Advance  Decision

This document is an Advance Decision.   It used  to be called  a living will.

The Mental Capacity Act 2005 of the United Kingdom provides the legal  framework  for Advance  Decisions.

An Advance Decision  allows you to set out what treatment or procedures you wish to consent to, or not consent to, should  you lose  the capacity to make  decisions about your medical treatment in the future. We strongly advise that you discuss  your Advance Decision with your GP and those closest to you so that they are fully aware of your wishes.   The accompanying guidance notes will help you to fill in this Advance Decision.

Health care  professionals:

This document should be used in the event of loss of capacity of the individual identified below. To treat the person named below contrary to the clearly expressed Advance Decision is likely

to be civil trespass and/or a criminal  assault.

I   Simon Ian Martin VERDON
of 46 Elm Grove, Barnham PO22 0HL, England
have  the capacity to make  the decisions set out in this document.  I have  carefully considered how I wish to be treated if, in the future, I lose  the capacity to consent to medical treatment or the ability to effectively communicate my refusal or consent.  I have  indicated in sections 1, 2 and  3 by ticking the box next to the relevant statement, and/or writing in my own words,  the medical treatment that I do and/or do not consent to.

Date of birth: 16th Aug 1951
National Health Service (NHS) No. 444 715 5729
Distinguishing features

(in the event of unconsciousness): Pronounced ears; swelling of big toe joint on left foot

Review  dates

You should, if possible, review  and reaffirm your Advance Decision on a regular basis.  You can sign and date below  to confirm that what you have  requested in your Advance Decision continues to be your will.  If you are unable to sign please ask someone to sign on your behalf.

I have reviewed my Advance Decision and reaffirm that the wishes  stated in this document are my own. 

Signed  
Dated  
Signed  
Dated  


Signed  
Dated  
Signed  
Dated  


Signed  
Dated  
Signed  
Dated  


REFUSAL OF TREATMENT

To avoid  any  doubt, and  unless  stated to the contrary below,  I confirm  that the following refusal(s) of treatment are  to apply even  if my life is at risk or may be shortened as a result.

1. Refusal of treatment

Medical treatment I DO NOT CONSENT TO:
I   refuse  ALL  medical   treatment  or   procedures/interventions   aimed   at  prolonging   or artificially sustaining my life in the event that any or all of the following occur:

(A)
I have  an  imminently life-threatening physical illness  from  which  there is little or no prospect of recovery (in the opinion  of two appropriately qualified  doctors);

(B)
I suffer serious impairment of the mind or brain  with little or no prospect of recovery (in the opinion  of two appropriately qualified  doctors);

(C)
I am persistently unconscious and  have  been so for at least six weeks  and  there is little or no prospect of recovery (in the opinion of two appropriately qualified  doctors).

I understand that my comfort and personal hygiene will continue to be attended to.

___________________________________________________________________________________

CONSENT TO TREATMENT

2. Consent to treatment

I DO CONSENT TO the following treatment: (see  guidance notes section 2).

(A)
Any medical treatment to alleviate pain  or distress aimed  at my comfort.  I maintain this request even  in the event that it may shorten my life.

(B) Any medical treatment designed to prolong life in order to permit the harvesting of my organs for use after my death, provided that such prolongation will not result in any added pain or distress. I maintain this request even  in the event that it may shorten my life.

KNOWN ILLNESS 
I have  been diagnosed as suffering from ongoing arterial heart disease.

I have  the following wishes  about specific  treatment or investigations:

(A) If I have chronic heart disease from which there is little or no prospect of recovery (in the opinion of two appropriately qualified  doctors) to a level permitting a quality of life acceptable to me (see below). In this context, I specifically and absolutely forbid heart bypass or any other form of open heart surgery.

I maintain this refusal of treatment even  in the event that the action of this decision may shorten my life.

Value statement and additional directions

1) I do not have any religious convictions concerning the sanctity of life

2) I do not have any objection to suicide and indeed applaud the courage of anyone who determines to end his or her life at a time of their choosing

3) I do not believe in ‘settling’ for any significant diminution in quality of life as an alternative to allowing life to end without medical intervention designed to sustain it

4) Quality of life for me means:

a. Unassisted mobility at a pace in keeping with the vast majority of the adult population

b. Absence from medication the side effects of which would diminish my quality of life

c. Absence from any medical treatment which would oblige me to remain in one location for more than two months at a time
d. The ability to travel anywhere which would not normally require extraordinary measures to sustain life (eg the ability to travel to (say) Sri Lanka, but not the ability to climb Mt Everest)

e. Full use of all my senses (sight; hearing; taste; touch; etc)

f. Full sexual functionality

g. Full use of all my mental faculties

Lasting Power of Attorney or Health Care Proxy

Don’t know what a Health Care Proxy or Lasting Power of Attorney is? See section 3 of the guidance notes. Only complete this section if you have appointed a Lasting Power of Attorney through the Office of the Public Guardian, or if you want to nominate a Health Care Proxy.

The details of my Health Care  Proxy/Lasting Power  of Attorney (delete as applicable) are  as follows: 
Name: Penelope Wycherley
Address: 46 Elm Grove, Barnham PO22 0HL
Phone: 01243552252
GP details

My GP is: Dr Buchanan
GP’s address: Croft Surgery, Warburton
GP’s phone number: 01243543240
Witnesses

For information on who can witness your Advance Decision see  section 4 of the guidance notes.

Witness 1
Witness 2 (optional) Relationship
Relationship Address
Address

I witness that this Advance Decision  was 
I witness that this Advance Decision  was signed  or acknowledged in my presence 
signed or acknowledged in my presence

Signature  



Signature  


Dated


Dated
 


Copies of this Advance  Decision

I have  deposited other copies of this Advance Decision with: (e.g. your GP, Solicitor, family members).

1. Name Karyna Ainsworth


       Relationship: Friend

       Address: 272 1st Ave, Apt 10E, New York, NY 10009, USA

       Telephone: +1-646-592-3209

2. Name Wendy Smyth


       Relationship: Friend

       Address: 11/23 Gordon St, Brighton le Sands, NSW2216,Australia

       Telephone: +61-2-9597-5936

3. Name Lindsay Osborne


       Relationship: Friend

       Address: 100 Gibbes St, Rockdale, NSW2216,Australia

       Telephone: +61-413-748443

Declaration and signature

Everything contained in this Advance Decision  is true and correct at the time of writing.

Name

Signed


 
  Dated  


