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DO YOUR LOVED ONES KNOW WHAT YOU WANT?
I WANT my daughter to decide what’s best for me, if I can’t
do it myself.
I WANT my doctors to do everything they can — try every
last measure to help me survive to see another day.
I WANT to be allowed to die at home, if possible.
I WANT you to let me go naturally, without feeding tubes or
breathing machines or other things prolonging my passing.
I WANT to talk about the medical care I’ll get at the end of
my life, and...
I WANT YOU TO LISTEN.
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About Advance Care Planning
Advance care planning means thoughtfully considering a time when
you may not be able to make healthcare decisions for yourself. This time
may never come, but the thinking, sharing, and recording you have
done will still be valuable. Advance care planning can help clarify your
values and put your mind — and your loved ones’ minds — at ease.

What does advance care
planning include?
There’s no official checklist that tells you what you have to consider in
your advance care planning. You can decide the scope of topics and
level of detail for yourself. Still, it may help to know that advance
care planning usually includes the following concerns:
WHY SHOULD I MAKE
ADVANCE CARE PLANS?
Planning can be valuable and
deeply comforting to you and
your loved ones. According to
one national study, patients
who talked with their families
or doctors about their
preferences for end-of-life care:
• Had less fear and anxiety.
• Felt they had more ability to

influence and direct their
medical care.
• Believed that their doctors

had a better understanding
of their wishes.
• Expressed a greater

understanding and comfort
level than they had before
the discussion.

• Are there situations in which you would refuse certain medical

treatments or care? You may feel that some health states are worse

than death. In advance care planning, you can articulate what it
means to live — and die — on your own terms.
• There may come a day when your doctor must ask your spouse,

siblings, or children for decisions about your care. Are they

prepared for this responsibility? Do they want it? Would someone
else be better able to carry out your wishes? Advance care planning
can help clarify roles.
You may choose to complete an advance directive form as part of
your advance care planning. The section beginning on page 10 tells
you more about this.

When do I make advance care plans?
Sometimes circumstances — like a hospitalization — will prompt a
care-planning discussion. In other cases, you can choose your own
time to bring up these topics.
There’s no “perfect time” to start your planning. Still, after looking
through this booklet, you may feel that some of the issues raised in
care planning are best considered before a medical emergency arises.
You don’t know what the future will bring. But you can make care
plans today that help you face it with more confidence and clarity.
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Whom do I involve in planning?
Talk to the people close to you, those who might be called upon to make
decisions for you. Talk with as many people as you feel comfortable with.
But realize that if you’re in the hospital at some point, it’s best for the
medical staff to have one person — your healthcare agent — they can
go to for decisions.
You can arrange for someone to be your healthcare agent by filling out
an advance directive form (see page 10). Be sure to let your loved ones
know whom you’ve chosen.

A good healthcare agent...

WHO CAN HELP?
It may help to talk with someone
who is familiar with the concepts,
forms, and terminology of advance
care planning. In a hospital or
other facility, you can ask to speak
to someone about advance care
planning. Many social workers,
counselors, lawyers, and medical
care providers have experience
and training to help you and
your loved ones make these plans.

• Is at least 18 years old
• Lives close by, or could travel to be with you
• Knows you well and understands your desires, beliefs,

and attitudes
• Can be a strong advocate in the face of conflicting opinions
• Will talk with you about sensitive issues

Use the prompts on the following pages to share your wishes
and preferences with your healthcare agent.

“CAN YOU DO THIS FOR ME?”
As you begin to discuss your healthcare wishes with others,
be sure to let them know what they may be called on to do.
Say, “As the person I choose to speak for me, you may need
to do these things….”
• Receive the medical information that I’d receive if I could,

talk to my doctors about it, and ask questions.
• Discuss treatment options or request consultations and

second opinions.
• Agree to — or refuse — medical tests or treatments.

This might include life-sustaining treatment.
• Authorize a transfer, if necessary, to another doctor, another

hospital, or another type of facility (such as a nursing home).

ADVANCE CARE PLANNING
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Conversation Guide
Experts say that a thoughtful conversation with those you trust is the most
valuable part of advance care planning. This section offers questions and
scenarios to help you discover and share what is most important to you in
the face of serious illness.

How do I start the conversation?
Whether you’re talking about your own wishes or trying to find out
the wishes of someone close to you, getting started on a care-planning
conversation can be difficult. But if your family knows you want to talk,
they may be more willing than you think. To bring up the topic of
advance care planning, consider the ways shown below.
AN ONGOING
CONVERSATION…
Advance care planning is a work
in progress. That’s because as
circumstances change, your
mind may change, too. Keep the
conversation open. Revisit your
decisions (and update any forms)
as often as you need to.

REFLECT ON THE EXPERIENCE OF SOMEONE
IN YOUR FAMILY.
“When Uncle Martin died, he made it so easy on his
children. They all knew what kind of care he wanted
and didn’t want. Everyone seemed so peaceful in his
last days.”
“I wonder if Grandma would have wanted her life to
end like it did. I don’t think she would want us to
remember her the way she was those last few years.”

BRING IT UP WHEN YOU’RE ATTENDING A
FUNERAL OR READING THE OBITUARIES.
“I wonder what the last weeks of life were like for
these people. When it’s my turn, I want. . . .”
“It says she died after a long battle with cancer.
I’m not sure I want a long battle, if it comes to that.
I’d rather have. . . .”
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TAKE YOUR CUES FROM POPULAR CULTURE.
“Did you see that episode of ER where the guy was on
life support forever? I want to talk about how it’s going
to be for me.“
“I heard that my favorite actress didn’t want any life
support at all in her last days. But what I can’t figure
out is where you draw the line between normal
medicine and unnatural intervention.”

