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INTRODUCTION TO THIS WORKBOOK
Noticing and responding to your health care symptoms early reduces the chances that you will find yourself in a medical crisis. It is important to plan ahead. Sometimes, in spite of your best efforts, you could find yourself in a situation where others will need to take over responsibility for your care. Would they know what your preferences are?

Writing a clear Health Care Preferences and Advance Care Plan when you are well helps to insure your needs will be met and that you will get better as quickly as possible. This plan instructs others about how to support and care for you when you are not well. 

Completing and using the IMPORTANT INFORMATION ABOUT MYSELF WORKBOOK will improve your life by putting you in charge of your wellness. It will let others know how you wish to be treated if you become ill or find yourself unable to communicate your wishes. 
You should complete the  IMPORTANT INFORMATION ABOUT MYSELF WORKBOOK regardless of whether or not you have a Health Care Proxy or a Guardian. The Workbook lets you say exactly what you want and how you wish to be treated if you get seriously ill. It includes your personal, emotional and spiritual preferences as well as your choices about any type of medical and/or mental health care. 

Completing the IMPORTANT INFORMATION ABOUT MYSELF WORKBOOK will help YOU:

· To decide for yourself what is important in your life.

· To use the power you have to shape your own life, including your own you treatment and health care plan.

· To live better day to day.

· To listen to your body.

· To trust yourself. You are the expert in your own care!

· To be your own best friend.

· To write your own plan.

· To receive the treatment(s) that you prefer, based on the feelings, views and beliefs that are important to you in your life. 

· To let your FAMILY and/or FRIENDS (if you do not have family or consider your trusted friends your family) know that your treatment is lined up with your wishes. 

· To help your HEALTH CARE PROVIDERS and your HEALTH CARE AGENT or GUARDIAN to understand what you really want, and to make the right decisions. Make copies of this document to share with them.
When you have completed this Workbook, make copies to give to trusted family members and/or friends, as well as your health care provider(s). Some people keep the information in a notebook  Be sure to keep a copy in a safe place that is easily accessible in case of an emergency. Let your supporters know in advance where your plan is located. 

It is recommended that this workbook be reviewed and updated on an annual basis or when major life or medical changes occur. This Preferences Workbook is NOT a Power of Attorney for Health Care. 

NOTE: This plan includes adaptations from the Wellness Recovery Action Plan©  as described in  Wellness Recovery Action Plan© (Copeland, M. E. 2002 Dummerston, VT: Peach Press) and is used with the permission of Dr. Mary Ellen Copeland.  For further information and resources go to the website: www.mentalhealthrecovery.com, email:  info@mentalhealthrecovery.com, 
Workbook authors:
Margo E. McMahon, Ed.D. 

Human Rights Co-Coordinator/Mental Health Recovery Educator &                                              Certified Advanced WRAP Facilitator                           

MA Dept. of Mental Health-Western MA Area Office
P.O. Box 389-1 Prince Street
Northampton, MA 01060
Phone: 413-587-6260 (Voice); 413-587-6261 (TTY);413-587-6240 (Fax)
Margo.McMahon@MassMail.state.ma.us
Mary Ellen Copeland PhD
Mental Health Recovery and WRAP

P.O. Box 301

West Dummerston, VT  05357-0301

Phone:  802-254-2092; Fax:  802-257-7499

Mary Ellen Foti, MD

Psychiatrist Specialist-Clinical and Professional Services

MA Dept. of Mental Health- Central Office

25 Staniford Street
Boston, MA 02114 

Phone: 617-626-8116

MaryEllen.Foti@MassMail.state.ma.us  

IMPORTANT INFORMATION ABOUT MYSELF

Name ___________________________Day Phone Number_____________

Evening Phone Number___________________ Cell Phone__________________
Address __________________________________________________

City_______________________State
___________ Zip_________

I Am: ( Single
 ( Married

( Partnered

( Separated

( Widowed

( Divorced 

( Significant Other

Social Security Number ______________________________________ 
Insurance Information:

Health Insurance Number ____________________________________
Secondary Health Insurance Number____________________________
Medicaid Number ___________________________________________

Medicare Number ___________________________________________
Medigap Number____________________________________________

