
Appointment of a Health Care Agent
Vermont Advance Directive for Health Care Decisions

YOUR NAME

AGENT NAME

ALTERNATE 
AGENT NAME

NAME

NAME

ADDRESS

ADDRESS

ADDRESS

ADDRESS

ADDRESS

HOME PHONE

HOME PHONE

CELL PHONE

CELL PHONE

WORK PHONE

WORK PHONE

PHONE

PHONE

EMAIL

EMAIL

CITY STATE ZIP

DATE OF BIRTH DATE

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.

I appoint this person to be my health care AGENT:  

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

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

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

Those who should NOT be consulted include:

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

Vermont Ethics Network  •  61 Elm Street, Montpelier 05602  •  (802) 828-2909  •  www.vtethicsnetwork.org



SIGNATURE

SIGNATURE

General Comments About My Health Care Goals:

SIGNED DECLARATION OF WISHES

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.

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

I 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)

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.

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

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

The following have a copy of my Advance Directive (please check):
Vermont Advance Directive Registry  DATE REGISTERED:

Health care agent      Alternate health care agent 
Doctor/Provider(s):
Hospital(s):
Family Member(s):

SIGNED DATE

DATE

FIRST WITNESS
(PRINT NAME)

SECOND WITNESS
(PRINT NAME)

SIGNATURE

DATE

DATE

NAME

TITLE/POSITION

ADDRESS

PHONE

NAME 	  DOB 	 DATE 		



�.VERMONT 
Registry Use Only 

Received: _ __ 
DEPARTMENT OF HEALTH Vermont Advance Directive Registry Confirmed: _ __ 

Administrative Form: VADR Registration Agreement & Authorization to Change 
(Documents A & B per Vermont Advance Directive Rule) 

Directions 

1. Read the Registration Policy on page 3 and complete the Required Registrant Information on page 1.

a. First-time Registrants: Complete Document A: Registration Agreement on page 2.

b. Current Registrants: If you are already registered and submitting an update, complete Document B:

Authorization to Change on page 2.

2. Attach a signed and witnessed copy of your Advance Directive. Witnesses to your Advance Directive

cannot be your health care agent or immediate family (spouse, parents, children, siblings or

grandchildren).

3. Submissions via mail, email, or fax must include pages 1 and 2 of this Administrative Form and all pages
of your completed Advance Directive.

4. Once complete, forms can be submitted via mail, email, or fax:
Mail: Vermont Ethics Network Fax: 1-802-828-2646 

61 Elm Street, Suite 1 Email*: VADRSupport@vtethicsnetwork.org 

Montpelier, VT 05602 *Email submissions must be in PDF format.

Vermont registrants can now also submit new registrations or updates via on-line user upload. User upload 
does not require this administrative form. For more information and links to upload your document from your 
home computer, visit www.vtethicsnetwork.org/vadr. For support with your submission, call 1-802-828-

2909 or email VADRSupport@vtethicsnetwork.org 

Required Registrant Information 

Name: First: ________ Middle: ______ Last: ____________ Suffix: __ _ 

Date of Birth: I 
__ 

I 
____ (month/day/year) 

Mailing Address: _________________________ Apt/Unit: ___ _ 

Town/City: ________________ State: _ _ _ _ __ Zip Code: _ _ _ _ __ 

Phone Number: Primary ( __ ) ______ _ Other( __ 

Email Address: _____________________________ _ 
*Registrants must provide an email address to receive annual account reminders.

Emergency Contacts 

Please list cell number first if available 

Primary: Name: __________________ Relationship to Registrant: _____ _

Phone Number:( __ ) Alternate Phone Number:( __ ) ______ _ 

Secondary (optional): Name: _____________ Relationship to Registrant: _ _ _ _ _  _ 

Phone Number: ( __ ) _______ _ 

Note: Emergency contacts do not need to be the same as your appointed health care agents. Changing your 

emergency contacts will not change your health care agent. 

VADR Administrative Form (July 2024) 
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