
An Advance Care Directive?

Do you have:

Advance Care Directive Form

Part 1: Personal details

Name: ______________________________________________________  
(Full name of person giving Advance Care Directive)

Date of birth: ____/ ___ / _____

Part 2a: Appointing Substitute Decision-Makers

I appoint: ___________________________________________________
(Name of appointed Substitute Decision-Maker)

Ph: _________________________ ☎ Date of birth: ___ / ___ / _____

I, __________________________________________________________
(Name of appointed Substitute Decision-Maker)

am over 18 years old, and I understand and accept my role and the 
responsibilities of being a Substitute Decision-Maker as set out in the 
Substitute Decision-Maker Guidelines.

Signed: _______________________________ Date:  ___ / ____/ ____
 (Signature of appointed Substitute Decision-Maker)

AND
I appoint: ___________________________________________________

(Name of appointed Substitute Decision-Maker)

Ph:  ________________________ ☎ Date of birth: ___ / ___ / _____

I, __________________________________________________________
(Name of appointed Substitute Decision-Maker)

am over 18 years old, and I understand and accept my role and the 
responsibilities of being a Substitute Decision-Maker as set out in the 
Substitute Decision-Maker Guidelines.

Signed: _______________________________ Date:  ___ / ____/ ____
 (Signature of appointed Substitute Decision-Maker)

Your initial Witness initial 1 of 4

Part 2a  
(continued over page)

By completing this Advance Care Directive you can choose to:

1. Appoint one or more Substitute Decision-Makers and/or

2.  Write down your values and wishes to guide decisions about your future 
health care, living arrangements and other personal matters and/or

3.  Write down healthcare you do not want in particular circumstances.

Part 1

You must fill in  
this Part.

Part 2a
Only fill in this Part 
if you want  
to appoint one or 
more Substitute 
Decision-Makers.

Your Substitute 
Decision-Maker 
fills in this 
section. g

Your Substitute 
Decision-Maker 
fills in this 
section. g

If you did not fill 
in any of this 
Part please draw 
a line diagonally 
across it.

Please advise registration/admission clerk if you have any of these documents.  
Present your document(s) upon admission so we can make a copy for your medical record.

Please turn over for other documents to check for
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ADvAnCe CAre DireCtive AntiCipAtory DireCtion

enDuring power of 
guArDiAnship

MeDiCAl power of 
Attorney
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An Advance Care plan?
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Please advise registration/admission clerk if you have any of these documents.  
Present your document(s) upon admission so we can make a copy for your medical record.

South Australian Statement of Choices (advance care plan) 

I ……………………………………………………………………………….. (Full name) ……../...…/.…… (Date of birth)

of………………………… ………………………………………………….…………………….…….…...... (address)
Understand that 
 it is important to discuss my wishes with my Medical Agent/s or Enduring Guardian/s (if appointed), and 

with my family and health care team, so that they are aware of my wishes.  
 my doctors can only offer treatments that are medically appropriate 

1. Living well, or an acceptable recovery after illness or injury can mean:
to be able to communicate meaningfully with my family and friends; to not be completely bed bound;  
to not be dependent on others for hygiene; to be able to eat and drink naturally; to have some mobility

To me ‘living well’ or an ‘acceptable recovery’ means: (please write what is important to you)

……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………… 

2. My choices about treatments to prolong my life (Initial the boxes that you want)
    Examples include: a breathing machine (ventilator), kidney machine (dialysis), feeding tube (PEG tube),
    operation and blood transfusion. 

I am willing to have treatments that may prolong my life  
If you want to list exceptions, please write them here ………………………………………………….. 

I want to ’live well’ for as long as possible. However, I only want to be given treatments which may 
prolong my life (note any exceptions in the first box) if it is believed that I could make an acceptable recovery     

         as I have described above, but understand that acceptable recovery outcomes cannot be guaranteed.  

I wish to be kept comfortable, and allowed to die naturally with dignity, rather than have treatment 
to prolong my life. I want palliative care that includes medications and other treatments to alleviate 

    suffering and keep me comfortable, and to be offered something to eat and drink.  

3. My choices about treatment if my heart stops or there are no signs of life. (Initial the boxes that you want)
There are no signs of life if a person is unconscious, unresponsive, not moving and not breathing.  
CPR (Cardio Pulmonary Resuscitation) can be attempted to restart a heart but success rates are less 
than 1 in 10 outside of hospitals and generally even less for elderly and sick people.  

I am willing to have CPR in an attempt to restart my heart.

If my heart stops, I only want an attempt made to bring me back if it is believed that I could 
make an acceptable recovery as I have described above, but understand that acceptable         

recovery outcomes cannot be guaranteed.

I do not want any attempt to bring me back at all if my heart stops. 

4. If I am living in a residential care facility or permanently infirm at home (Initial the box if this is your wish) 

My preference is to remain at my usual residence (home or facility) and not to be moved from this 
site unless it is not possible to provide the necessary care here in line with my above choices.    
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My Statement of Choices is based on my values and beliefs. I understand it will be used to guide 
future medical decisions, only if I am unable to communicate my decisions. 

stAteMent of ChoiCes gooD pAlliAtive CAre plAn

other ADvAnCe CAre plAn

Other Advance  
Care Plan

A resuscitation plan?