Date Of Birth_____________________  Height __________________

Weight ______________________ Color Of Eyes _________________

Color Of Hair_______________   Ethnicity_______________________

I use the following: ( Portable Oxygen ( Contact lenses   ( Eyeglasses
( Prosthetic eye
    ( Dentures
( Hearing aids (how many?)_______

( Cochlear implant
( Prosthesis (upper extremity)(lower extremity)

( Mobility cane for the visually impaired  ( Augmentative Speech Device

( Wheelchair (electric) (manual) ( Walker, cane
( Seeing Eye Dog (Service Animal  ( Other mobility device (specify): _________________
Preferred Spoken Language ___________________________________
Preferred Written Language __________________________________

Preferred Method of Communication if Deaf or Hearing-Impaired: ______________________________________________________________
I have a religious or spiritual practice:

       (YES    (NO 

I practice my religious/spiritual beliefs in the following way:
( Reading the Bible, Torah, Koran, Inspirational Reading

( Attending Religious/ Spiritual Services Or Events

( None Of The Above                     

( Other (Please Specify): ___________________________________

I am of the __________________ faith, and am a member of the ______________________________________congregation, synagogue, mosque, worship group or fellowship. Contact person and phone number of congregation, synagogue, mosque, worship group or fellowship (Please include name, address and phone number of contact person, if known). ________________________________________________________

________________________________________________________

I want my congregation, synagogue, mosque, worship group or fellowship notified if I become seriously ill:


        
 (YES   (NO
I live with: 

(My family
 (My partner 
(My spouse     (By myself      (Roommate (Other__________________________________________________
I am employed: 

(YES   (NO  ( RETIRED  (VOLUNTEER 
I work at:

__________________________________________ My occupation is:
__________________________________________

I want my employer notified if I become seriously ill: 
(YES     (NO  

Supervisor: _____________________  Work Phone:_________________

Personnel/Human Resources Director:_____________________________

Personnel/Human Resources Department Phone Number:_______________
I am a student: 






(YES      (NO 

I want my school notified if I become seriously ill:  
(YES      (NO  
School: __________________________________________________
Address:_________________________ School’s Phone:____________

Contact information of teacher(s), counselor, financial aid office, or others at school who need to be notified if I become ill and are absent:

___________________________________________________________________________________________________________________________________________________________________________
I have a legal guardian: 


      

(YES

(NO
If yes, include their name and phone number: _________________________________________________________
I have a Representative Payee for paying bills:

(YES

(NO
If yes, include their name and phone number.                                                                     If no, the following person(s) will help me pay my bills if I become seriously ill. Include their mane and phone number:

_________________________________________________________
I have children:
 





(YES

(NO

If yes, include their names and phone number: ________________________________________________________

________________________________________________________

There is someone to contact to care for my children if I become ill:









(YES

(NO
I want the following person(s) to take charge of the care for my child/ children if I become seriously ill:

Name:___________________________________________________ 

Relationship: ______________________________________________

Address:__________________________________________________

Phone:___________________________ Cell Phone:_________________

I want my children notified if I become seriously ill:
 (YES
 (NO

If yes, include their names and phone number: ________________________________________________________

________________________________________________________

I have a history of experiencing the following: 

Physical, Emotional, Sexual Abuse:  (child) or (adult)
(YES

(NO

Rape
 







(YES

(NO

Domestic Violence/Relationship Abuse 


(YES

(NO
Seizure Disorder






(YES

(NO

Head Trauma or Spinal Injury




(YES

(NO

Falling, Tripping, Clumsiness




(YES

(NO

Asthma or Breathing Problems




(YES

(NO
I like my current living arrangements:


(YES

(NO
I like the following things about my current living arrangements:
__________________________________________________________________________________________________________________

I DO NOT LIKE the following about my current living arrangements: __________________________________________________________________________________________________________________

Pets:
 (YES   (NO    Name(s)_________________________________
I enjoy the following: (please check all that apply)
(Traveling   
(Reading  
(Watching TV
 (Writing 
 (Fishing
( Movies  
( Theater  
(Sports  
(Pets  
( Singing 
( Shopping

