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Using these materials
BEFORE YOU BEGIN
1. Check to be sure that you have the materials for each state in which you may receive
healthcare.
2. These materials include:
• Instructions for preparing your advance directive.
• Your state-specific advance directive forms, which are the pages with the gray
instruction bar on the left side.
PREPARING TO COMPLETE YOUR ADVANCE DIRECTIVE
3. Read the HIPAA Privacy Rule Summary on page 4.
4. Read all the instructions, on pages 7 through 10, as they will give you specific
information about the requirements in your state.
5. Refer to the Glossary located in Appendix A if any of the terms are unclear.
ACTION STEPS
6. You may want to photocopy these forms before you start so you will have a clean copy
if you need to start over.
7. When you begin to fill out the forms, refer to the gray instruction bars - they will guide
you through the process.
8. Talk with your family, friends, and physicians about your advance directive. Be sure the
person you appoint to make decisions on your behalf understands your wishes.
9. Once the form is completed and signed, photocopy the form and give it to the person
you have appointed to make decisions on your behalf, your family, friends, healthcare
providers and/or faith leaders so that the form is available in the event of an
emergency.
If you have questions or need guidance in preparing your advance directive or about what
you should do with it after you have completed it, please refer to the state-specific
contacts for Legal & End-of-Life Care Resources Pertaining to Healthcare Advance
Directives, located in Appendix B.
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Summary of the HIPAA Privacy Rule
HIPAA is a federal law that gives you rights over your health information and sets rules
and limits on who can look at and receive your health information.
Your Rights
You have the right to:
• Ask to see and get a copy of your health records.
• Have corrections added to your health information.
• Receive a notice that tells you how your health information may be used and shared.
• Decide if you want to give your permission before your health information can be used
or shared for certain purposes, such as marketing.
• Get a report on when and why your health information was shared for certain
purposes.
• If you believe your rights are being denied or your health information isn't being
protected, you can:
• File a complaint with your provider or health insurer, or
• File a complaint with the U.S. Government.
You also have the right to ask your provider or health insurer questions about your rights.
You also can learn more about your rights, including how to file a complaint from the Web
site at www.hhs.gov/ocr/hipaa/ or by calling 1-866-627-7748.
Who Must Follow this Law?
•
•
•

Doctors, nurses, pharmacies, hospitals, clinics, nursing homes, and many other
healthcare providers.
Health insurance companies, HMOs, most employer group health plans.
Certain government programs that pay for healthcare, such as Medicare and Medicaid.

What Information is Protected?
•
•
•
•
•

Information your doctors, nurses, and other healthcare providers put in your medical
record.
Conversations your doctor has had about your care or treatment with nurses and other
healthcare professionals.
Information about you in your health insurer's computer system.
Billing information about you from your clinic/healthcare provider.
Most other health information about you, held by those who must follow this law.
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Summary of the HIPAA Privacy Rule (continued)
Providers and health insurers who are required to follow this law must keep your
information private by:
•
•

Teaching the people who work for them how your information may and may not be
used and shared,
Taking appropriate and reasonable steps to keep your health information secure.

To make sure that your information is protected in a way that does not interfere with your
healthcare, your information can be used and shared:
•
•
•
•
•

For your treatment and care coordination,
To pay doctors and hospitals for your healthcare,
With your family, relatives, friends or others you identify who are involved with your
healthcare or your healthcare bills, unless you object,
To protect the public's health, such as reporting when the flu is in your area, or
To make required reports to the police, such as reporting gunshot wounds.

Your health information cannot be used or shared without your written permission unless
this law allows it. For example, without your authorization, your provider generally
cannot:
•
•
•

Give your information to your employer.
Use or share your information for marketing or advertising purposes, or
Share private notes about your mental health counseling sessions.
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INTRODUCTION TO YOUR ILLINOIS ADVANCE DIRECTIVE
This packet contains two legal documents that protect your right to refuse medical
treatment you do not want, or to request treatment you do want, in the event you lose
the ability to make decisions yourself:
1. The Illinois Power of Attorney for Healthcare lets you name someone to make
decisions about your medical care—including decisions about life support—if you can no
longer speak for yourself. The Power of Attorney for Healthcare is especially useful
because it appoints someone to speak for you any time you are unable to make your own
medical decisions, not only at the end of life.
2. The Illinois Declaration is your state’s living will. It lets you state your wishes about
medical care in the event that you develop a terminal condition and can no longer make
your own medical decisions. The Declaration becomes effective if death would occur
without the use of death-delaying procedures. (Your doctor must personally examine you
and certify in writing that you are terminally ill.)

