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Minnesota Health Care Directive 
 

This health care directive explains my treatment choices. It also names the health care agent(s) I choose to speak 
for me if I am not able to make decisions about my own health.  
This completed document will take place of any health care directives or health care power of attorney appointments 
completed in the past. This document does not apply to intrusive mental health treatments such as electroconvulsive 
therapy or neuroleptic medicines. 

Part 1: Personal Information 
Full name (first, middle, last):   
Date of birth:   
Address:   
Phone number:   

Part 2: Health Care Agent (Health Care Power of Attorney) 
A health care agent is a person you pick to make medical decisions for you if you are not able to. Your health 
care agent(s) should be 18 years of age or older and willing to: 

• Take on this role for you. 
• Understand your values, goals, and health care choices. 
• Follow your choices, even when they do not agree with them. 
• Make decisions for you during hard times. 

Choose one or two backup agents in case your primary agent is not available. 

A health care agent can be anyone in your life that you trust. You cannot have your health care provider, or an 
employee of your health care provider, be your health care agent. However, they can be if they are related to you by 
blood, marriage, legal domestic partnership or adoption. You may choose your health care provider or employee of 
your health care provider to be a health care agent only 1) if they have agreed to be your agent and 2) you provide a 
clear reason for your choice here such as being related to you.   

 

Primary Health Care Agent: 
Full name:     
Relationship to you:     
Address:     
Phone number: (H) (C) (W)  

Alternate Health Care Agent: 
Full name:     
Relationship to you:     
Address:     
Phone number: (H) (C) (W)  
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My health care agent has the following powers when I am not able to decide or communicate for myself: 

• Health care decisions: They can agree to, refuse, or cancel any medical treatments, including tests, 
medicines, surgeries, and tube feedings. They can also continue or stop treatments that have already 
started, based on my instructions. 

• Interpret instructions: They can interpret any instructions in my health care directive to their best 
understanding of my wishes, values, and beliefs. 

• Access to records: They can review and release my medical records and personal files as needed for my 
health care, in accordance with privacy laws. 

• Choose providers: They can decide which health care providers and organizations will give me care. 

• Living and care arrangements: They can choose where I live and receive care and support when those 
choices relate to my health care needs. 

Comments, instructions or restrictions you want your agent to follow on the above: 
 

 
Additional powers you can give your health care agent. Initial your choices that apply: 

Post-death decisions: My health care agent can follow my wishes about organ and tissue donation.     
Based on my instructions, decide on burial, cremation or memorial arrangements, including selecting the 
funeral home and final resting place. 
Continue as health care agent after relationship changes: I want the person I have chosen as my health 
care agent to continue to act on my behalf even if our marriage or domestic partnership is legally ending or 
has ended. 
Pregnancy decisions: If I am pregnant, I want my agent to make decisions about my pregnancy.       
This may include deciding to continue my pregnancy through delivery based on their understanding of my 
values, preferences, or instructions. 

Part 3: Health Care Preferences 
Think about your current health, quality of life, and personal values. Some people want to live as long as possible, 
while others value comfort and quality of life over medical treatments. 
 
My health care choices are as follows (options can be chosen beginning on the next page) 
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Life-Sustaining Treatments – Severe Permanent Brain Injury: 
If you have a health emergency where you need life-sustaining treatments (like a breathing machine or feeding 
tube), your health care team will do everything possible to keep you alive. However, if after testing it is determined 
you will no longer be able to recognize your loved ones, understand where you are, or be aware of yourself or your 
surroundings, the following choices will help guide your care. 
Please consider: How much would you be willing to go through for more time in a situation like this? Would you 
prefer to continue efforts to extend your life, or would your focus be on comfort and quality of life instead? 
Please initial the one option that best reflects your wishes in the case of severe permanent brain injury: 