TALK IN TERMS OF SOMEONE ELSE’S NEEDS.
“My doctor says I have to tell him who’s going to make
medical decisions for me if I can’t make them myself.”

“My lawyer needs to know what kind of end-of-life
care I’m planning.”
“I know you’ll feel better if you really understand
what I’d want.”

What do we talk about?
When you first sit down to discuss your future medical care, you may not have a very clear idea about what will be
best for you. That’s all right. Having this conversation can help you discover what you want. Try the approach below
to help you and those close to you understand good ways to handle a variety of possible situations.

11 Talk about basic VALUES
The way you feel about some things remains constant across many situations. Talk about your basic beliefs
and fears about health, illness, and the end of life. This will help give your healthcare agent a better sense of
how to make decisions for you in a variety of situations.

Consider the following:
• Do you have fundamental beliefs about life and medicine? Do you believe that life should be preserved

at all costs? Do you believe that life should not be prolonged through extensive intervention? Are some medical
treatments against your beliefs?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• Describe what you consider to be a good death. Where is a good place to be? Who is there? How long

does it take? What happens in the time (days or weeks) before your death?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• Which of these do you fear most?

❏

Pain

❏

Losing the ability to think

❏

Losing the ability to communicate

❏

Being a financial burden on your loved ones

❏

Being removed from life support too soon

ADVANCE CARE PLANNING

7

12

Talk about I S S U E S that may influence your care decisions
The medical treatment you want may depend on your changing health and situation. As you think about what
you want, remember that the issues listed below may be a factor — and that your doctor’s counsel would be
important as you consider each one.
• Prognosis. Facing a serious health problem, you would be able to ask your doctor about different treatment

options and the chances that you could regain your health or extend your life (your prognosis). Would this
information affect your care decisions? In what way?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• Length and possible impact of treatment. Your medical team could also tell you how long a treatment

might last, whether it could be painful, and how much it might cost. In what ways — if any — might
these factors affect your decisions about your care?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• Setting. For a particular treatment or level of care, you might need to be moved to a nursing home or other

care facility. You might need to be hospitalized. Your stay could be temporary or permanent. How do you
feel about this — does the setting matter in your care planning decisions?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• Day-to-day caregiving. What are your feelings about being bathed or fed by a caregiver, if you couldn’t do it

yourself? Does it matter if your caregiver is a member of your family, a professional, or a volunteer?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
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Talk about different SCENA RIO S
Even if you’ve thought about your basic beliefs and
the factors that may influence care decisions, it can be
difficult to predict the right plan for you. It may be
easier to think about what you might want in a specific
situation. So talk through these scenarios. What kind
of treatment would you want?

• You’ve suffered a stroke. You’re alert, but can’t communicate or care for yourself. You live in a full-time

care center. Your family comes to visit regularly. If spoon-feeding is no longer possible, do you want to be
fed through a tube?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• You have Alzheimer’s disease. You live with your daughter — but you don’t recognize her anymore.

She has hired someone to stay with you while she’s at work, and the expense is hard on her family. You’ve
had pneumonia three times this year. The next time you get pneumonia, do you want antibiotics, or just
comfort care until death comes?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
• You’ve been in a chronic vegetative state for 16 months. Your doctors don’t expect you to recover.

Earlier in your life, you always said that you didn’t want to be kept alive on life support. But your children
don’t agree with each other about withdrawing life support. Would you rather your children follow the
wishes you’ve expressed earlier, or would you rather they agree with each other on whatever decision is made?
NOTES: ________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
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Utah Advance Directive Forms
This section gives instructions and a blank or sample form
for two advance directive forms commonly used in Utah:
• Utah Advance Health Care Directive
• Physician Order for Life Sustaining Treatment

(POLST, or Life with Dignity Order)

What’s an advance directive?
An advance directive is legal document that you can
choose to complete as part of your advance care planning.
If one day you aren’t able to make or communicate your
own decisions, an advance directive can help ensure that
the care you receive is in line with your values and wishes.

What’s the difference between
the forms?
All advance directive forms express your wishes for healthcare.
However, they vary in scope and level of detail. Also, they
tend to be completed in different circumstances. See the
table below for a quick comparison of two Utah forms.

Who can fill out an
advance directive?
Anyone who is least 18 years old — and who is able
to make their own reasoned decisions — can complete
an advance directive. Page 12, “Details about the
Utah forms,” explains who needs to be involved when
completing a form.
Hospitals, home health services, and hospice
organizations are required to offer their patients
a chance to complete an advance directive.
Intermountain Healthcare supports this practice and
honors advance directives. In fact, Intermountain
encourages all adult patients to have an advance
directive and may offer one to you when you visit the
hospital or clinic. It doesn’t depend on your current
health and it doesn’t mean your doctors expect your
health to get worse.

FORMS at-a-glance...

FORM

WHAT it does…

WHEN it’s usually completed…

Utah Advance
Health Care
Directive

The Advance Health Care Directive form lets you:

The Utah Advance Health Care Directive
can be completed by an adult at any time
and in any stage of life.

Utah Advance Healthcare Directive
(Pursuant to Utah Code Section 75-2a-117, effective 2008)
This form contains no modifications from the statutory form.