Note: These documents will be legally binding only if the person completing them is a
competent adult (at least 18 years old).

6

COMPLETING YOUR ILLINOIS POWER OF ATTORNEY FOR HEALTHCARE
Whom should I appoint as my agent?
Your agent is the person you appoint to make decisions about your medical care if you
become unable to make those decisions yourself. Your agent can be a family member or a
close friend whom you trust to make serious decisions. The person you name as your
agent should clearly understand your wishes and be willing to accept the responsibility of
making medical decisions for you. (An agent may also be called an “attorney-in-fact” or
“proxy.”) Neither your doctor nor any other healthcare provider involved in your medical
care can serve as your agent.
You can appoint a second and third person as your alternate agents. The alternate will
step in if the first person you name as agent is unable, unwilling or unavailable to act for
you.
How do I make my Illinois Power of Attorney for Healthcare legal?
The law requires that you sign your document in the presence of one adult witness. There
are no specific legal requirements concerning who may act as your witness.

Note: You do not need to notarize your Power of Attorney for Healthcare.
Should I add personal instructions to my Illinois Power of Attorney for
Healthcare?
One of the strongest reasons for naming an agent is to have someone who can respond
flexibly as your medical situation changes and deal with situations that you did not
foresee. If you add instructions to this document, you might unintentionally restrict your
agent’s power to act in your best interest.
Talk with your agent about your future medical care and describe what you consider to be
an acceptable “quality of life.” If you want to record your wishes about specific treatments
or conditions, you should use your Illinois Declaration (the living will).
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COMPLETING YOUR ILLINOIS POWER OF ATTORNEY FOR HEALTHCARE
(CONTINUED)
What if I change my mind?
You may revoke your Illinois Power of Attorney for Healthcare at any time, regardless of
your mental or physical condition, by:
• obliterating, burning, tearing or otherwise destroying or defacing your document,
• signing and dating a written revocation, or directing another to do so for you, or
• orally or otherwise expressing your intent to revoke the document in the presence of a
witness 18 years of age or older, who must sign and date a written confirmation that
you orally or otherwise expressed your intent to revoke.
You also may amend your document at any time by a written amendment signed and
dated by you or another person acting at your direction.
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COMPLETING YOUR ILLINOIS DECLARATION
How do I make my Illinois Declaration legal?
State law requires that you sign your Declaration, or direct another person to sign, in the
presence of two witnesses, 18 years of age or older, who must also sign to show that they
personally know you and believe you to be of sound mind, that they witnessed your
signature and did not sign on your behalf, that they signed the document in your
presence, and that they are neither entitled to any part of your estate nor financially
responsible for your medical care.

Note: You do not need to notarize your Illinois Declaration.
Can I add personal instructions to my Declaration?
Yes. You can add personal instructions in the part of the document called “Other
directions.” This is very important because the Illinois Declaration limits your right to
refuse medical treatment in two major ways: the Declaration does not apply if you have
an irreversible condition that would not be considered “terminal,” and it does not allow
you to refuse artificial nutrition and hydration (tube feeding) under any condition if death
would result solely from dehydration or starvation rather than from the underlying
condition.
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COMPLETING YOUR ILLINOIS DECLARATION (CONTINUED)
If you have appointed an agent, it is a good idea to write a statement such as, “Any
questions about how to interpret or when to apply my Declaration are to be decided by my
agent.”
What if I change my mind?
You may revoke your Declaration at any time, regardless of your mental or physical
condition, by:
•
•
•

obliterating, burning, tearing or otherwise destroying or defacing your document,
signing and dating a written revocation, or directing another to do so for you, or
orally or otherwise expressing your intent to revoke the document in the presence of a
witness 18 years of age or older, who must sign and date a written confirmation that
you orally or otherwise expressed your intent to revoke.

