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Vermont Advance Directive for Health Care
Prepared by the Vermont Ethics Network
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EXPLANATION & INSTRUCTIONS
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Name someone else to make health care decisions for you when or if you are unable to make them yourself.
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Give instructions about what types of health care you want or do not want.
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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.
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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.
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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.

WW’H‘I"T qurs 3T FRuis ford e
g1 =TT 84 ST SR WY Qe RGBT
P«H\a{rqﬂ‘r qﬁ-—e BT XUH Th ST Afaden! 1A ford

Tolcged! A9 fod U
ﬁﬁgww RHAGKIRL S
fayrg 7 safad s | qUIS T oy Al
1 BB ﬂmﬁﬁﬁm%@
goledh] OHT B T HgHd §JUd |

3T Fafre UrufAwdee ™

G{ﬁFﬁqu %ﬁm@@faﬂﬁés{m‘ KIS
ﬁgaan"rfm@ | =qa

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 some-
one 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.
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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.
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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
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Vermont Advance Directive Explanation and Instructions

antibiotics, please discuss this with your doctor, who can complete a DNR/
COLST order (Do Not 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 Ad-
vance Directive, your family, agent, or physician.
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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.
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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 Ver-
mont 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 de-
stroyed. 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.
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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.
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Coples of Taking Steps can be purchased from:
Vermont Ethics Network
61 Elm Street

Montpelier, VT 05602.
B (7o) (802) 828-2909
TRITHRT (Fax) (802) 828-2646

www.vtethicsnetwork.org
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Registry website at the Vermont Department of Health:

www.healthvermont.gov/vadr
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PART ONE. YOUR HEALTH CARE AGENT
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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.

T O Hfadarg BRI W WER Teived] TUHT fFgad TT:

| appoint this person to be my health care AGENT:

o A EEK

AGENT NAME EMAIL

ST

ADDRESS

TRD! B TR PRTTID! B TR T B TR
HOME PHONE WORK PHONE CELL PHONE

(dUTE E-Toeg®dls MYad T4 A, Igedls HHSH! go UHM FHIaG Tier)

(If you appoint CO-AGENTS, list them on a separate sheet of paper)

IfE A o JUA GIgH, g 153 al TRI Toledh] TUHT B T aIgdl 1A, T 3) AfckiclTs BRI A etrd Tolwedh! T Fged Te:

If this agent is unavailable, unwilling or unable to act as my agent, | appoint this person as my ALTERNATE AGENT:

Fo T T B[]

ALTERNATE AGENT NAME EMAIL

ST

ADDRESS

WP B TR P! B TR Jd BH TR

HOME PHONE WORK PHONE CELL PHONE

R dhare Riferarae=l fHufogear wmet fom 9 3 afdaes auveR &

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

T TR Uers (Rifercdis, Rifeds g a1 73 iRiaR):

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

aw I TR
NAME PHONE
ADDRESS
aw I TR
NAME PHONE
ADDRESS

R i g Afdaes TR B

Those who should NOT be consulted include:

(HIT Th Gﬁb;qu o il) / (PART ONE CONTINUED NEXT PAGE) 12/18
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NAME DOB DATE

H ﬂﬁ \3'@1:[ ﬁ%-?ﬁ ﬁ'E[ SIARYTHT @ TFf Wi / 1 want my Advance Directive to start:
[] S FHofaee form e

When | cannot make my own decisions
O Now

() Tl ga

When this hapbens:

YT §3: TR WIER AGIGE qUT ATHHD ATgI6

PART TWO: HEALTH CARE GOALS AND SPIRITUAL WISHES

TR g9 Wmﬂmﬁww / My overall health care goals include:
[] A% Ui siufiy () H ST HEE TR Sfte feTll 919 ST for () H T 3R SRS

HIHHTC 3‘|Tq;ﬁ G‘ﬁa'_‘f q 6@ / | want treatment to sustain my life only if | will: '}‘|é Q d 3UdR ﬂﬁﬁﬂ
o farll S aEg| [] e X aRaRET P31 7 FeH | ey | |

| want to have my life sustained as long as be able to communicate with friegds and family | only want treatment directed toward
possible by any medical means. D PRSI W | ’ my comfort.

be able to care for myself,

] lerrszr;ah%rt .tmaquw\—:ﬁa?ﬁrs%
D ﬁeﬁ\m ou mcapaaa;ng%a%aml

be conscious and aware of my surroundings.