Part I:

Allows you to name another the person to make health care decisions for you when you cannot
make decisions or speak for yourself.

Part II:

Allows you to record your wishes about health care in writing.

Part III:
Part IV:

Tells you how to revoke or change this directive.
Makes your directive legal.

My Personal Information
Name: ______________________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone:

(_______) _____________________ Cell Phone: (_______) _____________________

Birth Date:

____________________________

Part I: My Agent (Health Care Power of Attorney)
A: No Agent
If you do not want to name an agent, initial the box below, then go to Part II; do not name an agent in B or C below. No one can force you to name an agent.
I do not want to choose an agent.
B: My Agent
Agent’s Name: _______________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone:
Birth Date:

(_______) _____________________ Cell Phone: (_______) _____________________
____________________________

C: My Alternate Agent
This person will serve as your agent if your agent, named above, is unable or unwilling to serve.
Agent’s Name: _______________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone:

(_______) _____________________ Cell Phone: (_______) _____________________

Birth Date:

____________________________

Page 1 of 4

Physician
Order for Life
Sustaining
Treatment
(POLST, or Life
with Dignity Order)
Utah Department of Health Bureau of Emergency Medical Services
Departamento de Salud de Utah Oficina de Servicios Médicos de Emergencia

Physician Order for Life Sustaining Treatment
Orden médica para tratamientos que mantienen la vida
Utah Life with Dignity Order
Ordenanza “Vida con Dignidad” de Utah
Version 2 - 9/09

State of Utah Rule R432-31
Regla R432-31 del Estado de Utah
(http://health.utah.gov/hﬂcra/forms.php)
This is a physician order sheet based on patient wishes and
medical indications for life-sustaining treatment. Place this
order in a prominently visible part of the patient’s record.
Both the patient and the physician must sign this order (two
physicians must sign if the patient is a minor child). When the
patient’s condition makes this order applicable, ﬁrst follow this
order, and then, if necessary, contact the signing physician.

Esta es una hoja de orden médica basada en los deseos del
paciente y las indicaciones médicas para mantener la vida.
Coloque esta orden en un lugar muy visible con la historia clínica
del paciente. Tanto el paciente como el médico deben ﬁrmar esta
orden (dos médicos deben ﬁrmar la orden si el paciente es un
menor de edad). Cuando la condición médica del paciente haga
necesario el uso de esta orden, primero siga esta la orden y luego,
si es necesario, póngase en contacto con el médico que ﬁrmó
la orden.

Last Name of Patient:
Apellido del paciente:

First Name/Middle Initial:
Nombre/Inicial del segundo nombre:

Date of Birth:
Fecha de nacimiento:

Effective Date of this Order:
Fecha de entrada en vigor de esta orden:

Physician’s name:
Nombre del médico:

Physician’s phone:
Teléfono del médico:

(IF NOTHING IN A SECTION IS CHECKED, CAREGIVERS SHOULD PROVIDE THE FULLEST TREATMENT DESCRIBED IN
SECTION UNLESS THAT TREATMENT DIRECTLY CONFLICTS WITH A TREATMENT CHECKED IN ANOTHER SECTION)

THAT

(SI EN LA SECCION A NO HAY NADA MARCADO, EL PROVEEDOR DE SALUD DEBERA PROVEER TODO EL TRATAMIENTO DESCRITO EN
ESA SECCION A MENOS QUE EL TRATAMIENTO ENTRE EN CONFLICTO DIRECTO CON UN TRATAMIENTO MARCADO EN OTRA SECCION)

Section A
Check one

Treatment options when the patient has no pulse and is not breathing:
___ Attempt to resuscitate

___ Do not attempt or continue any resuscitation (DNR)

Other instructions or clariﬁcation: _______________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Sección A
Marque uno

Opciones de tratamiento cuando el paciente no tiene pulso y no esta respirando:
___ Intente resucitar

____ No intente ni continúe ninguna maniobra de resucitación (DNR)

Otras instrucciones o clariﬁcaciones:_____________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
IHCPOD803/12-09
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• Identify your healthcare agent. This is

the person you want to make healthcare
decisions for you if you can’t take part in
decision-making.
• Give your healthcare agent or medical team

the right to withhold or withdraw lifesustaining treatments in certain circumstances,
which you can identify on the form.

Many people choose to fill out the Health
Care Directive form before they’re faced
with a serious illness or injury. It can be
a way of preparing for the unexpected —
like buying insurance or having a fire drill.

The POLST form directs the medical team
regarding the care and treatment you want
provided or withheld.

The POLST form is almost always
completed in response to a specific
health threat.

The POLST is transferable, meaning that the
instructions apply no matter where you’re
cared for — hospital, home, skilled nursing
facility, or hospice.

To complete a POLST, the medical team
must be closely involved. For this reason,
this booklet contains only a sample
POLST form, not a “real” blank form.
If necessary, the medical team can help
you obtain and complete a POLST form.

What do I do with my
advance directive form?
If you choose to complete an advance directive, keep the
original form, following the specific instructions on the
next page. But be sure to share a copy of your advance
directive with others. Here’s how:
• Bring a copy with you any time you are admitted to

the hospital or another care facility, or any time you
are transferred from one facility to another.
• Give a copy to your loved ones, your healthcare agent

(if you have one), and to your doctor.
• Send a copy to Intermountain if you’d like your

advance directive stored in your electronic medical
record. It can be accessed when — and if — it’s
needed by your medical team at Intermountain
facilities. See the back of this booklet to learn
how to send your advance directive form to
Intermountain for storage.