Your revocation becomes effective once you or a witness notify your doctor, who must
then make it part of your medical record.
What other important facts should I know?
Due to restrictions in the state law, a pregnant patient’s Illinois Declaration will not be
honored if it is possible that the fetus could develop to the point of live birth with the
continued application of death-delaying procedures.
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ILLINOIS STATUTORY SHORT FORM
POWER OF ATTORNEY FOR HEALTHCARE – PAGE 1 OF 6
NOTICE: THE PURPOSE OF THIS POWER OF ATTORNEY IS TO GIVE THE PERSON YOU
DESIGNATE (YOUR “AGENT”) BROAD POWERS TO MAKE HEALTHCARE DECISIONS FOR
YOU, INCLUDING POWER TO REQUIRE, CONSENT TO OR WITHDRAW ANY TYPE OF
PERSONAL CARE OR MEDICAL TREATMENT FOR ANY PHYSICAL OR MENTAL CONDITION
AND TO ADMIT YOU TO OR DISCHARGE YOU FROM ANY HOSPITAL, HOME OR OTHER
INSTITUTION. THIS FORM DOES NOT IMPOSE A DUTY ON YOUR AGENT TO EXERCISE
GRANTED POWERS; BUT WHEN POWERS ARE EXERCISED,
YOUR AGENT WILL HAVE TO USE DUE CARE TO ACT FOR YOUR BENEFIT AND IN
ACCORDANCE WITH THIS FORM AND KEEP A RECORD OF RECEIPTS, DISBURSEMENTS
AND SIGNIFICANT ACTIONS TAKEN AS AGENT. A COURT CAN TAKE AWAY THE POWERS
OF YOUR AGENT IF IT FINDS THE AGENT IS NOT ACTING PROPERLY. YOU MAY NAME
SUCCESSOR AGENTS UNDER THIS FORM BUT NOT CO-AGENTS, AND NO HEALTHCARE
PROVIDER MAY BE NAMED. UNLESS YOU EXPRESSLY LIMIT THE DURATION OF THIS
POWER IN THE MANNER PROVIDED BELOW, UNTIL YOU REVOKE THIS POWER OR A
COURT ACTING ON YOUR BEHALF TERMINATES IT, YOUR AGENT MAY EXERCISE THE
POWERS GIVEN HERE THROUGHOUT YOUR LIFETIME, EVEN AFTER YOU BECOME
DISABLED. THE POWERS YOU GIVE YOUR AGENT, YOUR RIGHT TO REVOKE THOSE
POWERS AND THE PENALTIES FOR VIOLATING THE LAW ARE EXPLAINED MORE FULLY
IN SECTIONS 4-5, 4-6, 4-9 AND 4-10(b) OF THE ILLINOIS “POWERS OF ATTORNEY FOR
HEALTHCARE LAW” OF WHICH THIS FORM IS A PART. THAT LAW EXPRESSLY PERMITS
THE USE OF ANY DIFFERENT FORM OF POWER OF ATTORNEY YOU MAY DESIRE.
IF THERE IS ANYTHING ABOUT THIS FORM THAT YOU DO NOT UNDERSTAND, YOU
SHOULD ASK A LAWYER TO EXPLAIN IT TO YOU.
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INSTRUCTIONS

ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR
HEALTH CARE — PAGE 2 OF 6
ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR HEALTH CARE

PRINT THE DATE
PRINT YOUR NAME
AND ADDRESS

PRINT THE NAME
AND ADDRESS OF
YOUR AGENT

POWER OF ATTORNEY made this _______ day of ___________________.
(day)
(month, year)
I, __________________________________________________________
(name)
____________________________________________________________
(address)
____________________________________________________________
hereby appoint: ______________________________________________
(name of agent)
____________________________________________________________
(address)
____________________________________________________________
as my attorney-in-fact (my “agent”) to act for me and in my name (in any
way I could act in person) to make any and all decisions for me
concerning my personal care, medical treatment, hospitalization and
health care and to require, withhold or withdraw any type of medical
treatment or procedure, even though my death may ensue. My agent shall
have the same access to my medical records that I have, including the
right to disclose the contents to others. My agent shall also have full
power to authorize an autopsy and direct the disposition of my remains.

ANATOMICAL GIFT
(OPTIONAL)
INITIAL STATEMENT
THAT REFLECTS
YOUR WISHES

Effective upon my death, my agent has the full power to make an
anatomical gift of the following:
_____Any organ, tissues, or eyes suitable for transplantation or used for
research or education.
_____Specific organs and/or tissues:
____________________________________________________________
_____ I do not wish to make an anatomical gift of any organs or tissues,
and I do not authorize anyone else to make such a donation on my
behalf.