Attempt to extend life if I have a severe permanent brain injury. 
I wish to continue all treatments to extend my life, even if it means living with severe impairments. This may 
include using a breathing machine or feeding tube. I understand these treatments may not lead to meaningful 
recovery or quality of life. 
Focus on comfort if I have a severe permanent brain injury. 
I wish to focus on comfort and quality of life, even if it means stopping treatments (like a breathing 
machine or feeding tube) that prolong life. I understand this may include transitioning to hospice care. 
Limited treatment or time trial if I have a severe permanent brain injury. 
I prefer a trial period of treatment to evaluate my response. After the trial, my condition should be 
reassessed. Decisions about further treatment should be based on my condition and my health care 
directive. 

Statement to my health care agent and health care team 
Please consider what is most important to me in this situation. My values and goals include: 

 

 
Life Sustaining Treatments – CPR (Cardiopulmonary Resuscitation): 
Cardiopulmonary resuscitation (CPR) is an emergency procedure that can be attempted when the heart and 
breathing have stopped. CPR may include hard and repeated pushing on the chest to make the blood circulate, 
medicines, electrical shocks (defibrillation), breathing support (breathing tube that may breathe for you), and 
hospitalization. CPR doesn’t work as well for people who have serious or chronic (long-term) diseases, impaired 
functioning, or those who are older. 
The choices you make about attempted CPR are based on your health today. You or your health care agent should 
discuss CPR with your health care team if your health changes in the future. 

 
Initial the one choice that fits your wishes best: 

I want CPR to be attempted if my heart or breathing stops. 

I want CPR to be attempted if my heart or breathing stops unless my doctor determines I have a medical 
condition that means I have no reasonable chance of survival or recovery. 
I don’t want CPR to be attempted. I want to allow a natural death if my breathing or heart has already 
stopped. (If you have decided against CPR, talk to your health care provider about medical orders,             
do not attempt resuscitation or DNAR, to support this choice). 
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Life Sustaining Treatments – Breathing Support Options: 
I would like the following choices if I am struggling to breathe or not able to breathe on my own. Please choose your 
preferences carefully. 

I want to attempt noninvasive methods first. An example is oxygen through a nose tube or a mask. 
 

 
Noninvasive Breathing Support First 
 

Initial the one choice that fits your wishes best: 
If noninvasive methods fail, I WANT to try using a breathing machine (ventilator). Please see my 
additional choices below. 
If noninvasive methods fail, I DO NOT WANT a breathing machine (ventilator). Instead, I want to 
focus on comfort and quality of life. 

 

 
Breathing Machine (Ventilator) Use – Temporary or Long-Term Decisions 
 

Initial the one choice that fits your wishes best: 
I want to try using a breathing machine short-term if my health care team believes there is a reasonable 
chance of recovery from an illness or injury. I define recovery as: 
 
 
I want to use a breathing machine short-term only to allow my loved ones to say goodbye, if possible.  
After that, I want the breathing machine removed to focus on comfort care. 
I do not want to be kept alive on a breathing machine for a long period of time. I want the breathing 
machine to be removed if my condition does not improve after a reasonable period. Even if that means it 
will result in my death. 
I want to try using a breathing machine if there is any chance for more time. Even if my chances of 
recovery are low. I understand this choice. It is important to me because: 

 

 

Additional Treatment Choices 
Including your thoughts and preferences for additional treatment choices can help guide your health care team and 
loved ones. It helps them understand your wishes. It also ensures that decisions made for you are in line with your 
values and goals. Use the space below to write out any more preferences you have for treatments. Some examples 
are tube feedings or pain management. 
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Part 4: What Matters Most to Me 
These questions will help your health care team understand what matters most to you as they care for you. 

• What does living well mean to you? What activities bring joy and meaning to your life? 
 
 

 

• Who or what helps you when you face hard times in life such as prayer, music, scripture reading or having 
those I love present? 

 
 

 

• If your health was to get worse, what are your most important goals? What are your hopes for your health? 
 