What if I change my mind?
You can change or revoke (cancel) your advance directive
form at any time.
• If you’ve completed a new advance directive form, make

sure to replace any copies you’ve shared with others. If
you’ve stored a copy with Intermountain, send in the
updated form. Only the most recent directive will be used.
• If you want to cancel your advance directive entirely,

tear up the original and any copies you’ve shared with
others. If you’ve stored a copy with Intermountain,
either send in an updated form or send a signed letter
stating that you want to cancel your directives.

How can I learn more?
Ask your nurse or doctor for more information about
advance directives. They can answer your questions and
help you identify the form that’s best for you in your
current stage of life. If you like, they can help you
complete (or update) an advance directive form. Also
see the resources on the back page of this booklet.

FORMS at-a-glance... continued

WHEN it takes effect...

WHO is involved in completing it... HOW to get one...

The Utah Advance Health Care
Directive takes effect only when
you can’t make medical decisions
for yourself for any reason.

You complete the Advance Health Care
Directive form. A witness needs to sign it.
See page 12 for detailed information on who
can be a witness to your form.

This booklet contains a blank
Utah Advance Health Care
Directive form on pages
13 to 16.
Additional blank forms are
available from your healthcare
provider and online at:
www.intermountainhealthcare.
org/advanceplanning

The POLST is an order for the
medical team. It takes effect
immediately — as soon as it’s
completed and signed.

To complete a POLST, you (or someone
speaking for you) must work closely with
members of your medical team.

This booklet contains a
sample view of the POLST
form on page 17 and 18.

See page 12 for details.

Your medical team can help
you obtain and complete
an official POLST form
if necessary.

ADVANCE CARE PLANNING
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Details about the Utah forms
Pages 13 to 16
contain a blank
Utah Advance
Health Care
Directive form
for your use.

Utah Advance Healthcare Directive
(Pursuant to Utah Code Section 75-2a-117, effective 2008)
This form contains no modifications from the statutory form.

Part I:

Allows you to name another the person to make health care decisions for you when you cannot
make decisions or speak for yourself.

Part II:

Allows you to record your wishes about health care in writing.

Part III:

Tells you how to revoke or change this directive.

Part IV:

Makes your directive legal.

My Personal Information
Name: ______________________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone:

(_______) _____________________ Cell Phone: (_______) _____________________

Birth Date:

____________________________

Part I: My Agent (Health Care Power of Attorney)
A: No Agent
If you do not want to name an agent, initial the box below, then go to Part II; do not name an agent in B or C below. No one can force you to name an agent.
I do not want to choose an agent.
B: My Agent
Agent’s Name: _______________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone:

(_______) _____________________ Cell Phone: (_______) _____________________

Birth Date:

____________________________

C: My Alternate Agent
This person will serve as your agent if your agent, named above, is unable or unwilling to serve.
Agent’s Name: _______________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone:

(_______) _____________________ Cell Phone: (_______) _____________________

Birth Date:

____________________________

Page 1 of 4

The Utah Advance Health Care Directive
PURSUANT TO SECTION 75-2A-117, UTAH CODE ANNOTATED (UCA)
A Utah Advance Health Care Directive is a legal document that allows you to identify a
healthcare agent, the person you want to make healthcare decisions for you if you can’t
make or express them yourself. The form can also give your healthcare agent or medical
team the right to withhold or withdraw life-sustaining treatments in certain circumstances,
which you can identify on the form.
The Advance Health Care Directive is a very flexible document. You can fill
out some or all parts of the form. For example, you may choose not to name a
healthcare agent, but use the form only to record your wishes for life-sustaining treatment.
Or you may choose to only name an agent. On the form you can specify which powers
you do or don’t want your agent to have. You also may choose to have your healthcare
agent have some powers today while you can speak for yourself. Or you may choose to
only permit your agent to have powers when you are not able to speak for yourself.

If you choose to complete
the form:
• Keep the original in a safe

place that is easy to get to.
(You probably should NOT
lock it away in a safety
deposit box.)

NOTE: The Advance Health Care Directive is not a general or limited power of
attorney to be used for financial transactions. However, it may be used by your
healthcare agent to obtain information on your behalf, such as medical records
and healthcare billing and payment information.

• Share copies of your directive

in the ways described on the
back of this booklet.

Who is involved in filling it out?
• You fill in the blanks in Parts I and II. In Part IV, you must sign and date the
form while a witness watches.
• A witness must watch you sign the form and then sign the form in Part IV.
A witness can be anyone who is at least 18 years old and is:
–
–
–
–

Pages 17 and 18
offer a sample
view of the
POLST form.

Utah Department of Health Bureau of Emergency Medical Services
Departamento de Salud de Utah Oficina de Servicios Médicos de Emergencia

Physician Order for Life Sustaining Treatment
Orden médica para tratamientos que mantienen la vida
Utah Life with Dignity Order
Ordenanza “Vida con Dignidad” de Utah
Version 2 - 9/09

State of Utah Rule R432-31
Regla R432-31 del Estado de Utah
(http://health.utah.gov/hﬂcra/forms.php)
This is a physician order sheet based on patient wishes and
medical indications for life-sustaining treatment. Place this
order in a prominently visible part of the patient’s record.
Both the patient and the physician must sign this order (two
physicians must sign if the patient is a minor child). When the
patient’s condition makes this order applicable, ﬁrst follow this
order, and then, if necessary, contact the signing physician.