© 2005 National
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THE ABOVE GRANT OF POWER IS INTENDED TO BE AS BROAD AS
POSSIBLE SO THAT YOUR AGENT WILL HAVE AUTHORITY TO MAKE ANY
DECISION YOU COULD MAKE TO OBTAIN OR TERMINATE ANY TYPE OF
HEALTH CARE, INCLUDING WITHDRAWAL OF FOOD AND WATER AND
OTHER LIFE-SUSTAINING MEASURES, IF YOUR AGENT BELIEVES SUCH
ACTION WOULD BE CONSISTENT WITH YOUR INTENT AND DESIRES. IF
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ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR
HEALTH CARE — PAGE 3 OF 6
YOU WISH TO LIMIT THE SCOPE OF YOUR AGENT’S POWERS OR
PRESCRIBE SPECIAL RULES OR LIMIT THE POWER TO MAKE AN
ANATOMICAL GIFT, AUTHORIZE AUTOPSY OR DISPOSE OF REMAINS,
YOU MAY DO SO IN THE FOLLOWING PARAGRAPHS.

ADD LIMITATIONS
TO YOUR AGENT’S
POWER (IF ANY)

THIS PARAGRAPH
APPLIES TO THE
STATEMENTS ON
THE FOLLOWING
PAGE

© 2005 National
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2007 Revised.

2. The powers granted above shall not include the following powers or
shall be subject to the following rules or limitations (here you may include
any specific limitations you deem appropriate, such as: your own
definition of when life-sustaining measures should be withheld; a direction
to continue food and fluids or life-sustaining treatment in all events; or
instructions to refuse any specific types of treatment that are inconsistent
with your religious beliefs or unacceptable to you for any other reason,
such as blood transfusion, electro-convulsive therapy, amputation,
psychosurgery, voluntary admission to a mental institution, etc.):

THE SUBJECT OF LIFE-SUSTAINING TREATMENT IS OF PARTICULAR
IMPORTANCE. FOR YOUR CONVENIENCE IN DEALING WITH THAT
SUBJECT, SOME GENERAL STATEMENTS CONCERNING THE
WITHHOLDING OR REMOVAL OF LIFE-SUSTAINING TREATMENT ARE SET
FORTH BELOW. IF YOU AGREE WITH ONE OF THESE STATEMENTS, YOU
MAY INITIAL THAT STATEMENT; BUT DO NOT INITIAL MORE THAN ONE.
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ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR
HEALTH CARE — PAGE 4 OF 6

INITIAL THE
STATEMENT THAT
BEST REFLECTS
YOUR WISHES
(DO NOT INITIAL
MORE THAN ONE)

I do not want my life to be prolonged nor do I want life-sustaining
treatment to be provided or continued if my agent believes the burdens of
the treatment outweigh the expected benefits. I want my agent to
consider the relief of suffering, the expense involved and the quality as
well as the possible extension of my life in making decisions concerning
life-sustaining treatment.
Initialed ____________
I want my life to be prolonged and I want life-sustaining treatment to be
provided or continued unless I am in a coma which my attending
physician believes to be irreversible, in accordance with reasonable
medical standards at the time of reference. If and when I have suffered
irreversible coma, I want life-sustaining treatment to be withheld or
discontinued.
Initialed ____________
I want my life to be prolonged to the greatest extent possible without
regard to my condition, the chances I have for recovery or the cost of the
procedures.
Initialed ____________

PRINT EFFECTIVE
DATE
(OPTIONAL)

THIS POWER OF ATTORNEY MAY BE AMENDED OR REVOKED BY YOU IN
THE MANNER PROVIDED IN SECTION 4-6 OF THE ILLINOIS “POWERS OF
ATTORNEY FOR HEALTH CARE LAW.” ABSENT AMENDMENT OR
REVOCATION, THE AUTHORITY GRANTED IN THIS POWER OF
ATTORNEY WILL BECOME EFFECTIVE AT THE TIME THIS POWER IS
SIGNED AND WILL CONTINUE UNTIL YOUR DEATH, AND BEYOND IF
ANATOMICAL GIFT, AUTOPSY OR DISPOSITION OF REMAINS IS
AUTHORIZED, UNLESS A LIMITATION ON THE BEGINNING DATE OR
DURATION IS MADE BY INITIALING AND COMPLETING EITHER OR BOTH
OF THE FOLLOWING:
3. (
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) This power of attorney shall become effective on ___________

____________________________________________________________
(insert a future date or event during your lifetime, such court
determination of your disability, when you want this power to first take
effect).
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ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR
HEALTH CARE — PAGE 5 OF 6
PRINT EXPIRATION
DATE
(OPTIONAL)
ALTERNATE
AGENTS

