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What would you like to know today?
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Three Most Common lliness Trajectories
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Cancer
Organ failure
Frailty or dementia

Metastatic (Stage 4)

BETE
(Examples 1)

* Heart Failure
TRy S

» Severe Lung
disease
EELHOBET
* Kidney Failure
BfX2

* Liver Failure

5



"6 L EDIFIZ, &5 LELDIL Do

YDLSHRESS ZA17AT=>L
EBEHE, — AV . o @ g ELIZED>TLY




/ Celsy Gel My Lucky in ov ICon!
A

BRRHERDRE

~ KRERZAL

POLSTDER E%%‘ t
crome | & g ELALE R
Advgnée Directive DERK D ﬁ b -t < 7-£

SDMEBBREREADIEE = UL\,

>

fRR/E EEL ~IL/EH RREN/EE
© &)

[ADVENTISTHEALTH:INTERNAL

/



BERERED
B0




SAFENS CRBELARSINIREBATEmiH

FHUEDHITEZRAFTE B,

Health Care Decision L
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y Oregon/#AL I Health care representative
(HCR)
Washington/7 > > Health care agent (HCA)
b2
California/#s!) 7# Health care agent (HCA)
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Idaho/77 4 7 Health care agent (HCA)
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7L 3> M;ix Oregon: ORS 127.635

1. FE FDORESE 1. A guardian

2. EZELD KEE 2. Spouse

4. MADFEE 4. A majority of the adult children
5. 5. Either parent

6. ik T8 6. A majority of the adult siblings
7. BRADOKRAN-FIAN-RE 7. Any adult relative or adult friend

./ 8. [EHm 8. An Attending physician
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Licenses and Certificates ~ Public Health ~  Jobs ~

Advance Directive Forms

About the Public Health : :

Division Advance Directive Forms

Public Health Advisory

Board (PHAB) You may be able to get Advance Directive and | Rep i i forms from your
Public Health healthcare provider.

Modernization You can use the Advance Directive forms below, which are copied from the Senate Bill 199 (2021). You do

Community Engagement not have to use these specific forms, but any form you use must be substantially the same.

The Advance Directive User's Guide, listed below, is to help you complete the Advance Directive form and

Public Health ) )
Accountability Metrics answers questions you may have about it % — =£ }b — E “
2020-2024 State Health l:l o 0) / I \ E b
Improvement Plan English @).docx [ User guide nn E
R
‘ - ) ~ " L
State Health Assessment Spanish @) docx [2].pdf User guide / D — D b
and Indicators H b
Arabic @).docx ] pdf User guide
Oregon’s SHA/SHIP
Cambodian @).docx [Z1.pdf User guide
Strategic Plan
Chinese Simplified @).docx User guide
Jobs -
o ttors ot o s://lwww.oregon.gov/oha
Contact Us - - - -
Chuukese @).docx . pdf User guide

Dari @#).docx [

v h/about/pages/adac-

Hmong @)docx [ r quide
oo st e fo rms.aspx
Karaan W@ dney [ ndf llear nnida
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Oregon’s Advance Directive Sections

Preamble Directions | 1. About Me

2. My Health Care Representatives

3. Medical Care Preferences

5. Signature of Principal

6. Witness or Notarization

7. Signatures of Health Care Representative(s) to accept
appointment

*1, 5, 6, and either 2 or 3, ideally both, should be completed. Once section 2 is
completed, section 7 must be completed, too.
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Section 1. About Me
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1. About me

Name (first, middle, last): Date of birth:
Telephone numbers: Home Work Cell
Address: E-mailf




Section 2. My Health Care Representative

BEREREA
BRET

YTl
* AN EDER
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:3AET

2. My health care representative

| choose the following person as my health care representative to make health care

decisions for me if | can’t speak for myself.

Name (first, middle, last): Relationship:
Telephone numbers: Home Work Cell
Address: E-mail:




Section 3. My Health Care Instructions
Oregon’s Advance Directive form Page 3 ~
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Section 3A. My health care
instructions

SEEOREICENT, ZNZNHLREDRLISEVEDEIEANS—DFRLET

a. REIMIRRE a. Terminal condition

b. SELETIHEE b. Advanced
progreSS|Ve |”neSS Initial one option only

| want to try all available treatments to sustain my life, such as artificial feeding

C. JC % 'L_ = uﬁk Z— EH C. Perm ane ntly and hydration with feeding tubes, IV fluids, kidney dialysis and breathing
. machines.
UNCONSCIOUS

| want to try to sustain my life with artificial feeding and hydration with feeding
tubes and IV fluids. | do not want other treatments to sustain my life, such as
kidney dialysis and breathing machines.