Esta es una hoja de orden médica basada en los deseos del
paciente y las indicaciones médicas para mantener la vida.
Coloque esta orden en un lugar muy visible con la historia clínica
del paciente. Tanto el paciente como el médico deben ﬁrmar esta
orden (dos médicos deben ﬁrmar la orden si el paciente es un
menor de edad). Cuando la condición médica del paciente haga
necesario el uso de esta orden, primero siga esta la orden y luego,
si es necesario, póngase en contacto con el médico que ﬁrmó
la orden.

Last Name of Patient:

First Name/Middle Initial:
Nombre/Inicial del segundo nombre:

Date of Birth:
Fecha de nacimiento:

Effective Date of this Order:
Fecha de entrada en vigor de esta orden:

Nombre del médico:

Physician’s phone:
Teléfono del médico:

(IF NOTHING IN A SECTION IS CHECKED, CAREGIVERS SHOULD PROVIDE THE FULLEST TREATMENT DESCRIBED IN THAT
SECTION UNLESS THAT TREATMENT DIRECTLY CONFLICTS WITH A TREATMENT CHECKED IN ANOTHER SECTION)
(SI EN LA SECCION A NO HAY NADA MARCADO, EL PROVEEDOR DE SALUD DEBERA PROVEER TODO EL TRATAMIENTO DESCRITO EN
ESA SECCION A MENOS QUE EL TRATAMIENTO ENTRE EN CONFLICTO DIRECTO CON UN TRATAMIENTO MARCADO EN OTRA SECCION)

Section A

Treatment options when the patient has no pulse and is not breathing:
___ Attempt to resuscitate

Oral (spoken) directives are also legal. You can tell a witness your wishes and have
the witness use the form to record them and the circumstances.

Apellido del paciente:

Physician’s name:

Check one

NOT related to you by blood or by marriage
NOT the healthcare agent you have named in the form
NOT responsible for your healthcare, either financially or as a caregiver
NOT someone who will benefit financially from your death (for example,
a beneficiary of your life insurance policy or an heir)

___ Do not attempt or continue any resuscitation (DNR)

The Physician Order for Life Sustaining
Treatment (POLST or Life with Dignity Order)

Other instructions or clariﬁcation: _______________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

Sección A
Marque uno

Opciones de tratamiento cuando el paciente no tiene pulso y no esta respirando:
___ Intente resucitar

____ No intente ni continúe ninguna maniobra de resucitación (DNR)

Otras instrucciones o clariﬁcaciones:_____________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

STATE OF UTAH RULE R432-31

IHCPOD803/12-09

If you have a POLST:
• Keep the original POLST
form at home, in a visible or
expected place. Consider posting
it on the refrigerator or on the
wall over your bed. If the
POLST relates to a minor, it’s
recommended to keep it in the
EMS-C tube on the top shelf of
the door inside the refrigerator.
• Share copies of your directive
in the ways described on the
back of this booklet.

The POLST is a set of instructions (orders) for your doctors and other medical caregivers.
The POLST specifies your wishes for life-sustaining treatment and other types of care.
It is a transferable form, meaning that the instructions apply no matter where you’re
cared for — hospital, home, skilled nursing facility, or hospice.

Who is involved in filling it out?
Before signing and dating the POLST, you or someone speaking for you must work
closely with medical providers:
• A medical care provider such as a nurse, doctor, social worker, nurse practitioner
or physician assistant may talk with you to explain and prepare the POLST. This person
must also sign the form in section F.
• A doctor or other licensed medical practitioner (for example, a physician assistant
or advanced practice nurse) must also review the form and sign it in section F. Note that
this person could also be the person who prepares the form in consultation with you,
as described above.

Note that if the POLST relates to a minor (person younger than 18 years), it must be signed
by a parent or guardian and two care providers.
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Utah Advance Health Care Directive
(Pursuant to Utah Code Section 75-2a-117, effective 2009 )*

Part I:

Allows you to name another person to make health care decisions for you when you
cannot make decisions or speak for yourself.
Part II: Allows you to record your wishes about health care in writing.
Part III: Tells you how to revoke or change this directive.
Part IV: Makes your directive legal.

My Personal Information
Name: ______________________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Telephone: (_______) _____________________ Cell Phone: (_______) _____________________
Birth Date: ____________________________

Part I: My Agent (Health Care Power of Attorney)
A. No Agent
If you do not want to name an agent, initial the box below, then go to Part II; do not name an agent in B
or C below. No one can force you to name an agent.
I do not want to choose an agent.
B. My Agent
Agent’s Name: _______________________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Home Phone: (_______) _____________________ Cell Phone: (_______) _____________________
Work Phone: (_______) _____________________
C. My Alternate Agent
This person will serve as your agent if your agent, named above, is unable or unwilling to serve.
Alternate Agent’s Name: _______________________________________________________________
Street Address: _______________________________________________________________________
City, State, Zip Code: _________________________________________________________________
Home Phone: (_______) _____________________

Cell Phone: (_______) _____________________

Work Phone: (_______) _____________________

*50000*
Advan Dir 50000
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Part I: My Agent (continued)
D. Agent’s Authority.
If I cannot make decisions or speak for myself (in other words, after my physician or another authorized provider finds that I
lack health care decision making capacity under Section 75-2a-104 of the Advance Health Care Directive Act), my agent has
the power to make any health care decision I could have made such as, but not limited to:
• Consent to, refuse, or withdraw any health care. This
may include care to prolong my life such as food and
fluids by tube, use of antibiotics, CPR (cardiopulmonary
resuscitation), and dialysis, and mental health care, such
as convulsive therapy and psychoactive medications.
This authority is subject to any limits in paragraph F
of Part I or in Part II of this directive.