FIRST
ALTERNATE

4. (
) This power of attorney shall terminate on _______________.
(insert a future date or event, such as court determination of your
disability, when you want this power to terminate prior to your death)
IF YOU WISH TO NAME SUCCESSOR AGENTS, INSERT THE NAMES AND
ADDRESSES OF SUCH SUCCESSORES IN THE FOLLOWING PARAGRAPH.
5. If any agent named by me shall die, become incompetent, resign,
refuse to accept the office of agent or be unavailable, I name the
following (each to act alone and successively, in the order named) as
successors to such agent:
1. Name_____________________________________________________
Address _____________________________________________________
Phone ______________________________________________________
2. Name ____________________________________________________

SECOND
ALTERNATE

Address _____________________________________________________
Phone ______________________________________________________
For purposes of this paragraph 5, a person shall be considered to be
incompetent if and while the person is a minor or an adjudicated
incompetent or disabled person or the person is unable to give prompt
and intelligent consideration to health care matters, as certified by a
licensed physician.

PRINT NAME AND
ADDRESS OF
GUARDIAN
(YOUR AGENT)
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IF YOU WISH TO NAME YOUR AGENT AS GUARDIAN OF YOUR PERSON,
IN THE EVENT A COURT DECIDES THAT ONE SHOULD BE APPOINTED,
YOU MAY, BUT ARE NOT REQUIRED TO, DO SO BY RETAINING THE
FOLLOWING PARAGRAPH. THE COURT WILL APPOINT YOUR AGENT IF
THE COURT FINDS THAT SUCH APPOINTMENT WILL SERVE YOUR BEST
INTERESTS AND WELFARE. STRIKE OUT PARAGRAPH 6 IF YOU DO NOT
WANT YOUR AGENT TO ACT AS GUARDIAN.
6. If a guardian of my person is to be appointed, I nominate the agent
acting under this power of attorney as such guardian, to serve without
bond or security.
____________________________________________________________
(name of nominated guardian)
____________________________________________________________
(address)
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ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR
HEALTH CARE — PAGE 6 OF 6

SIGN YOUR
DOCUMENT HERE

YOUR WITNESS
SIGNS HERE

7. I am fully informed as to all the contents of this form and understand
the full importance of this grant of powers to my agent.
Signed ______________________________________________________
(principal)
The principal has had an opportunity to read the above form and has
signed the form or acknowledged his or her signature or mark on the form
in my presence.
Witness _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Residing at __________________________________________________
______________________________________
YOU MAY, BUT ARE NOT REQUIRED TO, REQUEST YOUR AGENT AND
SUCCESSOR AGENTS TO PROVIDE SPECIMEN SIGNATURES BELOW. IF
YOU INCLUDE SPECIMEN SIGNATURES IN THIS POWER OF ATTORNEY,
YOU MUST COMPLETE THE CERTIFICATION OPPOSITE THE SIGNATURES
OF THE AGENTS.
Specimen signatures of agent
(and successors).

SPECIMEN
SIGNATURES OF
YOUR AGENTS AND
ALTERNATES
YOU MUST SIGN TO
CERTIFY THEIR
SIGNATURES
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I certify that the signatures of my
agent (and successors) are correct.

________________________________ ___________________________
(agent)
(principal)
________________________________ ___________________________
(successor agent)
(principal)
________________________________ ___________________________
(successor agent)
(principal)

Courtesy of Caring Connections
1700 Diagonal Road, Suite 625, Alexandria, VA 22314
www.caringinfo.org, 800/658-8898
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ILLINOIS DECLARATION – PAGE 1 OF 2
PRINT THE DATE

PRINT YOUR NAME

ADD PERSONAL
INSTRUCTIONS
(IF ANY)

This declaration is made this _________ day of ___________________.
(day)
(month, year)
I, ________________________________________________________,
(name)
being of sound mind, willfully and voluntarily make known my desires
that my moment of death shall not be artificially postponed. If at any
time I should have an incurable and irreversible injury, disease, or illness
judged to be a terminal condition by my attending physician who has
personally examined me and has determined that my death is imminent
except for death delaying procedures, I direct that such procedures
which would only prolong the dying process be withheld or withdrawn,
and that I be permitted to die naturally with only the administration of
medication, sustenance, or the performance of any medical procedure
deemed necessary by my attending physician to provide me with
comfort care.
Other directions:
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ILLINOIS DECLARATION — PAGE 2 OF 2
In the absence of my ability to give directions regarding the use of such
death delaying procedures, it is my intention that this declaration shall be
honored by my family and physician as the final expression of my legal
right to refuse medical or surgical treatment and accept the consequences
from such refusal.
SIGN THE
DOCUMENT AND
PRINT YOUR PLACE
OF RESIDENCE