 

 

• If your health worsens and you are faced with a life limiting (terminal) condition, how much would you want to 
go through for the possibility of more time? 

 
 

 

• When would you want to stop life-extending treatments? Some examples are if I would never recognize my 
family, never return home, or need ongoing round-the-clock nursing care. 

 
 

 

• What would you want for comfort and support if you were nearing death? Some examples are family around 
me, clergy to pray with me, cultural or spiritual rituals. Where would you prefer to spend your final days? 

 

 
Religious and Spiritual Beliefs  
 

It is important to respect and honor your spiritual, cultural or religious beliefs and preferences, especially in important 
moments. 

 

I am of the   faith and am a member of, or attend services at   

faith community in (city and state)  . 
 
The contact person for my faith community is (name)   and they can be reached at  

(phone number)  . 
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• What is important for the people caring for you to know about your cultural or spiritual beliefs? 
 
 
 

• What thoughts or messages do you want to share with your health care agent or loved ones? 
 
 

 
Part 5: Organ Donation 
Organ donation is the process of giving an organ or part of an organ to another person to save or improve their life. 
 

Put your initials by the choice that fits your wishes best: 
I want to donate my eyes, tissues, and/or organs if able. 
o According to Minnesota Law, your health care agent may start and continue treatments or 

interventions needed to maintain your organs, tissues, and eyes until your donation is done. 
o If you have registered with LifeSource to be an organ donor, initial here:   
o If you want to be an organ donor, register at: life-source.org/register/. Make sure your wishes are 

also noted on your driver’s license or state ID when you apply for or renew it. 
o Arrangements need to be made ahead of time if you wish to donate your body for research.      

You can find out more at: med.umn.edu/research/anatomy-bequest-program/how-donate. 
o My specific wishes about organ donation (if any) are: 

 

 
I do not want to donate my eyes, tissues and/or organs. 

 
Part 6: Autopsy 
An autopsy is a medical exam of a body after death. It is done to help understand the cause of death, to give closure   
to families, or for medical research. 
Initial the choices that fit your wishes best: 

I want an autopsy. I want my health care agent to request an autopsy if it can help others understand the 
cause of death or help others with future health care decisions. 
I do not want an autopsy unless required by law. 
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Part 7: Signature and Witnesses 
You need a witness when you sign this health care directive for this document to be legal. Sign this document 
with a notary public or two witnesses. Each signature must be dated and all the dates for the signatures must match. 
I am of sound mind and age 18 or older. I agree with everything written in this document. I completed this health care 
directive document of my own free will. 

Your signature:  Date: 

If I cannot sign my name, I ask (print name)   to sign for me. 

Signature of the person I asked to sign for me Date:  
Statement of witnesses: I know this to be the person identified in this document. I believe this person to be of 
sound mind and at least 18 years old. I believe this person completed this document voluntarily. I personally 
witnessed this person signing this document. 
Option 1: Notary public: 
In my presence on   (date),  (name of person 
completing this health care directive) acknowledged their signature on this document or acknowledged that they 
authorized the person signing this document to sign on their behalf. I am not named as a health care agent or 
alternate health care agent in this document. 

In the state of Minnesota, County of: 
(where document is signed) 

Notary signature:    Notary stamp: 

My commission expires (date):  

Option 2: Witnesses: (If you use a notary, you do not need additional witnesses.) Must be age 18 or older and not 
appointed as the health care agent or alternative agent in this document. Only one witness can be a provider or an 
employee of the provider giving direct care on the date this document is signed. If a witness is an employee or 
provider giving care on this date, their initials are indicated here . 
Witness 1: 

Printed Full Name:  

Phone Number:  

Signature:   Date: 

Witness 2: 

Printed Full Name:  

Phone Number:  

Signature:  Date: 

Notary stamp: 
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Part 8: Next Steps 
To ensure your most current health care directive is followed, give copies to: 

• Your health care agent(s): Provide a copy to the person(s) you have chosen to make health care decisions 
for you. Continue to have conversations with them about your wishes. 