• Hire and fire health care providers.
• Ask questions and get answers from health care providers.
• Consent to admission or transfer to a health care provider
or health care facility, including a mental health facility,
subject to any limits in paragraphs E or F of Part I.
• Get copies of my medical records.
• Ask for consultations or second opinions.

My agent cannot force health care against my will, even if a physician has found that I lack health care decision making capacity.

E. Agent’s authority when I can speak for myself.
Complete this section ONLY IF you want your Agent to have authority to access your health care records starting today.
Otherwise, your Agent may only access your health records if you can’t speak for yourself, as explained in Section D above.
My agent has the powers below ONLY IF I initial the “yes” option that precedes the statement. I authorize my agent to:
Medical Records
____ YES Access all my medical records; OR
____ YES Access my medical records for the treatment
dates of______________ to______________ ; and
____ YES Access my sensitive medical information which
includes any mental health treatment, psychological
testing, addiction treatment, treatment for HIV or
sexually transmitted diseases.
____ YES Other (please specify) ______________________
__________________________________________.

Health Care Financial Records
____ YES Access all my health care financial, billing
and payment records; OR
____ YES Access my healthcare financial, billing and
payment records for the treatment dates
of______________ to______________.
____ YES Other (please specify) ______________________
__________________________________________
__________________________________________.

F. Other Authority Including Limits/Expansion of Authority.
My agent has the powers and limitations below ONLY IF I initial the “yes” option that precedes the statement. I authorize
my agent to:
____ YES Admit me to a licensed health care facility, such as a hospital, nursing home, assisted living, or other facility
for long-term placement other than convalescent or recuperative care.
____ YES I wish to limit or expand the powers of my health care agent as follows: ______________________________
___________________________________________________________________________________

G. Nomination of Guardian
Even though appointing an agent should help you avoid a guardianship, a guardianship may still be necessary. Initial the
“YES” option if you want the court to appoint your agent or, if your agent is unable or unwilling to serve, your alternate
agent, to serve as your guardian, if a guardianship is ever necessary.
____ YES ____ NO I, being of sound mind and not acting under duress, fraud, or other undue influence, do hereby
nominate my agent, or if my agent is unable or unwilling to serve, I hereby nominate my alternate
agent, to serve as my guardian in the event that, after the date of this instrument, I become incapacitated.

H. Consent to Participate in Medical Research
____ YES ____ NO I authorize my agent to consent to my participation.

I. Organ Donation
____ YES ____ NO If I have not otherwise agreed to organ donation, my agent may consent to the donation of my organs
for the purpose of organ transplantation.

Name: ______________________________________________
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Part II: My Health Care Wishes (Living Will)
I want my health care providers to follow the instructions I give them when I am being treated, even if my instructions conflict
with these or other advance directives. My health care providers should always provide health care to keep me as comfortable
and functional as possible.
Choose only one of the following options, numbered Option 1 through Option 4, by placing your initials before the numbered
statement. Do not initial more than one option. If you do not wish to document end-of-life wishes, initial Option 4. You may
choose to draw a line through the options that you are not choosing.

Option 1
I choose to let my agent decide. I have chosen my agent carefully. I have talked with my agent about my
health care wishes. I trust my agent to make the health care decisions for me that I would make under the
circumstances.

Initial
Additional comments:

Option 2
I choose to prolong life. Regardless of my condition or prognosis, I want my health care team to try to
prolong my life as long as possible within the limits of generally accepted health care standards.
Initial
Additional comments:

Option 3

Initial

I choose not to receive care for the purpose of prolonging life, including food and fluids by tube, antibiotics,
CPR, or dialysis being used to prolong my life. I always want comfort care and routine medical care that will
keep me as comfortable and functional as possible, even if that care may prolong my life.
If you choose this option, you must also choose either (a) or (b), below

Initial

(a) I put no limit on the ability of my health care provider or agent to withhold or withdraw lifesustaining care.

Initial

(b) My health care provider should withhold or withdraw life-sustaining care if at least one of the
initialed conditions is met:
I have a progressive illness that will cause death

If you
selected
(a), above,
do not
choose any
options
under (b).

I am close to death and am unlikely to recover
I cannot communicate and it is unlikely that my condition will improve
I do not recognize my friends or family and it is unlikely that my condition will improve
I am in a persistent vegetative state

Additional comments:

Option 4
I do not wish to express preferences about health care wishes in this directive.

Initial
Additional comments

Name: ______________________________________________
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Part II: My Health Care Wishes (continued)
Additional instructions about your health care wishes:
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
If you do not want emergency medical service providers to provide CPR or other life sustaining measures, you must work with a
physician or APRN to complete an order that reflects your wishes on a form approved by the Utah Department of Health.

Part III: Revoking or Changing a Directive
I may revoke or change this directive by:
i
i
i

i

Writing “void” across the form, burning, tearing, or otherwise destroying or defacing this document or directing another
person to do the same on my behalf;
Signing a written revocation of the directive, or directing another person to sign a revocation on my behalf;
Stating that I wish to revoke the directive in the presence of a witness who: is 18 years of age or older; will not be
appointed as my agent in a substitute directive; will not become a default surrogate if the directive is revoked; and signs
and dates a written document confirming my statement; or
Signing a new directive. (If you sign more than one Advance Health Care Directive, the most recent one applies.)