%Eﬁﬁﬁ' . | do not want treatments to sustain my life, such as artificial feeding and
hydration with feeding tubes, IV fluids, kidney dialysis or breathing machines. |
— D7 FER -
want to be kept comfortable and be allowed to die naturally.

| want my health care representative to decide for me, after talking with my
health care providers and taking into account the things that matter to me. | have
expressed what matters to me in section B below.
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Section 3A. 4 DDEIRPL

1. A& #ET 3=0I2FIETRERE 1. Try all available treatments to

TOREEZRE sustain my life
2. N\IRBERBF 21— 7 L& HICEL 2. Try artificial feeding and fluids
BIKD R TCTEDHEZEE only to sustain my life

3. K EfIZFIT 320D BEEIIFEE 3. No Life-Sustaining Treatments
L7y

4. SRATANEEREIZENRS 4. Health Care Representative to
(F#Mixto 3> 3BIZEMEE )  decide after talking with my
providers (Section 3B)
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Section 3A-1. 2 TORJEREEL (X (iEds)

EDER
CPR: ECMO: Intubation:

_ Extracorporeal _
Cardiopulmonary Membrane A “breathing
Resuscitation Oxygenation machine”
IBY[i}7323 AR ER A TR A TR 2%

Dialysis Surgery/Procedures Medications

& Fif7- 0B =
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Section 3A-2. A\TFRELKDERDHEIE (REFR)
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Section 3A-3. £

No . Comfort Measures
G CPR/Intubation Only (CMO)
il 3a = A O A A

T8 > Z Dt DFR A

No artificial hydration or n .
feeding tubes Q ﬁ%ﬁ@ﬁé@?ﬁ%}_&ﬁ%:@i Dhv., fwh
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Section 3A-a. Terminal condition
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Section 3A-b. Advanced Progressive
lliness
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Section 3A-c. Permanently Unconscious
o—2Rc: TRIZEHAH
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BERBEEHRIZEL
WEYPIREET Z_E L OEDRA
AL

SR RERLAAN OFELRRE | EAELRAE.
EEL L

[ADVENTISTHEALTH:INTERNAL]



Section 3B. fAl2& > TEEL Z &

FHADBF D H& 758 F

BRICEDTAYRZ &, WARZEREZBREITHTET S

EDLOBIRREIZR s o it E
LTHLLBULVDOHIEIEETE 3

BADERNRRTER R o>=H
VEWEHAEDL PO-IILTELRLL RS
HEVWBIINERD LRI EHF
BMIZ DA N T UNERERINTER R 2H
BADAYIZESEEHZSIMTE R R oIk

[ADVENTISTHEALTH:INTERNAL]

| do not want life-sustaining procedures if | can not be supported and be ablh to
engage in the following ways:

Initial all that apply

Express my needs

Be free from long-term severe pain and suffering

Know who | am and who | am with

Live without being hooked up to mechanical life support

Participate in activities that have meaning to me, such as:



Section 3C. (S EEXHLIZTDOT

BAOEREBRERBACPEERKEEZIZH >THLTESL W L&
&N, Wi, MRBEFNOBRMODESRETH BN E SCEHFTRE

ﬁ C. My spiritual beliefs

Do you have spintual or religious beliefs you want your health care representative and
those taking care of you to know? They can be rituals, sacraments, denying blood
product transfusions and more.

You may write in the space below or attach pages to say more about your spiritual or
religious beliefs.
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Section 4. ZD DB MIELR

BEOOEREBRERBACPERKEEIZ
HMoThWLWTEHWLWEWLWZ E

A %dp & (ifEER
B. T 7 DG

C.ZDtDIEHk
%ﬂﬁeﬁ%w\\{_}j Be

D.ERREREBALUAIZEDDAEICHE
L THERLTEHRLWLWAZEDZFIDRTR
BIZHTTIZSMLTHRLLEWVWAD
ZaiICZDMOIERIZEEHFIEE)

[ADVENTISTHEALTH:INTERNAL]

4. More information

Use this section if you want your health care representative and health care providers
to have more information about you.

A. Life and values

Below you can share about your life and values. This can help your health care repre-
sentative and health care providers make decisions about your health care. This might
include family history, experiences with health care, cultural background, career, social
support system and more.

You may write in the space below or attach pages to say more about your life, beliefs
and values.