( Listening To Music 
 ( Working 
(  Computer Games
( Playing A Musical Instrument 

( Painting  

( Drawing
( Spending Time With Family

( Crafts 

 ( Woodworking    

( Spending Time With Friends  
( Cooking

( Sewing
( Camping

  ( Boating/Sailing  
( Hiking 

( Biking

( Other Things: (PLEASE SPECIFY)  ____________________________

_________________________________________________________

The following things are important to me: (Please check all that apply)
( My money  ( My food ( My faith
 ( My friends  ( My family  
( How I spend my time  ( When I do things ( My health and wellness
( Where I live  ( My independence ( My job ( My recovery
( Other _________________________________________________

_________________________________________________________

How do I wish to be addressed in conversation? 

( By my first name  ( Mrs. ( Mr. ( Ms. ( Dr. ( Other:___________________
WHEN I AM WELL
 

Describe myself when I am feeling alright or when I am having a good day. Do this in list form. Please add additional page if needed. Some descriptive words that others have used are: 
( bright

( cheerful

( withdrawn
( reserved



( talkative

( outgoing

( quiet

(  introverted

( boisterous
( energetic

( content

( happy


( calm

( humorous

( a fast learner
( contemplative

( dramatic

( athletic

( difficult

( compulsive

( optimistic
( reasonable
( competent
( argumentative

( responsible
( industrious
( curious

( supportive

( easy to get along with
( smart
( impulsive

( retiring

( flamboyant
( enjoy crowds
( a chatterbox
( a jokester

( reserved

( studious

( active

( dramatic

Check off any of these words that apply. How else would I describe myself when I am feeling well or having a good day?



_
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________

____________________________________________________________________

MEDICAL CONDITIONS

Below is a list of any medical conditions I have had. I have included the year of diagnosis. I have started with the earliest condition and ended with the most recent condition. (Please add additional page if needed):
MEDICAL CONDITIONS




YEAR
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SURGERY

Below is a list of any surgical procedures I have had. I have included the year of diagnosis and the hospital/clinic where the procedure was done. I have started with the earliest surgery and ended with the most recent surgery. (Please add additional page if needed):
SURGERY


YEAR

HOSPITAL NAME
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ALLERGIES

I have allergies to medications:

 

(YES

(NO

If yes, specify. The medication and the type of reaction I experience: _________________________________________________________
_________________________________________________________
I have allergies to certain foods:



 (YES
(NO

If yes, specify. The food and the type of reaction I experience:

_________________________________________________________

_________________________________________________________
I have other allergies:



 

 (YES
(NO

If yes, specify:_____________________________________________

_________________________________________________________
PAIN MANAGEMENT

I have a history of chronic pain or difficulty treating pain: (YES
(NO

I prefer the following medications or treatments for my pain management: ________________________________________________________________________________________________________________________________________________
WOUND CARE/SKIN CARE

I have a history of open wounds or skin care problems:  (YES     (NO
I prefer the following medications or treatments for my wound care or skin care: __________________________________________________________________________________________________________________
DIET

I have special dietary needs:



  
 (YES
(NO

If yes, specify:_____________________________________________

_________________________________________________________

_________________________________________________________
My Favorite Foods: _________________________________________________________ _________________________________________________________
Foods I Dislike: 

________________________________________________________________________________________________________________________________________________
MEDICATIONS

I have listed the medications I am currently taking and why I am taking them. I have included the dosage and the prescribing physician. Over-the-counter medications, ayurvedic and herbal supplements, including those I only take occasionally are also listed. (Please add additional page if needed):
Medication or health care preparations I am currently using:

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

PRN (AS NEEDED) MEDICATIONS

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Medication:


__________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________
VITAMINS AND SUPPLEMENTS

Vitamin/Supplement Name:________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Vitamin/Supplement Name:________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Vitamin/Supplement Name:________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

Vitamin/Supplement Name:________________________________
Dosage:


__________________________________

Frequency:


__________________________________

Purpose:


__________________________________

Prescribing Physician:
__________________________________

SUBSTANCE USE

The following questions are optional. Answering them may help my provider, advocate or other service provider in obtaining additional help for me.