Tdl ad T dIe! YU W&, A8 a1 [ayTRIgeHT (Y $x1 Uas:

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

TQTE Sita SIRIAHT UM [HRT § YA a1 fem A

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

R GG ge & Y1 T 9 RIFAT g1 78YU §78 RISTZH 31 g TS Iey):

If 1 am dying it is important for me to be (check choice):
[] 7o
Athome
O In the hospital
O 3H:
Other:
() Il B

No preference

Y ATATTHD WERBT ATGATGTHT (1 PRI IS

My Spiritual Care Wishes include:

RY Y/ 3mT:

My Religion/Faith:

ol T 313 B TR
PLACE OF WORSHIP PHONE
ST
ADDRESS

19 axge= a1 ¥lid a1 YIS HaTs Ugsl a3

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

HIT fiF: SUTRST Hifidades
PART THREE: LIMITATIONS OF TREATMENT

urg TR T faRTt g a1 7 ane gIg WA mﬁ&mﬁwwl UHRD! SUAR A6I5-6 a1 AeIga Y HI duls
&rra?ﬁrutqn'rt | e TTRTPT JUIARSDT HHEE GRIES R A&IUIGRE (AThald! AT, UPTS
%@ ﬁWW|W@%WW%%WWW
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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.

1.7 Wm e (QBETW TF:I@?[): / If my heart stops (choose one):
] IR Y B Ygfh I3 Adlls CPR ez v () TR UgHT BR YgfH §IS HaTE CPR Rgdy W3 =T

q Big | / 1D0 want CPR done to try to restart my heart. I DON'T want CPR done to try to restart my heart.

CPR Y] BT qfcrdl HRIGT g7, 3afdcdha Reqage! Tl Gars 1d T §413 Sl I g B §13-
(TUTSD) T IRIAT BTaT THTe~) THITAd BIISE! () THR! (Bl 1o gl

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. fl?f 3‘|Ta? E3I1E3) L WT (T3CT BAIe TI':[E'W) / 1f1am unable to breathe on my own (choose one):

1 a@wﬁw@mﬁmmﬁmﬁ O Hw%mm%ﬁ% ® ugﬁq%tlf%mmﬁmﬁﬁm

1 DO want a breathing mathme without any time limit. T3 | / 1want to have a breathing machine I DO NOT want a breathing machine for ANY length of time.
for a short time to see if | will survive or get better.

AT T AR & QfTAey Sl duTS ! BIaIAT HblfHd e = UHT 5197 T8I I [AdbTe s Tae o |

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

3. ﬁﬁaﬁmmﬁrmmmuﬁﬁﬂmmﬁwﬁﬁm

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

] aﬁj%trﬁw:sﬁwmﬁo‘%@raa Q Haﬁgﬁ?&rs:t ﬁ%ﬁsmﬁ%’—f O ugﬁqﬁwmﬂaaﬂm

1 DO want a feeding tube without any time limits. W |/ wantto have a feeding tube for a short time to I DO NOT want a feeding tube for any length of time.
see if | will survive or get better

Tic: qUISATS 3fabl IoTHT SYTR TRa & Y ISP Toiedi [l s ey ermgia ar Aeled SifieR Tg7 G|
qUTs [h1ST cgaaveaR 3! gored (Hufg A IE-® Y= HUT dcid! SIHTHT Bl g TSI/

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.

[] 9™ wodrs Bies cgagean Muies o siieR fig |

| authorize my agent to make decisions about feeding tubes.

4. 9 3=qq: foRmft yoan a1 At g7 Fadar @Gﬂ@?ﬁ?ﬂﬁ@ﬂ)-

Ifl am termlnally ill or soill that | am unlikely to get better (choose one):

[] | ShHURIT e uRarifes ar 3 3iufy i =e-g | () | UHHURIT g Ufeariied o 3 Sy for =red|

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

gagg% uﬁi@rﬁmcm YUY T+ AR, fhfSs eye a1 t=amiies qreded Yl ST THTS! © 4, Ul
ST TR G TATedT SUTREE U TR Y=t AT 7T THGR DNR/COLST BRTH TRT

T T 3! fRifrea T sawd {| DNR/COLST 3SR SEIdTcieh! & SR FHTHd TRA S |

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.

