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Minnesota Health Care Directive 
Recommended for adults with chronic or serious illness 

• This document replaces any health care directive made before this one. 
• This document doesn’t apply to electroconvulsive therapy or neuroleptic medications for mental illness. 
• I will give copies to my health care agents and health care teams when completed.  
• I will make a new health care directive if my agents, goals, preferences, or instructions change.  

 

My Full Name ______________________________________________ My Date of Birth _______________________ 

My Address_______________________________________________________________________________________ 

My Cell #_________________________  Home #_________________________ Work #_________________________ 
 

My Health Care Agents 
My health care agent is my voice if I can’t make health care decisions for myself. I trust my agent to be my advocate, 
to follow my instructions, and to make decisions based on what I would want. My agents are at least 18 years old. 
If I chose my health care provider to be an agent, I have given my reason below.  

Health Care Agent 
Name______________________________________________Relationship to me________________________________ 
Address___________________________________________________________________________________________ 
Cell #___________________________ Home #___________________________Work #__________________________ 

First Alternate Health Care Agent -If my health care agent isn’t willing, able, or reasonably available.  
Name______________________________________________Relationship to me________________________________ 
Address___________________________________________________________________________________________ 
Cell #___________________________ Home #___________________________Work #__________________________ 

Second Alternate Health Care Agent- If my first alternate agent isn’t willing, able, or reasonably available.  

Name______________________________________________Relationship to me________________________________ 
Address___________________________________________________________________________________________ 
Cell #___________________________ Home #___________________________Work #__________________________ 

Why I chose these health care agents: _____________________________________________________________ 

Health Care Agents: Powers and Special Situations 
If I’m not able to make my own health care decisions, my health care agent can: access my medical records, decide 
when to start and stop treatments, and choose my health care team and place of care. 
I also want my health care agent to: 
        Make decisions about continuing a pregnancy if I can’t make them myself.  
        Make decisions about the care of my body after death (autopsy, burial, cremation).      

  



Name_________________________________________  Date______________________ 
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My Goals and Values 
These answers should be used to help make health care decisions if I can’t make them myself. 
 
Three non-medical things I want others to know about me: 
 
 
 

What gives me strength or keeps me going in difficult times: 
 
 
 

My worries and fears about my health: 
 
 
 

My goals if my health gets worse: 
 
 
 

What I want others to know about my spiritual, cultural, religious, or other beliefs: 
 
 
 

Things that make my life worth living: 
 
 
 

When I am nearing death, I would find comfort and support from: 
 
 
 

My idea of a good death is: 
 

 
 
 



Name_________________________________________  Date______________________ 
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Life-Sustaining Treatments 
Mechanical or artificial treatments may keep a person alive when the body can’t function on its own. 
Examples are: ventilation (breathing machine) when the lungs aren’t working, cardiopulmonary resuscitation 
(CPR) to try to restart a heart that has stopped beating, artificial feeding through tubes, intravenous (IV) fluids, 
and dialysis when the kidneys aren’t working. 
 
My Future Care Preferences if I’m Permanently Unconscious 

Permanent unconsciousness can be caused by an accident, a stroke, and other illnesses. My health care team may 
call this a permanent vegetative state. This means the brain is so badly hurt that the person isn’t aware of self 
or others, can’t understand or communicate, and the health care team believes the person won’t get better. 

If I’m permanently unconscious: 
I want some or all possible life-sustaining treatments if I’m permanently unconscious. 
My health care agent should work with my health care team to make decisions about treatments based on 
my goals and values. 
OR 
I don’t want life-sustaining treatments if I’m permanently unconscious. 
Focus on making me comfortable and allow natural death. 
OR 
I can’t make a decision now about life-sustaining treatments if I’m permanently unconscious. 
My health care agent should work with my health care team to decide whether or not to use life-sustaining 
treatments based on my goals and values. 

 

My Future Care Preferences if I’m Terminally Ill 
A terminal condition means no cure is possible and death is expected in the near future. This can be caused 
by: failure of vital organs (including end-stage heart failure, lung failure, kidney failure, and liver failure), 
advanced cancer, advanced dementia, a massive heart attack or stroke, and other causes. 

If I’m terminally ill: 
I want some or all possible life-sustaining treatments if I’m terminally ill. My health care agent should 
work with my health care team to make decisions about treatments based on my goals and values. 
OR 
I don’t want life-sustaining treatments if I’m terminally ill. Focus on making me comfortable and allow 
natural death. 

OR 
I can’t make a decision now about life-sustaining treatments if I’m terminally ill. My health care agent 
should work with my health care team to decide whether or not to use life-sustaining treatments based on my 
goals and values. 
 



Name_________________________________________  Date______________________ 
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Organ Donation 
I want to donate my eyes, tissues and/or organs, if I can. My health care agent may start and continue 
any treatments needed until the donation is complete. 
I don’t want to donate my eyes, tissues and/or organs. 
 

After I Die 
These are my wishes about what to do with my body after I have died (autopsy, burial, cremation, etc.) and 
how I wish to be remembered (obituary, funeral, memorial service, etc.): 

 
 
 
 
 

 
Additional Instructions 

I have attached #  page(s) of additional instructions to this document. 

Making This Document Legal 

1. Sign and date: My Signature ____________________________________  Date Signed __________________ 

2. Have your signature notarized OR verified by 2 witnesses                                  NOTARY SEAL BELOW 

MINNESOTA NOTARY PUBLIC:  
County of _________________________________(county name)       
In my presence on the date of __________________(date notarized)                              
_______________________________________(person signing above)  
acknowledged their signature on this document. I am not named  
as a healthcare agent in this document.   

Signature of Notary ____________________________________________ 

OR  STATEMENT OF WITNESSES: I am at least 18 years old. I am not named as a health care agent in this document. 
Only one witness can be an employee of the health care system providing care to the person on this date.  

Witness # 1 Signature___________________________________________  Date Signed _____________________ 
Print Name ___________________________________________________  

Witness # 2 Signature___________________________________________  Date Signed _____________________ 
Print Name ___________________________________________________  
 

  