Signed______________________________________________________
City, County and State of Residence ______________________________
______________________________________

WITNESSING
PROCEDURE

WITNESSES
SIGN HERE

The declarant is personally known to me and I believe him or her to be of
sound mind. I saw the declarant sign the declaration in my presence (or
the declarant acknowledged in my presence that he or she had signed the
declaration) and I signed the declaration as a witness in the presence of
the declarant. I did not sign the declarant’s signature above for or at the
direction of the declarant. At the date of this instrument, I am not entitled
to any portion of the estate of the declarant according to the laws of
interstate succession or, to the best of my knowledge and belief, under
any will of declarant or other instrument taking effect at declarant’s death,
or directly financially responsible for declarant’s medical care.
Witness _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Witness _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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YOU HAVE FILLED OUT YOUR ADVANCE DIRECTIVE, NOW WHAT?
1. Your Illinois Power of Attorney for Healthcare and Illinois Declaration are important
legal documents. Keep the original signed documents in a secure but accessible
place. Do not put the original documents in a safe deposit box or any other security
box that would keep others from having access to them.
2. Give photocopies of the signed originals to your agent and alternate agents,
doctor(s), family, close friends, clergy and anyone else who might become involved
in your healthcare. If you enter a nursing home or hospital, have photocopies of your
documents placed in your medical records.
3. Be sure to talk to your agent and alternates, doctor(s), clergy, and family and friends
about your wishes concerning medical treatment. Discuss your wishes with them
often, particularly if your medical condition changes.
4. If you want to make changes to your documents after they have been signed and
witnessed, you must complete new documents.
5. Remember, you can always revoke one or both of your Illinois documents.
6. Be aware that your Illinois documents will not be effective in the event of a medical
emergency. Ambulance personnel are required to provide cardiopulmonary
resuscitation (CPR) unless they are given a separate order that states otherwise.
These orders, commonly called “non-hospital do-not-resuscitate orders,” are
designed for people whose poor health gives them little chance of benefiting from
CPR. These orders must be signed by your physician and instruct ambulance
personnel not to attempt CPR if your heart or breathing should stop.
Currently not all states have laws authorizing non-hospital do-not-resuscitate orders.
We suggest you speak to your physician for more information. Caring Connections
does not distribute these forms.
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Appendix A
Glossary

Advance directive - A general term that describes two kinds of legal documents,

living wills and medical powers of attorney. These documents allow a person to give
instructions about future medical care should he or she be unable to participate in
medical decisions due to serious illness or incapacity. Each state regulates the use of
advance directives differently.

Artificial nutrition and hydration – Artificial nutrition and hydration supplements or

replaces ordinary eating and drinking by giving a chemically balanced mix of nutrients
and fluids through a tube placed directly into the stomach, the upper intestine or a vein.

Brain death – The irreversible loss of all brain function. Most states legally define
death to include brain death.

Capacity - In relation to end-of-life decision-making, a patient has medical decision

making capacity if he or she has the ability to understand the medical problem and the
risks and benefits of the available treatment options. The patient’s ability to understand
other unrelated concepts is not relevant. The term is frequently used interchangeably
with competency but is not the same. Competency is a legal status imposed by the
court.

Cardiopulmonary resuscitation - Cardiopulmonary resuscitation (CPR) is a group of
treatments used when someone’s heart and/or breathing stops. CPR is used in an
attempt to restart the heart and breathing. It may consist only of mouth-to-mouth
breathing or it can include pressing on the chest to mimic the heart’s function and
cause blood to circulate. Electric shock and drugs also are used frequently to stimulate
the heart.

Do-Not-Resuscitate (DNR) order - A DNR order is a physician’s written order
instructing healthcare providers not to attempt cardiopulmonary resuscitation (CPR) in
case of cardiac or respiratory arrest. A person with a valid DNR order will not be given
CPR under these circumstances. Although the DNR order is written at the request of a
person or his or her family, it must be signed by a physician to be valid. A non-hospital
DNR order is written for individuals who are at home and do not want to receive CPR.
Emergency Medical Services (EMS): A group of governmental and private agencies
that provide emergency care, usually to persons outside of healthcare facilities; EMS
personnel generally include paramedics, first responders and other ambulance crew.