Tl RIS ATed! ITARST YU WA EHT (99 PRIGE UGS / Additional Limitations of Treatment | wish to include:
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NAME DOB DATE

YRT IR: 3(§F/dg & I G/ aAugEd! ga=u

PART FOUR: ORGAN/TISSUE DONATION & BURIAL/DISPOSITION OF REMAINS

I AYT A= GTABT AT AT ATGATER (3T AR 31 g Ao N):
My wishes for organ & tissue donation (check your choices):

A 99 3rg qUT dge o T JgHd §:

| consent to donate the following organs & tissues:
R IR CRIC GRS

Any_needed organs

ISR crora me@aﬂﬁm

Any eeded tlssue (skin, bone cornea)

ol AqEe o T ares:
I do notyis| h 0 donate the following organs and tissues:
3§ a1 dwq & o e

Ido otwant to donate any organs of tissues
TR e QR T fioky Rk o3 a5

| want my health care agent to decide

[] W 3gaH 9 Qe SIdchHEE) H AR IRR G T =Me=g | (FIe: Turgel fRfeeT fagerd o 34 srishaH] 3 S &aar

qa&Tq ﬁ@'@-/) / lwish to donate my body to research or educational program(s). (Note: you will have to make your own arrangements with a medical school or other program in advance.)

R gog YTURS JHIRY/SaRugTd] Ya=ud] AR BT fGRMe® (316 g TR T THeN):

My Directions for Burial/Disposition of My Remains after | Die (check & complete):
[] #R 3D ATRITTG DT AT Yd- SHTaaeDll BRR O

I have a Pre-Need Contract for Funeral Arrangements:

I:II:II:II:II:I

aw I TR
NAME PHONE
ADDRESS

T 19 fddeed TRY A a7 SaRIvged! Ha~aR ol ferdi Ha a18+g (3T ISTZe I 31 g TS IER):

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

Agent Alternate Agent Family:
am B THsR
NAME PHONE
ADDRESS

3

Other:
qm B TR
NAME PHONE
ADDRESS

faQy qrg-le ™ (3T ﬂw CICACES Wﬂ‘): / Specific Wishes (check your choices):
[] #eis SOTR/ESiy v 16~y

| want a Wake/Viewing

[] ¥ 91 =g — 9 R goid HEAT (Frg™, 39T, B TRR)

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

H EETBR M6 — Y TRAT FHATTHR IR a1 BR:

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

[l

T GHIY 91 GEUBRST 1Y - FARIE IEY WA A6

| want a Funeral Ceremony with a burial or cremation to follow

¥ I8 9ARIE 4 A187g

| prefer only a Graveside Ceremony

T g a1 GIgIUIPRPT AT RSP JHRIG A dieg

| prefer only a Memorial Ceremony with burial or cremation preceding

3 FARUIEE: (SR I, Uers, St

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

I
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NAME DOB DATE

YT Ui ganeiyd

PART FIVE: SIGNED DECLARATION OF WISHES
JURA g8 ST 9O Jrefien! SIS a9 geaieR THue | g mfeea Wefte] SuT gxder T Gaqg:
& TR D! Tole (@), Siia-arlt, STHTEd], Weler, STeaTerds! ar ATt

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.

O PR TR WA WTER SOTEEATS SRTSS I 7 WwoTd Al R fAE=mar gxarer ¢ g W= eiwon |

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

&R TNTD! fafa

SIGNED DATE

THERGAT a9 Y SIS UHia qoe! I TUHT SXIER el fASIar $- gard a1 SHaRad WHId TRUS! 31 9 gy
T | (P TR TR X ASTEY)

| 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)

el 1 @

WITNESS 1 (PRINT NAME)

TEIER ofy
SIGNATURE DATE

el 2 (79 ATTRI)

WITNESS 2 (PRINT NAME)

BEIER fafa

SIGNATURE DATE

?T%u‘rwmmmmﬁmm WWWW‘W@
faRmtes siftm ﬁ%mﬂﬁmwumﬁaﬁmﬁv aqﬂwmw‘?mmg
&WUWWWE@W s%dl&l?‘ljhldw awamqa/ﬁ%gomw/dadl RICIA WWW
Tfafafe], aesfiep! ATariTe 9o, HH< g aT Jide bic fawrg-l

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.

g I HITSIAH BXIER T AfadaTs RIS 819 a1 fanita weR giauryesn =i 1hus! 3 a1 s afad
e =UH 8 4, ﬁwﬁwmﬁm&mﬁwmﬁgﬂmﬁ zﬁa@rw
vswmnﬁﬁmﬁma&mum sw&ﬂ . U,

qIIATITS 96, YH= apid, gidc dic RS, T @Ry kT oA,
@WWWWWWWWWH@%@WWWQﬁWW/

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.