B. Place of care

If there is a choice about where you receive care, what do you prefer? Are there places
you want or do not want to receive care? (For example, a hospital, a nursing home, a
mental health facility, an adult foster home, assisted living, your home.)

You may write in the space below or attach pages to say more about where you prefer to
receive care or not receive care.




Oregon’s Advance Directive form Page 9-11

Section 5-7.

Section 5 BN E#
Section 6 FEA (AH'B)
A. REEA
B.EEAEE
;’é‘:giﬁeiﬁﬂ)&u%dmgo)ggbv

Section 7 EEATERBADEE B
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Decade BTEZ L
Death ERRERBANT KB

Disagreement  ERME(Z/ o f=kF

Divorce BHUE L 7=
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Oregon’s Advance Directive

HYEFE EREHA K

Emphasizes having

continued

conversations with the R people with disabilities | |( Jregor
Health Care : e alth

Gives suggestions for

Representative

Your Guide to the Oregon Advance Directive for

Health Care
H tabl th Advises when to review
tggfxaigiiitg?gft?:e eam=d Advance Directive and This Guide is here to help you complete the Oregon Advance Directive for Health Care. It
what to do afteritis SNBSS questons many peopie have about k.
and the POLST
completed What is the purpose of the Oregon Advance Directive?

| Itis a legal form. It lets you:

1. Name a person to make your health care decisions if you cannot make them
for yourself.
2. Write down your goals and wishes for health care to make them known. This
is in the event are not able 1o express them in the future,
for the Advance o z

BEAY Directive and the name Who is the Oregon Advance Directive for?
of the Health Care It is for adults 18 years and older who live in Oregon.

Provides a wallet card

|dentifies the kinds of

people who can assist
with filling out the
Advance Directive

Representative

[ADVENTISTHEAL



OFFICE OF THE DIRECTOR
Office of the State Public Health Director

Oregon 1
ealt

Oregon Advance Directive for Health Care

This Advance Directive form allows you to:

« Share your values, beliefs, goals and wishes for health care if you are not able to
express them yourself.

« . Name a person to make your health care decisions if you could not make them for
yourself. This person is called your health care representative and they must agree
act in this role.

Be sure to discuss your Advance Directive and your wishes with your health care re
resentative. This will allow them to make decisions that reflect your wishes. It is reco
mended that you complete this entire form.

The Oregon Advance Directive for Health Care form and Your Guide to the Oregon
Advance Directive are available on the Oregon Health Authority’s website.

* Insections 1, 2, 5, 6 and 7 you appoint a health care representative.
= In sections 3 and 4 you provide instructions about your care.

The Advance Directive form allows you to express your preferences for health care.

not the same as Portable Orders for Life Sustaining Treatment (POLST) as defined in
127.663. You can find more information about the POLST in Your Guide to the Orego
vance Directive.

This form may be used in Oregon to choose a person to make health care decisions

you if you become too sick to speak for yourself or are unable to make your own
medical decisions. The person is called a health care representative. If you do not hav
effective health care representative appointment and you become too sick to speak fo!
yourself, a health care representative will be appointed for you in the order of priority
forth in ORS 127.635 (2) and this person can only decide to withhold or withdraw life
sustaining treatments if you meet one of the conditions set forth in ORS 127.635 (1).

This form also allows you to express your values and beliefs with respect to health
decisions and your preferences for health care.

HIPPA PERMITS DISCLOSURE TO HEALTH CARE PROFESSIONALS & ELECTRONIC REGISTRY AS NECESSARY FOR TREATMENT

Oregon POLST®

Portable Orders for Life-Sustaining Treatment*

Follow these medical orders until orders change. Any section not completed implies full treatment for that section.

Patient’s Last Name: Suffix: Patient's First Name: Patient's Middle Name:

Preferred Name: Date of Birth: (mrrdddlyyyy) MRN (optional)

[ B—

|I:|u [Jr Cx

Address (street / city / state / zip):

O Attempt Resuscitation/CPR

Must check Full If patient not in

Tnatmonl Plan: Provide treatments for comfort throu ym|
[ Selective Treatment. In addition to care described

. No intubation, advance airway

treatment, antibiotics, IV fluids and cardiac monltor 2 nd
i i i ilati asive airway support (e.g. CPAP,

D

Tuatmont Plan: Provide basic medical
O Full Treatment. In addition to care descri

Only and Selective Tt

Treatment Plan: All
Additional Orders:

O Pa(ieni O Relaﬁve friend or other support person (without written

[ Person appoint N i PP ,-;:ee sers sildeforaddw.%‘nal ) )
n
O Court-appoint rdian ek anin) dieabiltl