• Health care providers: Share a copy with your provider and any health system or facility where you receive 
care. 

• People who matter: Give copies to your family members, close friends or anyone else that may be involved 
if you have a serious illness or injury. 

Your preferences for care might change as life circumstances change. It’s important to continue to have 
conversations with your health care agents and health care team so your current wishes are honored.  

Review and update your health care directive from time to time if: 

• Your goals and choices for your care change. 

• Your health declines. 

• You are diagnosed with a new serious illness. 

• Your relationships change or someone passes away (especially a health care agent). 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated GRACoL 2006 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.6
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Preserve
  /UsePrologue true
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /None
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.08333
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.08333
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ()
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        72
        72
        72
        72
      ]
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName (Coated GRACoL 2006 \(ISO 12647-2:2004\))
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers true
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed true
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [801.000 1224.000]
>> setpagedevice


	Full name first middle last: 
	Date of birth: 
	Address: 
	Phone number: 
	reason for your choice here such as being related to you 1: 
	reason for your choice here such as being related to you 2: 
	Full name: 
	Relationship to you: 
	Address_2: 
	Phone number H: 
	C: 
	W: 
	Full name_2: 
	Relationship to you_2: 
	Address_3: 
	Phone number H_2: 
	C_2: 
	W_2: 
	Postdeath decisions My health care agent can follow my wishes about organ and tissue donation Based: 
	Continue as Health Care Agent after relationship changes I want the person I have chosen as my health: 
	Pregnancy decisions If I am pregnant I want my agent to make decisions about my pregnancy This: 
	Attempt to extend life if I have a severe permanent brain injury: 
	Focus on comfort if I have a severe permanent brain injury: 
	Limited treatment or time trial if I have a severe permanent brain injury: 
	I want CPR to be attempted if my heart or breathing stops: 
	I want CPR to be attempted if my heart or breathing stops unless my doctor determines I have a medical: 
	I dont want CPR to be attempted I want to allow a natural death if my breathing or heart has already: 
	I want to attempt noninvasive methods first eg oxygen via nasal cannula BiPAP or a mask: 
	If noninvasive methods fail I WANT to try using a breathing machine ventilator Please see my: 
	If noninvasive methods fail I DO NOT WANT a breathing machine ventilator Instead I want to focus: 
	I want to try using a breathing machine shortterm if my health care team believes there is a reasonable: 
	I want to use a breathing machine shortterm only to allow my loved ones to say goodbye if possible: 
	I do not want to be kept alive on a breathing machine for a long period of time I want the breathing: 
	I want to try using a breathing machine if there is any chance for more time Even if my chances of: 
	I am of the: 
	faith and am a member ofor attend services at: 
	faith community in city and state: 
	The contact person for my faith community is name: 
	number: 
	I want to donate my eyes tissues andor organs if able: 
	If you have registered with LifeSource to be an organ donor initial here: 
	I do not want to donate my eyes tissues andor organs: 
	I want an autopsy I want my health care agent to request an autopsy if it can help others understand the: 
	I do not want an autopsy I do not want an autopsy unless required by law: 
	Part4-1: 
	Part4-2: 
	Part4-3: 
	Part4-4: 
	Part4-5: 
	Part4-6: 
	Part4-7: 
	Part4-8: 
	undefined:                
	Free text 1: 
	Free text 2: 
	Free text 3: 
	Free text 4: 
	Date: 
	part 7: 
	Date_2: 
	In my presence on: 
	date: 
	In the state of North Dakota County of: 
	My commission expires date: 
	provider giving care on this date their initials are indicated here: 
	Printed Full Name: 
	Phone Number: 
	Date_3: 
	Printed Full Name_2: 
	Phone Number_2: 
	Date_4: 
	PRINT: 
	SAVE AS: 
	EMAIL: 
	RESET: 