A1fYy Ifafad sarenedie U Aiefie! =y uf_ &¥ 7 993 |

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

aH
NAME

i /ug B TR

TITLE/POSITION PHONE

ST

ADDRESS

THIER fafa

SIGNATURE DATE
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NAME DOB DATE

o afRreewn IR ift Fdzme! wfafaf & (@ St e a8

The following have a copy of my Advance Directive (please check):

e I R A RGNS

Vermont Advance Directive Registry Date registered:

Health care agent

WY WER Toi<

Alternate health care agent

/UGID (BF):

Doctor/Provider(s):

SAAN(E¥)
Hospital(s):

FEH(EF): HUAT Yo e

Family Member(s): Please list:
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ADDRESS

NAME

ST

ADDRESS
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Registry Use Only
Received:

q_l-d'? mﬁwm Confirmed:
<l gwsiar ¥ uRads T SHfUeR R
e 31 fAdRH®! MaHSMER SIS A X B)

Vermont Advance Directive Registry
Registration Agreement & Authorization to Change Form
(Documents A & B per the Vermont Advance Directive Rule)

ﬁi‘-‘fﬁ??? / Directions

1. U8 3 B gaierei Y ugIRig R doeT SR Wuges I TTHEI | $UaT Y FqHT ABIR Y T fife TR

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

a. UfRdl Ued gdl THg®T A1fT: Gdiddid U U4 aRId THGRI I BT A T THer |

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

b. ufgd = grR MRS 4R IR srude TH®T Tfi: gaidmdid Y U SHIaRIH JTFBRT X HITSN B T e

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

2. TUISS GEIIER T X Freh IRTHTS! S Fdere! v ufafid Je Tery

Attach a signed and witnessed copy of your advance directive.

3. &at mef %ﬁmmwﬁ@ﬁf@mmmﬁﬁqummw:m&ﬁmm%

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. BREEE R TR gHIER TRYGUS, I BRIEGE sHd, Hd a1 T TRR USISIo N

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

AT 3A THON:

E-mail to:

a1 gquT A9 T

Or Mail to:

T THHT TITRT TN

Or Fax to:

VADRSubmissions@uslwr.com

Vermont Advance Directive Registry (VADR)
PO Box 2789

Westfield, NJ 07091-2789

908-654-1919

YU AHSHRIBT AN http://healthvermont.gov/vadr/ T e al 1-888-548-9455 HI el g N

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

&l T Sfaad g U STaRA® SATHTBL / Required Registrant Information
CiGEal

am:  ufgen W D
Name: First Middle Last Suffix
5= fafa:
Date of Birth: __/_ _/____
WIS TAER ST
Primary Mailing Address:
: TeY: o wrs:
Town/City: State. Zip code:
B TIER: PIIECS ( ) _ 3 ) i
Phone Number: Primary  \__ __ _ / ___ __ ___ Other\ __ __ _/___

% qUTE SHAAIE AFHRI UK T 8I5-5? Dﬁrgséf qATQ

Would gou like to be contacted by e-mail?

Email Address:

3P AR ST (@fe & H9):

Secondary Mailing Address (if applicable):

Town;City:

IS: Ru =is:

State.: — Zip code':

wufe: A
Primary: Name:
BIGIK
Relationship to Registrant:
3P T
Secondary; Name:
BIGIK

Relationship to Registrant:

STYd®HTA W / Emergency Contacts

I LR ( ) 3

Phone Number: \__ __ __/ __ ___ ___ __ __ __ ___
B T&R: ( ) 3

Phone Number:
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Registry Use Only
Received:
Confirmed:

. TR T U CANEIGEIGGIEIEA] DIREa mmﬁ?ﬁtﬁﬂﬁ
q% gﬁqﬁlu‘rﬁuwu%?ﬁmﬁmn%?&n mq\;rﬂ%n;ﬁ et el AR S |

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.

PTTCITT A: A=<l Iw=idr

Document A: Registration Agreement

quTE ufeelt Ued S 31 PR <df 71d g8 1A AT A1 9U8 I ey

Complete this section only if this is your first time registering your advance directive.
H, \’r@'q ﬁ%-‘?ﬁ Vermont Advance

irective Registry (HH=e 30 MorM Tdl ™ ‘J-I'J:rlf_c'
e %ﬁ%%n%é@w SR %m%z ?@gﬁ% - "mmi?’m m@%ﬁ@%ﬁ
Uiga TR Y W@‘&Hﬁwu@w & 3
WWW@%&?@? 1 g §|uﬁﬂ@m@§ﬁvgﬁqﬁummm
Gﬂﬁlﬁt{uﬁ:{’%ﬁmﬁﬂ? | HTSH Ugd HW IR BTG G THGRITT Ugd
JH! YINT T T A 1 §5ag | A1 oAt 7 Emﬁf&m o

l, (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 | willimmediately 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.

Sdiepdi®] gXIER: fafa:

Signature of Registrant: Date:

PRSI B: TRad T4 SIfUer

Document B: Authorization to Change

USRS BT G TRYFTHTD! B < IREHT Ufed = gal Hue! P FERmmT srmafiidsss 1 g0 Y- 9 I TNy

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

9 qUTSA U THHTH) SRTSITTHT A1) §1 I19HT $19 fas eI |

Check the box below that applies to your submission.

