

NAME
it

ADDRESS

e

NAME
Hint

ADDRESS

e

NAME
it

ADDRESS

e

NAME

ik

ADDRESS

e

NAME

Mzt

ADDRESS

12/18



Registry Use Only
Received:

BRIFHPEERE ISR Confirmed:

Zic il B EeARBIFINH
(R4 AT M FR ST T AN R (B S HFAFNB)
Vermont Advance Directive Registry
Registration Agreement & Authorization to Change Form
(Documents A & B per the Vermont Advance Directive Rule)

iﬂﬂﬂ/ Directions
1. FERSEITIRIEICEER, H e LA FHEXERD . IBFTENEE.

Read the Registration Policy on page 3 and complete the relevant sections below. Please type or print clearly.

a. BRBILE TRLBHFICERMXMGA

First-time Registrants: Complete the Required Registrant Information & Document A.

b. EFHEFEMTLIET MM ENECE BB,

Updating an Advance Directive already on file: Complete the Required Registrant Information & Document B.

2. W E— &R RINEFM ILIEARRZ,

Attach a signed and witnessed copy of your advance directive.

3. BB E—MTBAEENE MU ESIRIER, Uh—NEEHF IIERFRSER X RIS,

Registrations must include a completed and signed Registration Agreement or Authorization to Change form and a copy of the signed and witnessed

advance directive document.

4. RIE—BSTHRHER, FET EFERG SRS ERIZRK:

Once forms are completed and signed, send forms by email, mail or fax:

BFEHFE:  \/ADRSubmissions@uslwr.com

E-mail to:
C14:: L Vermont Advance Directive Registry (VADR)
Orailtor PO Box 2789

Westfield, NJ 07091-2789
HERE: 908-654-1919

Or Fax to:

B %5 BI51A18 : http://healthvermont.gov/vadr/ BXEEE1-888-548-9455

For additional information visit: http://healthvermont.gov/vadr/ or call 1-888-548-9455

&Z\Eﬂgﬁiﬂ%‘ﬁ%}%\ / Required Registrant Information

#E: 83 Fhig % P AR

Name: First Middle Last Suffix

HiERER:

Date of Birth: __/_ _/____

FEMpE L

Primary Mailing Address:

H/h: M B4 -

Town/City: State;, Zip code:

BiESH: 2 HE!:

Phone Number: Primary (_ _ _) - Other (_ _ _) S
FREBS B FHFIXREND? & z

Woul? yot_llke to be contacted by e-mail? D No D \7:5

B3 ApibL :

Email Address:

SEZHpE Mt (INiEA)
Secondary Mailing Address (if applicable):

/. M: MR -
Town/City: State: Zip code:

g%ﬂ*%k / Emergency Contacts

FE: HE:

Primary: Name:

55 ENXAR: BIESH:

Relationship to Registrant: Phone Number: (_ — _) e
BIBRA: #HE:

Secondary: Name:

5850 ENXAR: BIESH:

Relationship to Registrant: Phone Number: (_ — _) e

Rev. June 11, 2021 1


mailto:VADRSubmissions@uslwr.com
http://healthvermont.gov/vadr/
http://healthvermont.gov/vadr/

Registry Use Only

Received:
Confirmed:

AR A RZATIEANXHFHARIET ICE NS THEFMNITEAEIZ
&R TFERRRZHSF T IRE X E R,
NOTICE: All submissions to the Registry must include a signed and witnessed copy of the registrant’s
Advance Directive. This applies to both first-time submissions and updates to existing documents.

XA gy
Document A: Registration Agreement
NHEXZBEE —REFIRRENTNLIELH, IBTTRLEE 5.

Complete this section only if this is your first time registering your advance directive.

A (FTENHER ) IBERE BT MRS E LA B IZHR
Fasetem, FEBRINERATF TRNERL X ABZHIA FRERERERTIR; A BRIEERHREEIZLMN
BIEEREN FABZERESANFEEMES MEE R, BILEMAIFZNLR, S ABIERHITCEREEAEN,
AR LRI BEENE IS A BREZBAR NN, ARAEM—FBIE. B 72, IR AT LUS R AR 6
REAERA LA ERAMBEHI XA DA G B RNERBHEZ A —EBE .

1, (print name) request that my advance directive be registered in the Vermont
Advance Directive Registry, and authorize its access as allowed by Vermont law. By signing below, | acknowledge and affirm that: the information provided
is accurate; | have read, understand, and agree to the terms of the Registry Registration Policy; | will safeguard my registrant identification number and
wallet card from unauthorized access; and | will immediately notify the Registry in writing of changes to my registration information or advance directive.
| execute this agreement voluntarily and without coercion, duress, or undue influence by any party. | understand that anyone who has access to my wallet
card can use it to gain access to my documents and personal information. This authorization remains in effect until | revoke it.

BidEER. BHA:

Signature of Registrant: Date:

X 4B EeEN

Document B: Authorization to Change

RHEERMBERIEHNE IR EZICHTSE R EH E R 7 Fe ko

Complete only if you are currently registered and making updates to an advance directive already on file with the registry.

A T EER TR AIHE,

Check the box below that applies to your submission.

[] feek: DEIAEFTE IR B HFRSTIRT MBI B SAHE R SRR BRIIER .

Amend: Check this box to amend your existing advance directive. Prior document history will be retained in your file.

