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Failure to follow the instructions in these checked (√) sections (or the requests of my agent), even in emergency situations, may result in legal liability, as set forth in Act 224, SLH 2004.  I include this statement to express my strong desire for all providers to acknowledge and abide by my choices for the mental health care I will receive. 
part I.  My Power of Attorney for Mental Health Care

I.A.   STATEMENT OF INTENT

I, ______________________________________________________________, being 

of sound mind, willfully and voluntarily execute this advance directive for mental health care to assure that, during periods when I lack capacity or competency resulting from psychiatric or physical illness, my choices regarding my mental health care will be carried out despite my inability to make informed decisions on my own behalf. In the event that a guardian or other decision maker is appointed by a court to make health care decisions for me, I intend that this document take precedence over all other means of ascertaining my intent. 

By this document, I intend to create an advance directive for mental health care as authorized by:

· Act 224, Session Laws of Hawaii 2004; 

· The U.S. Constitution; and 

· The Federal Patient Self-Determination Act of 1990 (P.L. 101-508); 

to indicate my wishes regarding mental health treatment. To the extent, if any, that this document is not valid under state law, it is my desire that it be considered a statement of my wishes and that it be accorded the greatest possible legal weight and respect. I understand that this directive will become active and take effect upon my incapacity to make my own mental health decisions and shall continue in effect only during that incapacity. 

My wishes expressed in this document should be honored whether or not my agent dies or withdraws or if I have no agent appointed at the time of the execution of this document. If I have not named an agent, these instructions shall be binding upon whoever may be appointed as my agent or other decision maker. 

The fact that I may have left blanks in this advance directive (i.e., not completed certain sections) should not affect its validity in any way. I intend that all completed sections be followed. If I have not expressed a choice, my agent should make the decision that he or she determines is the decision I would make if I were competent to do so. 

If any part of this advance directive is invalid or ineffective under relevant law, this fact should not affect the validity or effectiveness of the other parts. It is my intention that each part of this advance directive shall stand alone. Even if some parts are invalid or ineffective, I desire that all other parts be followed. 

I intend this mental health care advance directive to take precedence over any and all living will documents and/or durable power of attorney for health care documents and/or other advance directives I have previously executed, to the extent that they are inconsistent with this document. 

I.B.   DESIGNATION OF MY AGENT(S) FOR MENTAL HEALTH CARE

1. _____I designate the following person as my Agent to make mental health care decisions for me.  This person is to be notified immediately of my admission to a psychiatric facility.  

	Name
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


************************************************************************************************************************

2. _____If I revoke my agent's authority, or if my agent is not willing, able, or reasonably available to make mental health care decision(s) for me, I designate as my First Alternate Agent:

	Name
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


*****************************************************************************************************

3. _____If I revoke my Agent's authority, or if neither my Agent nor First Alternate Agent is willing, able, or reasonably available to make mental health care decision(s) for me, I designate as my Second Alternate Agent:

	Name
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


*****************************************************************************************************

4. _____I have named My Spouse as My Agent, First Alternate Agent or Second Alternate Agent.   I  desire this person to remain as my Agent even if we become legally separated or our marriage is dissolved.

I.C.   AUTHORITY GRANTED TO MY AGENT(S)

1. _____If I become incapable of giving consent to mental health care treatment, I hereby grant to my agent full power and authority to make mental health care decisions for me, including the right to consent, refuse consent, or withdraw consent to any mental health care, treatment, service or procedure, consistent with any instructions and/or limitations I have set forth in this advance directive, except as I state here: 

	


2._____If I have not expressed a choice in this advance directive, I authorize my agent to make the decision that my agent determines is the decision I would make if I were competent to do so.
3._____Having named an agent to act on my behalf, I do, however, wish to be able to discharge or change the person who is to be my agent if that agent is instrumental in the process of initiating or extending any period of psychiatric treatment against my will. My ability to revoke or change agents in this circumstance shall be in effect even while I am incompetent or incapacitated, if allowed by law. Even if I choose to discharge or replace my agent, all other provisions of this advance directive shall remain in effect and shall only be revocable or changeable by me at a time when I am considered competent and capable of making informed health care decisions.

I.D.   MY PREFERENCES FOR A COURT-APPOINTED GUARDIAN
1. _____If a guardian of my person needs to be appointed for me by a court, I nominate the agent designated in this form.  If that agent is not willing, able, or reasonably available to act as guardian, I nominate the alternate agents whom I have named, in the order designated.