I use cigarettes, food, alcohol or street drugs to feel better. 
(YES (NO    
I (always) (usually) (sometimes) use: ______________________________
Frequency of use:
___________________________________________
I have thought I might have a problem.



(YES (NO
My uses of these substances sometimes cause problems.

(YES(NO
It is important to me to get help with the substance use.  
(YES (NO

I want help with my substance use during a hospital stay.
          (YES (NO
HEALTH CARE PROVIDERS
The names of my physician(s), specialists, nurse practitioners, my pharmacy and other professionals involved in my care along with their addresses and phone numbers are listed below. (Please add additional page if needed):

PRIMARY HEALTH CARE PROVIDER

Primary Care Physician:

_______________________________

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Weekend/Emergency Phone Number:
__________________________

Fax Number:


_______________________________

OTHER LOCAL HEALTH CARE PROVIDERS I SEE
Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

SPECIALTY HEALTH CARE PROVIDERS I SEE
Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Physician/Nurse Practitioner Name:____________________ _______

Specialty:



_______________________________

Address:



_______________________________






_______________________________






_______________________________

Phone Number:


_______________________________

Fax Number:


_______________________________

Complimentary/Alternative Health/Ayurvedic 
Care Provider:


________________________________
Address:



________________________________
Phone Number:


________________________________
Fax Number:


________________________________
Dentist Name:                           ________________________________
Specialty:



________________________________

Address:



________________________________






________________________________






________________________________

Phone Number:


________________________________

Fax Number:


________________________________

Physical Therapist:

________________________________
Address:



________________________________






________________________________






________________________________

Phone Number:


________________________________

Fax Number:


________________________________

Dietitian/Nutritionist:

 ________________________________
Specialty:



_________________________________
Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
Exercise/Fitness Trainer: 
_________________________________

Specialty:



_________________________________
Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
Other Specialty Health Care Provider: 
_______________________
Specialty:



_________________________________
Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
Other Specialty Health Care Provider: 
_______________________
Specialty:



_________________________________
Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
OTHER PROVIDERS
Pharmacy:



________________________________

Address:



________________________________






________________________________

Phone Number:


________________________________

Emergency Number:

________________________________

Fax Number:


________________________________

Pharmacist Name:


________________________________

Medical Supplies:


________________________________

Address



________________________________






________________________________

Phone Number:


________________________________

Fax Number:


________________________________

Contact Name:


________________________________

Home Infusion/Respiratory & Inhalation Provider: __________________


Address:



_________________________________






_________________________________

Phone Number:


_________________________________

Emergency Number:

_________________________________
Fax Number:


_________________________________
Contact Name:


_________________________________
Home Health Care Provider:
_________________________________
Address:



_________________________________





________________________________

Phone Number:


________________________________

Fax Number:


________________________________

Contact Name:


________________________________

Personal Care Assistant/

Home Care Assistant Provider
_________________________________

Address



_________________________________






_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________

Personal Care Assistant/

Home Care Assistant Provider
_________________________________

Address



_________________________________






_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________

Housing Provider:


_________________________________

Address:



_________________________________






_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________

Contact Person:


_________________________________

Mortgage Company:
       ________________________________

Address:



_________________________________

_________________________________
Phone Number:


_________________________________

Fax Number:


_________________________________

Contact Person:


_________________________________
Car Payment Provider: 

 ________________________________

Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________

Contact Person:


_________________________________
Veteran’s Service Program: 
________________________________
Address:



_________________________________

_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________

Contact Person:


_________________________________
Advocate/Peer Supporter:
_________________________________

Address:



_________________________________

_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
Guardian:



_________________________________

Address:



_________________________________

_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
Representative Payee/Financial Oversight:
_______________________
Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________

Medical Transportation Provider:_______________________________

Phone Number:


_________________________________

Contact Person:


_________________________________
Local Transportation Provider:
_________________________________

Phone Number:


_________________________________

Contact Person:


_________________________________
Attorney:



_________________________________

Address:



_________________________________






_________________________________

Phone Number:


_________________________________ 

Fax Number:


_________________________________

Other: _______________
_________________________________

Address:



_________________________________

Phone Number:


_________________________________

Fax Number:


_________________________________
TREATMENT FACILITIES

List of treatment facilities where I would prefer to be hospitalized for any type of hospitalization if that became necessary, as well as those I wish to avoid. (Please use additional page if needed):
If I need hospitalization or treatment in a treatment facility, I prefer the following facilities in order of preference:

Hospital/Facility Name __________________________________



Contact Person
______________________________________



Phone Number
______________________________________

I prefer this facility because: ______________________________
_____________________________________________________
Hospital/Facility Name ___________________________________



Contact Person
______________________________________



Phone Number
______________________________________

I prefer this facility because: ______________________________
_____________________________________________________
Hospital/Facility Name ___________________________________



Contact Person
______________________________________



Phone Number
______________________________________

I prefer this facility because: ______________________________
_____________________________________________________

Hospital/Facility Name ___________________________________



Contact Person
______________________________________



Phone Number
______________________________________

I prefer this facility because: ______________________________
_____________________________________________________
TREATMENT FACILITIES continued
Avoid using the following hospital or treatment facilities:

Hospital/Facility Name ___________________________________

Reason to avoid using   _______________________________________
__________________________________________________________

Hospital/Facility Name ___________________________________

Reason to avoid using   ____________________________________
_____________________________________________________

Hospital/Facility Name ___________________________________

Reason to avoid using   ____________________________________
_____________________________________________________

Hospital/Facility Name ___________________________________

Reason to avoid using   ____________________________________

Hospital/Facility Name ___________________________________

Reason to avoid using   ____________________________________

TREATMENT OR SERVICES PREFERENCES
I would agree to the use of the following treatments or services:
( Physical Therapy   ( Occupational Therapy
(Respiratory Therapy
( Acupuncture  ( Radiation Therapy
 ( Chemotherapy  ( Drug Trials
( Experimental Studies  ( Mental Health Care
( Peer Counseling 

( Spiritual Health Care
( Palliative/End of Life Care  ( Homeopathy

( Complimentary/Ayurvedic/Homeopathic Medicine ( Holistic Treatments
( Pain Management ( Hypnotherapy ( Diet & Nutrition (Meditation
( Electroconvulsive Therapy
( Seclusion  ( Restraint 
( Rest Home ( Nursing Home Care ( Assisted Living 

(Adult Foster Care ( VA Hospital  ( VA Out-Patient Service Center 
(Independent Living (at home, apt)   (Vet to Vet Peer Education/Services (Veteran Services  ( Rehabilitation Services for Substance Use 
( Family Planning ( Pregnancy Care
( Pregnancy Termination 
( Coordinated Case Management ( Intensive Case Management 

( Respite Care ( Intensive Peer Support ( Peer Run Respite 

( Recovery Learning Centers  ( 12-Step Programs
(Native American/Indigenous Healing Practices
( Other (Specify):__________________________________________
I would not agree to the use of the following treatments or services:

Treatment/Service & Reason to avoid using:   _______________________
______________________________________________________________________________________
Treatment/Service & Reason to avoid using:   _______________________
MEDICATION USE DURING HOSPITALIZATION 
I would prefer to take the following medications during a hospitalization if medications or additional medications became necessary, and why I would choose them. (Please add additional page if needed):
Medications or health care preparations I would prefer to take if necessary:
Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________

Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________

Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________

Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________

Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________
Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________

MEDICATIONS USE DURING HOSPITALIZATION continued
Medications or health care preparations I would accept if necessary:
Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________ 

Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________ 

Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________
Name of medication: _________________________________________

Dosage: ___________________________________________________

Purpose:  __________________________________________________
Medications or health care preparations I must avoid and the reason why. 

Name of medication: _________________________________________

Why: _____________________________________________________

_________________________________________________________

Name of medication: _________________________________________

Why: _____________________________________________________

_________________________________________________________
Name of medication: _________________________________________

Why: _____________________________________________________

_________________________________________________________
Name of medication: _________________________________________

Why: _____________________________________________________

_________________________________________________________
4 This section incorporates an adaptation of the Wellness Recovery Action Plan© (WRAP) format developed by Mary Ellen Copeland, Copyright 2002 and is used with permission
HOSPITALIZATION NOTIFICATION

PLEASE NOTE: 

Permission is given to provide information about my current medical needs to those whose names have a notation after their name indicated by an asterisk ( * ). 