[] B DEIAEFTERATHTCIET UAHSHE R A 2R B EEHERF,

Replace: Check this box to replace your existing advance directive. Prior document history will not be retained in your file.

[] & mgtErEREN—RNENENERAL RS T,

Suspend: Check this box to temporarily inactivate all or part of your advance directive for a defined period of time.

FrIaEHA: £REH

Begin Date: End Date:

[[] s DEIAE T MEIC A IFR TR . (KRR A MBS AAHIER)

Revoke: Check this box to delete your advance directive from the registry. (This is a permanent removal from the Registry)

A=A (FTEDRER )RR RAS Mt R KPR EVE
£, TIXLE BB AR I Ih, FIEUX LB U I BIE T Sefa B 12 o

I, (print name) certify that this form accurately represents the changes | have made, and
these changes are accurate. Additionally, | authorize the changes to be reflected in the Advance Directive Registry.

BicEER: BHA:

Signature of Registrant: Date:

Rev. June 11, 2021 2
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EETRE—MEEXY, EFEXR— T AZEXRITHRNDIREMERLEELHREN, XFHET/ATNE
REMERNREE, BRIFMNATIETFIERE—MUEE, R FAMMUBFARNEETSCIE RIS RIATEiE
E—1TReNIEEY, SENNETRME. BEFigiE. 78k, BREADANMAEZZEENEZTENG
ZEIEE. SRTHREZER, 1FIHR: http://healthvermont.gov/vadr/.

An advance directive is a legal document that conveys a person’s wishes regarding their health care treatment and end of life choices should they become
incapacitated or otherwise unable to make those decisions. The Vermont Advance Directive Registry is a database that allows people to electronically store a copy
of their advance directive document in a secure database. That database may be accessed when needed by authorized health care providers, health care facilities,
residential care facilities, funeral directors, and crematory operators. For more information, visit: http://healthvermont.gov/vadr/.

1.

BEREMSER, BiLEXIUASHREIRDINRBERN R X ERIA & XE):
To register an advance directive, the registrant must complete and send the Registration Agreement form along with a copy of the advance directive
document to:

The Vermont Advance Directive Registry

PO Box 2789

Westfield, New Jersey 07091-2789

EWRIBRMURERMEE, BieFEEmER, FRESERHNPNEICERFIER —EFEHEELEREF.
FieBRFRILELRE—HBIARK, RN LE—1MEi2S. FAZFIESHRARICANEXX AR, HERNLES
BRI R LML, ZFiEBETEWRIRIAMEREIRERE, BiCEER.

Upon receipt of the Registration Agreement and attachments, the Registry will scan the advance directive and store it in the database along with registrant
identifying information from the Registration Agreement. The Registry will send a confirmation letter to the registrant along with a registration number,
instructions for using the registration number to access documents at the Registry website, a wallet card, and stickers to affix to a driver’s license or insurance
card. The registration is not effective until receipt of the confirmation letter and registration materials is made by registrant.

BiRENZFRE R ENEIRSHZREFABENARAETSEROAL M, FiLENAE. RERRHEE. EAA
A LMERZIESHEIHRFEANTET. b, EREFIESHENERLT, EENNETRHEETUEREIZEDN
PABHEBEF A ERIETE DS AR T,

Registrants should share the registration number from the wallet card with anyone that should have access to their advance directives: for example, the
registrant’s agent, family members, or physician. Anyone may access a person’s advance directive using the registration number. Additionally, when the
registration number is not readily available, an authorized health care provider can search the Registry for a specific person’s advance directive using a
registrant’s personal identifying information.

FicEBERERR:

The registrant is responsible for ensuring that:

a. RIBHIMIVER, FAETBRZERT.
The advance directive is properly executed in accordance with the laws of the state of Vermont.

b. MRS EARMNFENAZBIERMAIRD, MAELF ISR AR IERMEIRN.
The copy of the advance directive sent to the Registry, if a photocopy of the original, is correct and readable.

c. BiZthiXAFRSER XA FRYE S B2 EHIN &Y.

The information in both the Registration Agreement and advance directive documents is accurate and up to date.

d. WFSEIERHB LA GREREN, BEZHREZ—MHEENRRN “BEcENE ®&, IEFHLERTETHNE
MEZ, DURIREBRIEIEL,
The Registry is notified as soon as possible of any changes to the advance directive or registration information by completing and submitting an
Authorization to Change form with the changes appended, or preferably, with an updated copy of the advance directive to the Registry.

BRBIRUNMBENEICERHMTIERXHR BN ERE R 2/,

Initial registration as well as subsequent changes and updates to the registration information or the advance directive documents are free of charge.
SRMNEAEEN, EEFICRKRIBIEERXCHNARER, HEREPTAERZEFCHIN. RMNLRLR, &
B ME IR EBIRE R RIBREIZENTRSTIET, REERTEHIIZX 4.

The Registration Agreement shall remain in effect until the Registry receives reliable information that the registrant is deceased, or the registrant requests in
writing that the Registration Agreement be terminated. When the Agreement is terminated, the Registry will remove registrant’s advance directive from the

Registry database, and the file will no longer be accessible to providers.

RBEZFIER T ERE RN F R

Only the Registry can change the terms of the Registration Agreement.

Rev.Jun 11, 2021 3
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