Part IV: Making My Directive Legal
I sign this directive voluntarily. I understand the choices I have made and declare that I am emotionally and mentally competent
to make this directive. My signature on this form revokes any living will or power of attorney form naming a health care agent
that I have completed in the past.
______________________________
Date

__________________________________________________________________
Signature
________________________________________________
City, County, and State of Residence

I have witnessed the signing of this directive, I am 18 years of age or older, and I am not:
1. Related to the declarant by blood or marriage;
2. Entitled to any portion of the declarant's estate according to the laws of intestate succession of any state or jurisdiction or
under any will or codicil of the declarant,
3. A beneficiary of a life insurance policy, trust, qualified plan, pay on death account, or transfer or death deed that is held,
owned, made, or established by, or on behalf of, the declarant;
4. Entitled to benefit financially upon the death of the declarant;
5. Entitled to a right to, or interest in, real or personal property upon the death of the declarant;
6. Directly financially responsible for the declarant's medical care;
7. A health care provider who is providing care to the declarant or an administrator at a health care facility in which the
declarant is receiving care; or
8. The appointed agent or alternate agent.
_________________________________________________
Signature of Witness

_________________________________________________
Printed Name of Witness

_________________________________________________
Street Address

______________________ _________ _____________
City
State
Zip

If the witness is signing to confirm an oral directive, describe below the circumstances under which the directive was made.
________________________________________________________________________________________________________
________________________________________________________________________________________________________

Name: ______________________________________________
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Utah Department of Health
Bureau of Health Facility Licensing, Certification and Resident Assessment

Physician Order for Life Sustaining Treatment
Utah Life with Dignity Order
Version 2 – 9/09

State of Utah Rule R432-31
(http://health.utah.gov/hflcra/forms.php)
This is a physician order sheet based on patient wishes
and medical indications for life-sustaining treatment. Place
this order in a prominently visible part of the patient’s
record. Both the patient and the physician must sign this
order (two physicians must sign if the patient is a minor
child). When the patient’s condition makes this order
applicable, first follow this order, and then, if necessary,
contact the signing physician.

Physician’s Name:
Physician’s Phone:
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(IF NOTHING IN A SECTION IS CHECKED, CAREGIVERS SHOULD
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LD PROVIDE THE FULLEST
F
FULL
FULLES TREATMENT DESCRIBED IN THAT
TS
S WITH A TRE
SECTION UNLESS THAT TREATMENT DIRECTLY CONFLICTS
TREATMENT CHECKED IN ANOTHER SECTION)

Section A
Check one

Treatment options when the patient has no pulse and is not breathing:
___ Attempt to resuscitate

____ Do not attempt or continue any resuscitation (DNR)

Other instructions or clarification:____________________________________________________

_________________________________________________________________
_________________________________________________________________
Section B
Check one

Treatment options when the patient has a pulse and is breathing:
___ Comfort measures only: Oral and body hygiene; reasonable efforts to offer food and fluids
orally; medication, oxygen, positioning, warmth, and other measures to relieve pain and suffering.
Provide privacy and respect for the dignity and humanity of the patient. Transfer to hospital only if
comfort measures can no longer be effectively managed at current setting.
___ Limited additional interventions: Includes care above. May also include suction, treatment of
airway obstruction, bag/valve/mask ventilation, monitoring of cardiac rhythm, medications, IV fluids.
Transfer to hospital if indicated, but no endotracheal intubation or long-term life support
measures.
Other instructions or clarification:_________________________________________________

_________________________________________________________________
___ Full treatment: Includes all care above plus endotracheal intubation, defibrillation/cardioversion,
and any other life sustaining care required.
If necessary, transfer to (hospital name): _____________________________________________
Other Instructions or clarification:____________________________________________________

_________________________________________________________________
_________________________________________________________________
Section C
Check all
that apply

Antibiotics:
___ No antibiotics
___ Antibiotics may be administered

(Comfort measures are always provided)

Other Instructions or clarification:________________________________________________

______________________________________________________________

ADVANCE CARE PLANNING

17

Section D
Check all
that apply

Artificially administered fluid and nutrition:

(Comfort measures are always provided)

Feeding Tube:
___ No feeding tube
___ Defined trial period of feeding tube
___ Long-term feeding tube

IV Fluids:
___ No IV fluids
___ Defined trial period of IV fluids
___ IV Fluids

Other Instructions or Clarification:____________________________________________________
_______________________________________________________________________________
Section E
Check all
that apply

Section F

Discussed with:
___ Patient / Parent(s) of Minor Child
___ Surrogate (source of legal authority, name, and phone number):
_______________________________________________________________________________
___ Other (name and phone number): ________________________________________________

Patient preferences to guide physician in ordering life-sustaining treatment
I have given significant thought to life-sustaining treatment. Please see the following for more
information about my preferences:
Advance Directive
___ no ___ yes
Other: ________________________________________________________________________
I have expressed my preferences to my physician or health care provider(s) and agree with the
treatment order on this document. Please review these orders if there is a substantial permanent
change in my health status, such as:

Close to death
Advance progressive illness
Improved condition
Permanently unconscious
Extraordinary suffering
Surgical procedures
Brief summary of medical condition and brief explanation of treatment choice:

____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Signature of person preparing form (if
not patient’s physician)

Print name and phone number
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Patient, Parent, or Surrogate signature
gnature
nature