List all nameationship:

Bydgnlngbelw IMMMMIMU' bmbulofmykmvbdgo oonmmthopdull’s
condition and p
Signer's License Number: (optional)

|_current medical
Print PrlmslgrthDIDOINPIPAINDName “roquired
Name,
Sign& |

Signer's Phone Number:




Portable Orders for Life Sustaining Treatment

HIPPA PERMITS DISCLOSURE TO HEALTH CARE PROFESSIONALS & ELECTRONIC REGISTRY AS NECESSARY FOR TREATMENT

P O L S I t '1 Oregon POLST®
Portable Orders for Life-Sustaining Treatment*

Follow these medical orders until orders change. Any section not completed implies full treatment for that section.
Patient’s Last Name: Suffix: Patient's First Name: Patient's Middle Name:
Gender:

MRN (optional)
Cm e Cx &

¢ 5@ ;ﬁ 7Ij_ ﬁ-l- G) j- - 7‘ - Address (street / city / state / zip): =t (QV

Preferred Name: Date of Birth: (mm/dd/yyyy)

A CARDIOPULMONARY RESUSCITATION (CPR): Ui ive, pulseless & ngt Breathing.
Y , —‘ 0) , j& ﬁ - C 6 A check | Attempt Resuscitation/CPR O Do Not Attempt Resusci tionlWR
|:||:| ( (- F*ﬂ b % 1_ 1? | E ﬁ 10N j ll \ One | Must check Full Treatment in Section B. If patient not in cariopulmonary, stfollow orders in B.
B MEDICAL INTERVENTIONS:  When patient has a pulse and is g\
% ) E E [0 Comfort Measures Only. Provide treatments to relieve pain and s ugh the use of any
% ll \ 1$ 7:) 55 < 78\ j ll \ 5 A lE. 1T L/ 7:— ﬂll_,\ %u Cg:k medication by any route, positioning, wound care and other meast ygen, suction and

manual treatment of auway obstruction as needed for comfort. Patie:

) ~ . A hospital for life- . Transfer if comfort needs canngt be met in current location.
E d\ \ ) II_,\ * d\ Troatmont Plan: Provide troatmunts for comfort throu ymptom management.
"
[0 Selective Treatment. In addition to care described | easures Only, use medical
indi No intubation, advance airway

: - A treatment, antibiotics, IV fluids and cardiac monllor { %ﬂ i ion,
( — l’ \ l < O) & I \ interventions or mechanical ventilation. May con: jinvasive airway support (e.g. CPAP,
— BiPAP). to h ital if indie Generally avoid the intensive care unit.
Treatment Plan: Provide basic medical ti .
nd mechanical ventilation as indicated.

RS O Full Treatment. In addition to care d
[ ] z H O) j’ — 9 — t L/ use intubation, advanced airway interv
TE I L By, C Transfer to hospital and/or int ca indic

Treatment Plan: All sSqgluding breathi hi

in'Comfort Measures Only and Selective Treatment,

Additional Ovders:
C | Discussep WiTh: (RE| n))
check | O Patient [ Parent®f minor [ Relative, friend or other support person (without written
All That
Apply requirements for completion in persons with intellectual

[ Person appointegd’on advance directive ~ appointment) - See reverse side for additional
(% or developmental disabilities.

E [0 Court-appointéd guardian

DRBEERATIEL CRWBAOH | o
POLSTHAE, P r——

4 TTESTATION OF MD / DO /NP / PA/ND (REQUIRED)
\ By signing below, | attest that these medical orders are, to the best of my knowledge, consistent with the patient's
2| Mus¥ | current medical condition and preferences.
Print | Print Signing MD / DO / NP / PA/ ND Name: required Signer's Phone Number: Signer’s License Number: (optional)
a | Name,
] S MD /DO /NP /PA/ND Signatul ired Date ired “Signed” mea hylk:ll ignatur sloctmvic
nature: Uit ate: ui e ns a si re,
=' V4 Lo s oaqured foquiec signature or verbal = standard|
\ — medical practice. RMer to OAR 333-270-0030
— —) 5 SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED
[ADVEN o = SUBMIT COPY OF BOTH SIDES OF FORM TO REGISTRY IF PATIENT DID NOT OPT OUT IN SECTION D

‘© CENTER FOR ETHICS IN HEALTH CARE, Oregon Health & Science University (OHSU) 2023
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Advance Directive
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CEBHBOHESTINELE,

Thank you for Your Attention!