Healthcare agent: The person named in an advance directive or as permitted under
state law to make healthcare decisions on behalf of a person who is no longer able to
make medical decisions.
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Hospice - Considered to be the model for quality, compassionate care for people facing
a life-limiting illness or injury, hospice and palliative care involve a team-oriented
approach to expert medical care, pain management, and emotional and spiritual
support expressly tailored to the person’s needs and wishes. Support is provided to the
persons loved ones as well.

Intubation- Refers to "endotracheal intubation" the insertion of a tube through the

mouth or nose into the trachea (windpipe) to create and maintain an open airway to
assist breathing.

Life-sustaining treatment - Treatments (medical procedures) that replace or support
an essential bodily function (may also be called life support treatments). Life-sustaining
treatments include cardiopulmonary resuscitation, mechanical ventilation, artificial
nutrition and hydration, dialysis, and other treatments.
Living will - A type of advance directive in which an individual documents his or her
wishes about medical treatment should he or she be at the end of life and unable to
communicate. It may also be called a “directive to physicians”, “healthcare declaration,”
or “medical directive.”
Mechanical ventilation - Mechanical ventilation is used to support or replace the

function of the lungs. A machine called a ventilator (or respirator) forces air into the
lungs. The ventilator is attached to a tube inserted in the nose or mouth and down into
the windpipe (or trachea).

Medical power of attorney - A document that allows an individual to appoint

someone else to make decisions about his or her medical care if he or she is unable to
communicate. This type of advance directive may also be called a healthcare proxy,
durable power of attorney for healthcare or appointment of a healthcare agent. The
person appointed may be called a healthcare agent, surrogate, attorney-in-fact or
proxy.

Palliative care - A comprehensive approach to treating serious illness that focuses on
the physical, psychological, spiritual, and existential needs of the patient. Its goal is to
achieve the best quality of life available to the patient by relieving suffering, and
controlling pain and symptoms.

Power of attorney – A legal document allowing one person to act in a legal matter on
another’s behalf regarding to financial or real estate transactions.

Respiratory arrest: The cessation of breathing - an event in which an individual stops
breathing. If breathing is not restored, an individual's heart eventually will stop beating,
resulting in cardiac arrest.
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Surrogate decision-making - Surrogate decision-making laws allow an individual or
group of individuals (usually family members) to make decisions about medical
treatments for a patient who has lost decision-making capacity and did not prepare an
advance directive. A majority of states have passed statutes that permit surrogate
decision making for patients without advance directives.

Ventilator – A ventilator, also known as a respirator, is a machine that pushes air into
the lungs through a tube placed in the trachea (breathing tube). Ventilators are used
when a person cannot breathe on his or her own or cannot breathe effectively enough
to provide adequate oxygen to the cells of the body or rid the body of carbon dioxide.

Withholding or withdrawing treatment - Forgoing life-sustaining measures or
discontinuing them after they have been used for a certain period of time.
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Appendix B
Legal & End-of-Life Care Resources Pertaining to Healthcare Advance Directives
LEGAL SERVICES
The Illinois Senior Help-Line has links to legal services available to individuals 60 and older.
The services are free for individuals with low to moderate incomes.
They can assist individuals 60 and older to get information and advice about most issues,
including:
- Power of Attorney
- Living Will/Trusts
- Civil issues
- Tenant/Landlord and more
•
•

Must be 60 and older
Services are free for individuals 60 and older with low to moderate incomes

For more information call toll free: 1-800-252-8966 or 1-217-524-6911
OR
Visit their website: http://www.state.il.us/aging/1helpline/helpline-main.htm#contact
END-OF-LIFE SERVICES
Area Agency on Aging (AAA) helps older people live independently in their own homes and
communities.
Area Agency on Aging (AAA) resources and services include, but are not limited to:
-

Housing
Adult Daycare
Legal Assistance
Home Healthcare
Respite
Home delivered meals and more

•
•

Must be 60 and older
Free for individuals over 60 with low to moderate income

To locate AAA in your area:
Call toll free: 1-800-252-8966 or 1-217-524-6911
OR
Visit their website: http://www.state.il.us/aging/1directory/directory-main.htm
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