Print
Prin name and phone number
P

Date prepared:

Date signed:

D
Date signed:

Date signed:

Date signed:

Review and Change to Life with Dignity Order
Review this form whenever any of the following happen:
1. The patient is transferred from one care setting to another;
2. The patient’s health status changes substantially and permanently; or
3. The patient’s treatment preferences change.
If the patient or the patient’s surrogate changes the treatment preferences in this order, complete a new form and place
it in the patient’s medical record. This form is valid for both adult and pediatric patients
A COPY OF THIS FORM MUST ACCOMPANY THE PATIENT WHEN TRANSFERRED OR DISCHARGED
(INCLUDING TRANSFERS TO HOSPITAL EMERGENCY DEPARTMENTS)
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Glossary of Terms Used in Advance Care Planning
Knowing the medical and legal terms below will help you make your
advance care plans.
Advance directives: legal documents that express your
wishes for healthcare in the event that you can’t make
or share medical decisions for yourself. There are several
different advance directive forms. A blank Utah Advance
Health Care Directive form is included in this booklet.
Artificial nutrition and hydration (also called tube
feeding): adds to or replaces ordinary eating and drinking
by giving nutrients and fluids through a tube placed into
the stomach, the upper intestine, or a vein.
Chronic (or persistent) vegetative state: ongoing
unconsciousness or lack of awareness caused by serious
brain damage. People in a vegetative state may breathe
on their own and make noises and movements, but they
can’t communicate, recognize loved ones, or respond
to talk or touch. With artificial nutrition and hydration
and other care, a person may live for many years in a
vegetative state.
Dialysis: a treatment to clean the blood when the
kidneys aren’t working well. Dialysis is done in different
ways, but always requires several hours. Patients with
chronic (long-lasting) kidney failure must have dialysis
frequently — from 3 to 7 times weekly — usually for
the rest of their lives.
Do-Not-Resuscitate (DNR) order: a written order
stating that healthcare providers should not try to restart
a patient’s breathing or heartbeat. A DNR order is written
at the request of the patient (or the patient’s family or
healthcare agent), but must be signed by a doctor.
Healthcare agent: the person you designate to make
medical decisions for you if, at some time in the future,
you can’t make them yourself. Your agent can make
decisions any time you lose the ability to make a
medical decision.

Hospice care: supportive care offered to patients who
are expected to live 6 months or less. Hospice care does
not aim to treat disease or prolong life. Rather, it aims
to provide the highest quality of life for whatever time
remains. Hospice strives to keep patients comfortable and
free of pain and to meet their unique spiritual, emotional,
and social needs. You, your family, and your doctor decide
together if and when hospice care should begin and where
you should receive it (at home or in a facility).
Intubation: putting a tube through the mouth or nose
into the trachea (windpipe). This treatment helps breathing
by keeping the airway open.
Life-sustaining treatments (also called life support
treatments): treatments that replace or support basic
bodily functions. Examples include CPR (cardiopulmonary
resuscitation), mechanical ventilation, artificial nutrition
and hydration, and dialysis.
Mechanical ventilation: using a machine called a
ventilator (or respirator) to force air into the lungs of a
person who can’t breathe on his or her own.
Palliative care: team-based treatment that focuses on
improving a patient’s quality of life and controlling pain
and other symptoms of illness. Palliative care be used
alone or given in support of medical care that aims to
treat disease.
Prognosis: the prospect of a person’s survival and
recovery, based on the usual course of the disease and the
specific circumstances of the person.
Resuscitation: restarting a person’s heart or breathing.
This can sometimes be accomplished by an attempt at
CPR (cardiopulmonary resuscitation), and may involve
a machine that shocks the heart, or a tube that helps
breathing (intubation).
Terminal illness: an illness or condition that can’t be
cured and is expected to end the person’s life.
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Where to learn
more about advance care planning
and advance directives...

Intermountain Healthcare
• Talk to your doctor, nurse, or other healthcare

provider
• Toll-free call 1-800-442-4845 at any time to be

referred to someone who can help with advance
care planning
• Visit this website:

www.intermountainhealthcare.org/
advanceplanning

End-of-Life Care Partnership
• Website: www.carefordying.org

Caring Connections
From the National Hospice and Palliative Care
Organization, NHPCO
• Website: www.caringinfo.org
• Toll-free phone number:

1-800-658-8898 (HelpLine)
1-877-658-8896 (en español: Cuidando con Cariño)

Physician Orders for
Life-Sustaining Treatment
From the Center for Ethics in Healthcare
• Website: www.polst.org

How to share
an advance directive form...
If you’ve completed an advance directive, keep
the original form. But be sure to share a copy of
your advance directive with others. Here’s how:
• Bring a copy with you any time you are admitted

to the hospital or another care facility, or any time
you are transferred from one facility to another.
• Give a copy to your loved ones, your healthcare

agent (if you have one), and to your doctor.
• Send a copy to Intermountain if you’d like

your advance directive stored in your
electronic medical record. If it’s ever needed,
your form can be accessed by your Intermountain
medical team. If your wishes change, complete a
new form and provide a new copy to Intermountain.
Use the contacts below.

Mail a copy to:
Advance Directive at Intermountain Healthcare
PO Box #70539
Salt Lake City, UT 84170
FAX a copy to:
801-442-0484
attn: Advance Directive at Intermountain
Email a copy (as an attached document) to:
advance.directive@imail.org
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