] TATSIER: AU ! [Aem M AT T=ars Ot STeaHr did g TRISIey| SHftieel BrTSId 3iagT quiseh] W3aHT AR S|

Amend: Check this box to amend your existing advance directive. Prior document history will be retained in your file.
] umm;mmmﬁmmmﬁawmmm@m Sffereett BT SfaeT qurEe!
EIENEI I

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

] gersgery: FAfya sraftrrm qurde s Fdxme! as a1 3Et yiT Srurdt ot fRfSsa et aifft ) STeadr 8t forg amsIe

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

'\ﬂ?'gﬁﬁlﬁ Wgﬁﬁlﬁ

Begin Date: End Date:

] T THRI: JUTs ! fagmM S A Aers Ot STeHum did forg TmedeiRyl @ THHaY vA reiare Rt wumr Aegs)

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

q, G B TRBT IRATTET TS
T WRTAHT Te! AR UKId TRUH! & X 41 URId-8® Tgl B Hil JHToNd TG | 3 yRadTeears i AdzH
ot gRifaA iR fag |

l, (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.

Sdipdi®] gXIER: fafa:

Signature of Registrant: Date:

Rev. June 11, 2021 2




m T‘ﬂﬁ' / Registration Policy

A FERE YAST U3l ST SRS 8l o Afad fqa=1 HTAT a1 39T ot Fofags fom T faqe Wy @ER
SUARTER]T AGARE NEIFES mﬁ?&r@mﬁ%mmuﬁﬁmmﬁwﬁmﬁwﬁm@a
ST ST 3Ry CAUEIGEA fqgdia TR HUSR T+ fews | SMavae Uaien! THam iR W
WER TeTad, W WER Jauryd, Haria weR gy, safy FERe 3 JeueR gaseed df Seed o+
TS B YU THHRIST A TgY 21; 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. 34fm F&e aaf et oy, adfedia il FEem SrTsiae! ufafifie gl Twiiar bR 1R 9 ST 1eReIus:

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

. g PTG UTe TRUfes, I 43 FE =M T TRR gt Teiidren! afddiars ufear T4 S RIe

’ mﬁﬁglﬁmﬁwmmwwﬁﬁwmﬁﬁw
qIE HTE T FIR TTAHSH! ST JT ST BT T T TR HREEI YOG U1 TSI | AU U5 Ui
TG I gdfedial gdl IMERs daR G gdi THTaHhR! el

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.

. Tdidpdieed 3T W FMExFeE Ugd g1 UH sfadgey dIeie sl adf RIEIRIRSERCHLED

’ Edidhdic] Toiwe, mem|ﬁﬁqﬁaﬁwmn§% M{Tﬁ&fﬁu@aﬁwmaaa‘?
TR ATCRIT IUA g, AP WY WER Ue—dhd gdiddic! dfadiTd fgar STHeR! TRt R ARy afada!
313 et @ RS W Ja g3 |

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.

4. el FE HR1 AT THBT A1 forHeaR g6

The registrant is responsible for ensuring that:

a. 31 FERA Y TS HIITEE DT SAR el dReTd BTG TR B |

The advance directive is properly executed in accordance with the laws of the state of Vermont.

b. BIIwT M, Tt I UgTarg & HA 3ifm ! ufafafl Rrdars uers|
The copy of the advance directive sent to the Registry, if a photocopy of the original, is correct and readable.

c. &df wiar I i M gaoT HHTSIAe=HI W SHBR! Jet I TdHdH 3|

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

d. A dam tlﬁﬂ?ﬁ%???ﬂtﬂ AT RIS S FeRm®! SrEmafie TRus! ufafafuesT ary aikadH T
3ifRIbR BRI Q1 7RI U= TR 33 e a1 el STbRIaR Yhar Tie! RId RIS |

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.

5. URMAYE gafet QY sradf uRad- 3 gal SHeRY a1 S| A SIS YUsT SEaitiess e &

Initial registration as well as subsequent changes and updates to the registration information or the advance directive documents are free of charge.

. oIl adfepafen! adf forRarm aﬂmﬁr f3 SIRER
6 il @W%gﬁ@w HUPT &aﬁ%ﬂmﬂwﬁ aﬁ{:ﬂu poiirs|
B T B 3d IWI UGRIHEalTs Ugaind g 3|

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.

7. IR AT gt FeRAdTRT e URad T 9aD |

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

Rev.June 11, 2021 3
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