2. _____The appointment of a guardian of my estate or my person or any other decision maker shall NOT give the guardian or decision maker the power to revoke, suspend, or terminate this directive or the powers of my agent, except as specifically required by law. 

PART II.  MY INSTRUCTIONS AND PREFERENCES FOR MY 

MEDICAL HEALTH TREATMENT (not included)

PART III.  MY INSTRUCTIONS AND PREFERENCES FOR MY 

MENTAL HEALTH TREATMENT

III.A.    Treatment Facility and Preferences for Alternatives to Hospitalization if 24-Hour Care is Deemed Medically Necessary for My Safety and Well-Being

1. _____ In the event my psychiatric condition is serious enough to require 24-hour care and I have no physical conditions that require immediate access to emergency medical care, I would prefer to receive this care in programs/facilities designed as alternatives to psychiatric hospitalizations.

1.a. _____ I would prefer to receive 24-hour care at the following programs or facilities:

	

	

	

	

	


2. _____ In the event I am to be admitted to a hospital for 24-hour care, I would prefer to receive care at the following hospitals:

	

	

	

	

	


3. _____ I do NOT wish to be committed to the following hospitals or programs/facilities for psychiatric care for the reasons I have listed:

	Facility
	Reason

	
	

	
	

	
	

	
	

	
	


III.B.  the physicians and other mental health providers who will treat me if I am hospitalized

1. _____I prefer to be treated by my Primary Physician:

	Name
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


2. _____My choice of other treating physician(s):

	Name of Doctor
	Telephone Number

	
	

	
	

	
	


3. _____I do NOT wish to be treated by the following, for the reasons stated:

	Name of Doctor
	Reason

	
	

	
	

	
	


III.C.   medications for MY psychiatric treatment

If it is determined that I am not legally competent to consent to or to refuse medications relating to my mental health treatment, my wishes are as follows:

1. _____I consent to the medications agreed to by my agent, after consultation with my treating physician and any other individuals my agent may think appropriate, with the reservations, if any, described in (4) below.

2. _____I consent to and authorize my agent to consent to the administration of:

	Medication Name
	Not to Exceed the Following Dosage
	OR
	In Such Dosage(s) 

as Determined by

	
	
	
	Dr.

	
	
	
	Dr.

	
	
	
	Dr.

	
	
	
	Dr.

	
	
	
	Dr.


3. _____I consent to the medications deemed appropriate by:

	Doctor
	Phone Number
	Address

	
	
	

	
	
	


4. _____I specifically do NOT consent and I do NOT authorize my agent to consent to the administration of the following medications or their respective brand-name, trade-name or generic equivalents:

	Name of Drug
	Reason for Refusal

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


5._____I am willing to take the medications excluded in (4) above if my only reason for excluding them is their side effects and the dosage can be adjusted to eliminate those side effects.

6. _____I am concerned about the side effects of medications and do NOT consent or authorize my agent to consent to any medication that has any of the side effects I have checked below at a 1% or greater level of incidence (check all that apply).

	
	Tardive dyskinesia
	
	Tremors

	
	Loss of sensation
	
	Nausea/vomiting

	
	Motor restlessness
	
	Neuroleptic Malignant Syndrome

	
	Seizures
	
	Other

	
	Muscle/skeletal rigidity
	
	


7._____I have the following other preferences about psychiatric medications:

	

	

	

	

	


III.D.   electroconvulsive therapy (ECT or shock treatment)

If it is determined that I am not legally capable of consenting to or refusing electroconvulsive therapy, my wishes regarding electroconvulsive therapy are as follows: 

1. _____I do NOT consent to administration of electroconvulsive therapy.

2. _____I consent, and authorize my agent to consent, to the administration of electroconvulsive therapy, but only:

2a. _____With the number of treatments that the attending psychiatrist deems appropriate;  
2b. _____OR, with the number of treatments deemed appropriate by:

	Doctor
	Phone Number
	Address

	
	
	

	
	
	


2c. _____OR, for no more than _____ ECT treatments.