The person(s) I want notified immediately upon my admission to a hospital for any type of illness:
The person(s) I want notified immediately upon my admission to a hospital for any hospitalization.
Name:


___________________________________________

Relationship:

___________________________________________

Address:

___________________________________________

Phone Number (Day):
______________________________________

Phone number (Eve)
______________________________________

I want this person permitted to visit me

(  YES


( NO
Name:


___________________________________________

Relationship:

___________________________________________

Address:

___________________________________________

Phone Number (Day):
______________________________________

Phone number (Eve)
______________________________________

I want this person permitted to visit me

(  YES


( NO
Name:


___________________________________________

Relationship:

___________________________________________

Address:

___________________________________________

Phone Number (Day):
______________________________________

Phone number (Eve)
______________________________________

I want this person permitted to visit me

(  YES


( NO
The person(s) I want notified upon my admission to a hospital for any type of illness:

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________

I want this person permitted to visit me

(  YES


( NO
Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO
Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO
Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO
Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

Name:


___________________________________________

Relationship:

___________________________________________

Phone Number:
___________________________________________
I want this person permitted to visit me

(  YES


( NO

I DO NOT want the following people (including health care professionals, family members or friends) to visit me during my admission to a hospital, nor do I want them involved in any way in my care or treatment (Use additional page if necessary)
 :
Name:

_______________________________________________

Relationship:_______________________________________________

Reason:
_______________________________________________

Name:

_______________________________________________

Relationship:
_______________________________________________

Reason:
_______________________________________________
Name:

_______________________________________________

Relationship:

___________________________________________

Reason:
_______________________________________________
Name:

_______________________________________________

Relationship:
_______________________________________________

Reason:
_______________________________________________

Name:

_______________________________________________

Relationship:_______________________________________________

Reason:
_______________________________________________

Name:

_______________________________________________

Relationship:_______________________________________________

Reason:
_______________________________________________

Name:

_______________________________________________

Relationship:_______________________________________________

Reason:
_______________________________________________

Name:

_______________________________________________

Relationship:_______________________________________________

Reason:
_______________________________________________

HELP LIST

I have made a list of things I would need others to do for me if I was experiencing an illness of any type (Example: care for my children or pets, pick up my mail, pay my bills, home care/cleaning, finances…) and who I want to do it.

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 

I need (name the person)_________________________Phone_________

to (task)__________________________________________________ 
6This section incorporates an adaptation of the Wellness Recovery Action Plan©  (WRAP) format developed by Mary Ellen Copeland, Copyright 2002 and is used with permission.
HEALTH CARE HOSPITALIZATION
YOUR MEDICAL CARE PREFERENCES
IF I BECOME ILL AND NEED TO BE HOSPITALIZED, HERE ARE MY
 INSTRUCTIONS ON THIS TOPIC.

THE PERSON I CHOOSE AS MY HEALTH CARE AGENT IS: 

If I am no longer able to make my own health care decisions, I want the following person(s) involved in making my health care decisions. He/she agrees to respect and follow my wishes. This person will make my health care choices if both of these things happen:

· My attending or treating doctor finds I am no longer able to make health care choices, AND
· Another health care professional agrees that this is true.

First Choice Name:___________________________________________

Relationship:

___________________________________________

Address:

___________________________________________

Phone Number (Day):
______________________________________

Phone number (Eve)
______________________________________

If this person is not available or willing to make these choices for me, OR is divorced, legally separated from me, OR this person has died, then these people are my next choices. These people agree to respect and follow my wishes: 

Second Choice Name:_________________________________________

Relationship:

___________________________________________

Address:

___________________________________________

Phone Number (Day):
______________________________________

Phone number (Eve)
______________________________________

Third Choice Name:__________________________________________

Relationship:

___________________________________________

Address:

___________________________________________

Phone Number (Day):
______________________________________

Phone number (Eve)
______________________________________
I want my health care agent to be able to do the following (I have checked all that I agree with):

( Make choices for me about my mental and/or physical health care or services. If treatment has already been started, my health care agent can keep it going or have it stopped depending upon my stated instructions or my best interests.

