
Advance
Healthcare
Declaration
(Living W

ill)

Consum
er Legal

Inform
ation Pam

phlets 

by the

P ENNSYLVANIAB
AR

ASSOCIATION

PPeennnnssyyllvvaanniiaa  AAddvvaannccee  DDiirreeccttiivvee  ffoorr  HHeeaalltthh  CCaarree  AAcctt  SSaamm
ppllee  DDeeccllaarraattiioonn

I, (fill in your full nam
e), being of sound m

ind, willfully and voluntarily m
ake this declaration to be followed if I

becom
e incom

petent. This declaration reflects m
y firm

 and settled com
m

itm
ent to refuse life-sustaining treatm

ent under the
circum

stances indicated below.
I direct m

y attending physician to withhold or withdraw life-sustaining treatm
ent that serves only to prolong the process

of m
y dying, if I should be in a term

inal condition or in a state of perm
anent unconsciousness.

I direct that treatm
ent be lim

ited to m
easures to keep m

e com
fortable and to relieve pain, including any pain that m

ight
occur by withholding or withdrawing life-sustaining treatm

ent.
In addition, if I am

 in the condition described above, I feel especially strong about the following form
s of treatm

ent:
I ( ) do ( ) do not want cardiac resuscitation.
I ( ) do.( ) do not want m

echanical respiration.
I ( ) do ( ) do not want tube feeding or any other artificial or invasive form

 of nutrition (food) or hydration (water).
I ( ) do ( ) do not want blood or blood products.
I ( ) do ( ) do not want any form

 of surgery or invasive diagnostic tests.
I ( ) do ( ) do not want kidney dialysis.
I ( ) do ( ) do not want antibiotics.
I realize that if I do not specifically indicate m

y preference regarding any of the form
s of treatm

ent listed above, I m
ay

receive that form
 of treatm

ent.
Other instructions:

I () do () do not want to designate another person as m
y surrogate to m

ake m
edical treatm

ent decisions for m
e if I

should be incom
petent and in a term

inal condition or in a state of perm
anent unconsciousness. Nam

e and address of surro-
gate (if applicable):

Nam
e and address of substitute surrogate (if surrogate designated above is unable to serve):

I () do () do not want to m
ake an anatom

ical gift of all or part of m
y body, subject to the following lim

itations, if any:

I m
ade this declaration on the

day of
(m

onth and year).
Declarant’s signature:
Declarant’s address:

The declarant or the person on behalf of and at the direction of the declarant knowingly and voluntarily signed this writing
by signature or m

ark in m
y presence.

W
itness’ signature:

W
itness’ address:

W
itness’ signature:

W
itness’ address:

Special Note: This pam
phlet has been issued to inform

 and not to advise. It is based on Pennsylvania law. The statem
ents are general, and individual facts in a given case m

ay
alter their application or involve other laws not referred to here.

This pam
phlet has been m

ade available to
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for a list of other pam
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CAN I CHANGE OR REVOKE
THE DOCUM

ENTS?
Your advance health care declaration m

ay be changed or
revoked by you at any tim

e, regardless of your physical or
m

ental condition, either in writing or m
erely by telling your

attending physician or other person of your wishes, even if
you are in a health care institution.

You can also change your power of attorney at any tim
e

by notifying your agent or health care provider of your deci-
sion. It is best to notify them

 in writing and to destroy the
original docum

ents. Notify your lawyer to assist you in prop-
erly handling the docum

ents. Be sure to talk to everyone con-
cerned about any changes and that the m

ost current versions
of your docum

ents are in your m
edical and legal files.

HOW
 CAN I LOCATE AN

ATTORNEY?
To locate an attorney, call the Pennsylvania Bar

Association Lawyer Referral Service toll free at 800-692-7375,
or 717-238-6807. M

ost counties have this sam
e service at the

local level. Check your yellow pages under “attorneys” for
m

ore details.



W
HAT IS AN ADVANCE

HEALTH CARE DECLARATION?
Also known as a living will, this docum

ent is a written
statem

ent that allows you to retain control over whether or not
your life should be prolonged by the use of artificial m

eans in
a case where you are incom

petent and have a term
inal condi-

tion or are perm
anently unconscious. The statem

ent tells your
fam

ily and friends of your wishes and instructs your doctor
and other health care providers whether or not to m

edically
prolong the process of your dying or keep you in a state of
perm

anent unconsciousness, with no hope of recovery. It is to
be followed if you are unable to provide instructions at the
tim

e the m
edical decisions need to be m

ade and allows you to
authorize the withholding or withdrawal of all treatm

ent and
procedures.

Your declaration should contain specific directions
describing the kinds of life-sustaining m

edical treatm
ents and

procedures you wish to be either initiated, continued, withheld
or withdrawn, such as those listed in the Pennsylvania Advance
Directive for Health Care Act’s sam

ple declaration.
Pennsylvania law also provides that your desire to withhold or
withdraw m

edical treatm
ent is not to be considered suicide,

euthanasia or hom
icide.