3. _____Other instructions and wishes regarding the administration of electroconvulsive therapy: 

	

	

	

	

	


III.E.   emergency interventions (seclusion, restraint, medications)
If, during an admission or commitment to a mental health treatment facility, it is determined that I am engaging in behavior that requires an emergency intervention (e.g., seclusion and/or physical restraint and/or medication), my wishes regarding which form of emergency interventions should be made are as follows. 

I prefer these interventions in the following order: 

	#
	Type of Intervention
	Reason for my Preference

	
	Liquid Medication
	

	
	Medication in Pill Form
	

	
	Medication by Injection
	

	
	Physical Restraints
	

	
	Seclusion
	

	
	Seclusion AND Physical Restrains
	

	
	Other:
	

	
	
	

	
	
	

	
	
	

	
	
	


iii.F.   consent for experimental studies or drug trials

1. _____I do NOT wish to participate in experimental drug studies or drug trials.

2. _____I hereby consent to my participation in experimental drug studies or drug trials.

3. _____I authorize my agent to consent to my participation in experimental drug studies if my agent, after consultation with my treating physician and any other individuals my agent may think appropriate, determines that the potential benefits to me outweigh the possible risks of my participation and that other, non-experimental interventions are not likely to provide effective treatment.

iii.G.   notifiCATION of my admission to a psychiatric  facility

If I am incompetent, I desire staff to notify the following individuals immediately that I have been admitted to a psychiatric facility:

	1.  Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	

	It is also my desire that this person be permitted to visit me:    Yes____     No____


****************************************************************************************************

	2.  Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	

	It is also my desire that this person be permitted to visit me:    Yes____     No____


****************************************************************************************************

	3.  Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	

	It is also my desire that this person be permitted to visit me:    Yes____     No____


****************************************************************************************************

	4.  Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	

	It is also my desire that this person be permitted to visit me:    Yes____     No____


****************************************************************************************************

	5.  Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	

	It is also my desire that this person be permitted to visit me:    Yes____     No____


iii.H.  prohibited VISITORS

I do NOT wish the following people to visit me while I am receiving care in a psychiatric facility:

	Name
	Relationship

	
	

	
	

	
	

	
	

	
	

	
	


PART IV.     OTHER CONSIDERATIONS

IV.A.    TEMPORARY CUSTODY AND care of my child(ren), pet(s), finances AND PROPERTY.

1.  In the event that I am unable to care for my child(ren), the following person is my first choice for their temporary custody and care: 

	Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


1a.  In the event that the person named above is unable to provide temporary custody and care for my child(ren), I desire the following person to serve in that capacity:

	Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


****************************************************************************************************

2.  In the event that I am unable to care for my pet(s), the following person is my first choice for their temporary custody and care: 

	Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


2a.  In the event that the person named above is unable to provide temporary custody and care for my pet(s), I desire the following person to serve in that capacity:

	Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


****************************************************************************************************

3.  In the event that I am unable to care for my finances and property, the following person is my first choice for temporary custody and care: 

	Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


3a.  In the event that the person named above is unable to provide temporary custody and care of my finances and property, I desire the following person to serve in that capacity:

	Name/Rel
	

	Street Address

City/State/Zip
	

	E-Mail
	

	Telephones
	Home
	
	Office
	
	Cell
	


****************************************************************************************************

IV.B.  Other instructions about my mental health care.

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

PART V.  DURATION AND REVOCATION OF MY

 MENTAL HEALTH CARE DIRECTIVE

V.A.   Duration of MY Mental Health Care Directive

1._____ It is my intention that this advance directive will remain in effect for an   indefinite period of time;   OR
2. _____ It is my intention that this advance directive will automatically expire two years from the date it was executed.

If my choice above is not valid under state law, then it is my intention that this advance directive remain in effect for as long as, and to the extent that, the law permits.
V.B.   revocation of my MENTALhealth care directive

1. _____My wish is that this mental health care directive may be revoked, suspended or terminated by me only at times that I have the capacity and competence to do so. I understand that I may be choosing to give up the right to change my mind at any time. I expressly give up this right to ensure compliance with my advance directive.  My decision not to be able to change this advance directive while I am incompetent or incapacitated is made to ensure that my previous, carefully considered thoughts about how I want to be treated will remain in effect during the time I am incompetent or incapacitated. 

2. _____Notwithstanding the above, it is my wish that my agent or other decision maker specifically ask me about my preferences before making a decision regarding mental health care, and take the preferences I express here into account when making such a decision, even while I am incompetent or incapacitated.

