THE MCCOLLUM FIRM
7309 Baltimore Avenue, Suite 117, College Park, MD 20740
(301)864-6070 jmccollum@jmlaw.net (301)864-4351 (fax)

MARYLAND ADVANCE MEDICAL DIRECTIVE
SIMPLE ADVANCE MEDICAL DIRECTIVE WORKSHEET

Today’s Date: ____________

Your name: __________________________________________________________
Last			First			Middle Initial

Date of Birth:   _______/________/________


PART I: Selection of Health Care Agent

Please select the following individual as your Health Care Agent:

FIRST CHOICE

Name: __________________________________________________	
Address: ____________________________________________________________________	
Telephone numbers: _________________________________________________________
	

In the case that your primary agent is unavailable or otherwise unwilling to act, please select the following individual(s) as your Health Care Agent(s): 

      SECOND CHOICE					THIRD CHOICE
	(Optional)						      (Optional)

Name: _______________________________	Name: _____________________________
Address: _____________________________	Address: ____________________________
_____________________________________	___________________________________
Telephone numbers: ____________________	Telephone numbers: ___________________
_____________________________________	____________________________________


(Optional) Are there any conditions or limitations you would like to specify in your Advance Medical Directive?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Optional) My Agent should consult the following people before making important health decisions on my behalf:

Name(s):						Telephone Number(s):
_______________________________		________________________________
_______________________________		________________________________
_______________________________		________________________________
_______________________________		________________________________

(Optional) (for women of child-bearing years only) In case of pregnancy, are there any conditions you would like your Agent to follow?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PART II: Treatment Preferences

(Optional) Would you like to make a statement of your goals and values?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In each case below, please indicate (check, star, etc.) one preference. If you do not want to state a preference, you may cross out the whole section.

Preference in Case of Terminal Condition:

If my doctors certify that my death from a terminal condition is imminent, even in life-sustaining procedures are used:
· Keep me comfortable and allow natural death to occur. I do not want any medical interventions used to try to extend my life. I do not want to receive nutrition and fluids by tube or other medical means.
· Keep me comfortable and allow natural death to occur. I do not want interventions to try to extend my life. If I am unable to take enough nourishment by mouth, however, I want to receive nutrition and fluids by tube or other medical means. 
· Try to extend my life for as long as possible, using all available interventions that in reasonable medical judgement would prevent or delay my death. If I am unable to take enough nourishment by mouth, I want to receive nutrition and fluids by tube or other medical means. 



Preference in Case of Vegetative State:

If my doctors certify that I am in a persistent vegetative state, that is, if I am not conscious and am not aware of myself or my environment or able to interact with others, and there is no reasonable expectation that I will ever regain consciousness:
· Keep me comfortable and allow natural death to occur. I do not want any medical interventions used to try to extend my life. I do not want to receive nutrition and fluids by tube or other medical means.
· Keep me comfortable and allow natural death to occur. I do not want interventions to try to extend my life. If I am unable to take enough nourishment by mouth, however, I want to receive nutrition and fluids by tube or other medical means. 
· Try to extend my life for as long as possible, using all available interventions that in reasonable medical judgement would prevent or delay my death. If I am unable to take enough nourishment by mouth, I want to receive nutrition and fluids by tube or other medical means. 

Preference in Case of End-Stage Condition:

If my doctors certify that I am in an end-stage condition, that is, an incurable condition that will continue in its course until death and that has already resulted in loss of capacity and complete physical dependency:
· Keep me comfortable and allow natural death to occur. I do not want any medical interventions used to try to extend my life. I do not want to receive nutrition and fluids by tube or other medical means.
· Keep me comfortable and allow natural death to occur. I do not want interventions to try to extend my life. If I am unable to take enough nourishment by mouth, however, I want to receive nutrition and fluids by tube or other medical means. 
· Try to extend my life for as long as possible, using all available interventions that in reasonable medical judgement would prevent or delay my death. If I am unable to take enough nourishment by mouth, I want to receive nutrition and fluids by tube or other medical means. 

(Optional) (for women of child-bearing years only) In case of pregnancy, are there any modifications to your decisions above? 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Effect of Stated Preferences
Please indicate (check, star, etc.) one of the following preferences.

· I realize I cannot foresee everything that might happen after I can no longer decide for myself. My stated preferences are meant to guide whoever is making decisions on my behalf and my health care providers, but I authorize them to be flexible in applying these statements if they feel that doing so would be in my best interest. 
· I realize I cannot foresee everything that might happen after I can no longer decide for myself. Still, I want whoever is making decisions on my behalf and my health care providers to follow my stated preferences exactly as written, even if they think that some alternative is better. 




AFTER MY DEATH:
This document is entirely optional.


PART I: Organ Donation

Do you wish to donate any organs, tissues, or eyes? 

				YES				NO
		
If yes, please indicate (check, star, etc.) only the ones you want. If you do not want any of the below, you may cross it out. 

Upon my death, I wish to donate:
· Any needed organs, tissues, or eyes.
· Only the following:


[bookmark: _GoBack]

For the purposes of:
· Transplantation
· Therapy
· Research
· Medical education
· Any purposes authorized by law

PART II: Donation of Body

After any organ donation indicated in Part I, do you want your body to be donated to a medical study program? 
				YES				NO


PART III: Funeral Arrangements

I would like the following person to make decisions about the disposition of my body and funeral arrangements:
· The health care agent who I named in my Advance Medical Directive.
· This person:

Name: __________________________________________________	
Address: __________________________________________________________________
Telephone numbers: _________________________________________________________
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