( Interpret any instructions I have given in this form.

( Arrange for admission to a hospital, hospice or care facility in my home state or any other state, as my health care agent thinks appropriate.

( Hire or fire health care professionals, worker(s) or organizations I may need to help me or take care of me.

( Make the decision to request, take away or not give medical treatments, including food and water, and any other treatments to keep me alive.

( To review and approve the release of my medical records and personal  files and sign my name on my behalf, as needed for my medical care.

( Take any legal action to carry out my wishes.

( To make decisions for me if I am pregnant.

(  Donate any usable organs or tissue of mine as allowed by law. 

( Apply for Medicaid, Medicare, or other insurance benefits for me. My Health Care Agent can see my personal files in order to complete the forms.

( Other changes, additions or limitations on my Health Care Agent’s powers: _______________________________________________________

_____________________________________________________________________________________________________________________________________________________________________

      ______________________________________________________

REMINDER NOTE: While I may limit my Health Care Agent’s decision-making authority, I understand I cannot appoint more than one health care agent at a time. For example, I cannot appoint one health care agent to make only physical health care decisions and another one to make mental health care decisions for me. 

HEALTH CARE PREFERENCES & ADVANCE CARE PLAN

I, __________________________________________(name) developed this plan on (date)____________________, with the help of __________

_________________________________________________________

Signed_______________________________ Date_________________

Witness Signature______________________  Date ________________

Print Name_________________________________________________

Witness Signature_______________________ Date ________________

Print Name_________________________________________________

Proxy Signature_________________________ Date _______________

Print Name________________________________________________

Phone number ______________________________________________

Proxy Signature_________________________ Date _______________

Print Name________________________________________________

Phone number ______________________________________________

Advocate Signature_______________________ Date ______________

Print Name_________________________________________________

Phone number ______________________________________________
Attorney Signature_______________________ Date _______________

Print Name_________________________________________________

Phone number_______________________________________________

Primary Physician Signature_____________________ Date ____________

Print Name_________________________________________________

Phone number ______________________________________________

Psychiatrist Signature_____________________ Date _______________

Print Name_________________________________________________

Phone number ______________________________________________

Therapist Signature_______________________ Date ______________

Print Name_________________________________________________

Phone number ______________________________________________

Case Manager Signature____________________ Date ______________

Print Name________________________________________________

Phone number ______________________________________________

REMINDER NOTE: I will try to have as many supporters as possible sign this page after helping me with or reading this directive to document their knowledge of my wishes. This document could be useful in a court determined substituted judgment. 
PEOPLE I WILL GIVE A COPY OF MY 

HEALTH CARE PREFERENCES TO
Copies of my Health Care Preferences and Advance Care Plan will be given to trusted family members, supporters, friends and professionals involved with my care.
Name:


___________________________________________

Relationship:

___________________________________________

Name:


___________________________________________

Relationship:

___________________________________________

Name:


___________________________________________

Relationship:

___________________________________________

Name:


___________________________________________

Relationship:

___________________________________________

Name:


___________________________________________

Relationship:

___________________________________________

Name:


___________________________________________

Relationship:

___________________________________________

Name:


___________________________________________

Relationship:

___________________________________________ 

Name:


___________________________________________

Relationship:

___________________________________________ 

Name:


___________________________________________

Relationship:

___________________________________________ 

Name:


___________________________________________

Relationship:

___________________________________________
Name:


___________________________________________

Relationship:

___________________________________________
Name:


___________________________________________

Relationship:

___________________________________________
Any Health Care Preferences or Advanced Care Plan developed after the dates listed above take precedence over this document.

Add a copy of Five Wishes or other state approved Advanced Directive Form 
or Living Will  here.

� This section incorporates an adaptation of the Wellness Recovery Action Plan©  (WRAP) format developed by Mary Ellen Copeland, Copyright 2002 and is used with permission.





� This section incorporates an adaptation of the Wellness Recovery Action Plan©  (WRAP) format developed by Mary Ellen Copeland, Copyright 2002 and is used with permission.


5This section incorporates an adaptation of the Wellness Recovery Action Plan©  (WRAP) format developed by Mary Ellen Copeland, Copyright 2002 and is used with permission.
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