PART VI.   SIGNATURE /  WITNESSES /  NOTARY

VI.A.   SIGNATURE  -  By signing here I indicate that I understand the purpose and effect of this document. 

	

	Signature

	

	  Printed Name

	

	Date

	

	Street Address / City / State/ Zip Code


VI.B.  WITNESSES -  This Advance Directive for Mental Health Care will not be valid for making mental health care decisions unless it is either (a) signed below by two qualified adult witnesses who are personally known to you and who are present when you sign or acknowledge your signature; or (b) signed and acknowledged below before a notary public in the state.  

WITNESS 1  -  I declare under penalty of false swearing pursuant to Hawaii Revised Statutes Section 710-1062 that the principal is personally known to me, that the principal signed or acknowledged this Advance Directive for Mental Health Care in my presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence, that I am not the person appointed as agent by this document, and that I am not a health-care provider, nor an employee of a health-care provider or facility.  I am not related to the principal by blood, marriage, or adoption, and to the best of my knowledge, I am not entitled to any part of the estate of the principal upon the death of the principal under a will now existing or by operation of law.

	

	Signature

	

	  Printed Name

	

	Date

	

	Street Address / City / State/ Zip Code


WITNESS 2  -  I declare under penalty of false swearing pursuant to Hawaii Revised Statutes Section 710-1062 that the principal is personally known to me, that the principal signed or acknowledged this Advance Directive for Mental Health Care in my presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence, that I am not the person appointed as agent by this document, and that I am not a health-care provider, nor an employee of a health-care provider or facility.  I am not related to the principal by blood, marriage, or adoption, and to the best of my knowledge, I am not entitled to any part of the estate of the principal upon the death of the principal under a will now existing or by operation of law.

	

	Signature

	

	  Printed Name

	

	Date

	

	Street Address / City / State/ Zip Code


VI.C.   NOTARY

STATE OF HAWAII 

   
)






) ss.

COUNTY OF ________________
)

On this ____ day of ______________, 200__, ___________________________, to me known (or satisfactorily proven) to be the person named in the foregoing ADVANCE DIRECTIVE FOR MENTAL HEALTH CARE, personally appeared before me and acknowledged that s/he freely and voluntarily executed the same for the purposes stated herein.

	Seal
	Notary Public, State of Hawaii



	
	Print Name:



	
	My commission expires:




*******************************************************************************************************

STATE OF HAWAII 

   
)






) ss.

COUNTY OF ________________
)

On this ____ day of ______________, 200__, ___________________________, to me known (or satisfactorily proven) to be the persons named as Witness 1 and Witness 2, respectively, in the foregoing ADVANCE DIRECTIVE FOR MENTAL HEALTH CARE, personally appeared before me and acknowledged that s/he freely and voluntarily executed the same for the purposes stated herein.

	Seal
	Notary Public, State of Hawaii



	
	Print Name:



	
	My commission expires:




PART VII.   ABOUT ADVANCE DIRECTIVES

VII.A.   Preparation and Filing of This advance directive 

1.  Assistance with the preparation of this Advance Directive for Mental Health Care was provided by:

	


2.  Copies of this Advance Directive for Mental Health Care have been filed with:

	Name
	Address or Phone

	
	

	
	

	
	

	
	

	
	


VII.B.    THE advance directive for mental health care DOCUMENT

This Advance Directive document was originally created by the Bazelon Center for Mental Health Law and modified for use in Hawaii by the Hawaii State Department of Health Adult Mental Health Division and the Hawaii Disability Rights Center (Hawaii's Protection and Advocacy (P&A) System for People with Mental Illness).  This form complies with the requirements of Act 224, Session Laws of Hawaii 2004.  

For more information about Advance Directives for Mental Health Care Decision Making, contact: 

State of Hawaii 

Department of Health

Adult Mental Health Division

Office of Consumer Affairs

Phone: (808) 586-4686  Website: www.amhd.org

Honolulu, Hawaii

or the

Hawaii Disability Rights Center
900 Fort Street Mall, Suite 1040, Honolulu, Hawaii 96813

Phone/TTY:  (808) 949-2922     Toll Free:  1-800-882-1057     Fax:  (808) 949-2928

E-mail:  Info@HawaiiDisabilityRights.org      Website:  www.HawaiiDisabilityRights.org
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