W
HO M

AY M
AKE A HEALTH

CARE DECLARATION?
Any individual who is of sound m

ind and at least 18 years
of age, or who has graduated from

 high school or is m
arried,

m
ay m

ake and sign a declaration. This person is called the
“declarant.” The declarant m

ay also direct another person to
sign the declaration on his/her behalf. Two adults m

ust wit-
ness the signing, however, an individual who has signed the
declaration on behalf of the declarant m

ay not sign as a wit-
ness. A living will does not need to be notarized.

W
HAT SHOULD I INCLUDE IN

M
Y DECLARATION?
You should refer to the sam

ple and consult with your
physician or other health care providers to learn what kinds of
m

edical treatm
ents and procedures can be included in your

declaration. You should also consult with a lawyer to be sure
that your declaration is legally binding and includes all neces-
sary inform

ation.

W
HEN IS A DECLARATION

USED?
Your declaration becom

es effective and can be used only
after your attending physician m

akes a written diagnosis that
you are incom

petent and either in a term
inal condition or in a

perm
anent state of unconsciousness. This diagnosis m

ust then
be confirm

ed in writing by a second physician.

M
UST A PHYSICIAN

COM
PLY?

No. However, if a physician or health care provider is
unwilling or cannot in good conscience com

ply with your pro-
visions, he/she m

ust m
ake every reasonable effort to assist in

transferring you to another physician or health care provider
who will com

ply. Be sure to discuss your living will with all of
your physicians so they will be aware of your wishes.

W
ILL M

Y INSURANCE BE
AFFECTED?

Under the law, a declaration cannot affect any life insur-
ance policy or health care insurance coverage. You cannot be
required to write a declaration in order to buy or keep insur-
ance, and it cannot affect your insurance rates.

W
HAT IF I AM

 PREGNANT?
Life-sustaining treatm

ent, including nutrition and hydra-
tion, m

ust be given to a pregnant wom
an who is incom

petent
and either term

inally ill or in a perm
anent state of uncon-

sciousness, regardless of whether she has a living will, unless
an attending physician and obstetrician find that such treat-
m

ent: 1) will not ensure a live birth; 2) is physically harm
ful

to the pregnant wom
an; or 3) causes pain to the wom

an
which cannot be alleviated by m

edication.
If an incapacitated pregnant wom

an is kept alive by life-
sustaining treatm

ent, the Com
m

onwealth of Pennsylvania will
pay her expenses, whether or not she has a living will.

M
UST I USE THE SAM

PLE
FORM

?
It is not necessary to use the sam

ple form
. However,

keep in m
ind that your declaration should be detailed as to

specific m
edical treatm

ent and procedures that you would or
would not want. The three m

ost im
portant questions to ask

yourself when m
aking a declaration are: 1) what m

edical
treatm

ent do I want to receive or refuse; 2) what other
instructions do I want to leave regarding m

y care; and 3) do I
wish to nam

e a surrogate?
Consult with your physician and lawyer to help you m

ake
your declaration specific and com

plete.

CAN SOM
EONE ELSE M

AKE
DECISIONS FOR M

E?
Yes. The Advance Directive for Health Care Law perm

its
you to nam

e a “surrogate” and a substitute surrogate to m
ake

m
edical treatm

ent decisions for you if you should ever
becom

e incom
petent and either in a term

inal condition or
perm

anently unconscious.
The preferred procedure is to m

ake your wishes known
in a written declaration. You m

ight then want to nam
e a surro-

gate and instruct him
/her to m

ake sure that your written wish-
es are carried out. Also, be sure that the people you nam

e as
surrogates are willing to fill this role and understand your
preferences and desires.

W
HAT IS A HEALTH CARE

POW
ER OF ATTORNEY?

A health care power of attorney is a written docum
ent

authorizing som
eone you nam

e as your agent to m
ake health

care decisions for you, in the event that you are unable to
speak for yourself or m

ake your own decisions.
It is sim

ilar to a surrogate in a living will. However, it
pertains to all m

edical situations, not only those involving ter-
m

inal conditions or perm
anent unconsciousness. The docu-

m
ent m

ay also contain instructions or guidelines you want
your agent to follow. A health care power of attorney is a form
of durable power of attorney and m

ust be properly written to
authorize your agent to m

ake health care decisions for you.
You should consult with your attorney as to the proper prepa-
ration of a health care power of attorney.

W
hile the use of an advance health care declaration is

lim
ited to decisions about life-sustaining procedures in the

event of term
inal illness or perm

anent unconsciousness, a
health care power of attorney establishes a person to act as
your agent in all health care decisions. Therefore, both docu-
m

ents are im
portant in m

aking sure your health care wishes
are carried out in the event that you cannot speak for yourself.

W
HAT SHOULD I DO W

ITH
M

Y SIGNED DOCUM
ENTS?

Copies of your signed and witnessed declaration and
power of attorney should be given to your physician, fam

ily,
friends, clergy, lawyer and your surrogates. They should be
held in safekeeping, preferably with your attorney, until such
tim

e that they have to be used. This will prevent their unautho-
rized use.


