
Psychiatric Advance Directives

If you are interested in learning more about psychiatric advance directives, contact the following resources:

1.
The local office of the National Alliance 
for the Mentally Ill (NAMI-WCI) 


1-765-423-6939.

2.
Mental health Advocacy Services: 


1-800-428-5432.

3.
National Resource Center on Psychiatric 
Advance Directives at www.nrc-pad.org
A reminder: If you create psychiatric advance directives, Indiana requires that you also complete the Indiana health care representative application form.
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Admissions Paperwork

​​

The following Admissions Paperwork needs to be read and reviewed prior to receiving services at Valley Oaks Health. This paperwork serves to inform you of your rights, provide you with psychiatric directives that may be of interest to you, and to make the admission process easier. 

Please fill out the “Admissions Agreement” and bring it into your first appointment, in addition to a valid Driver’s License or State ID card and proof of insurance. 

We look forward to taking the first steps with you on your journey to a mentally healthier future! 

The team at Valley Oaks Health

Indiana State Board of Health, 2 North Meridian Street; Indianapolis, Indiana  46204

YOUR RIGHT TO DECIDE – YOU NEED TO KNOW

Medical Advance Directives and Psychiatric Advance Directives

You can decide, right now, what medical treatments you want or don't want.  You can tell your doctor or loved ones these decisions, so that if you become too sick to tell them they'll know what you want them to do.  You can choose someone you trust to make these decisions for you if you become unable to make them for yourself.  You can write these decisions down on a paper called an advanced directive.  For more information, keep on reading!
INTRODUCTION
You can decide- right now- what treatment you want or don't want, and you can tell that decision to your doctor and your loved ones so that if you become too sick or unable to tell them, they'll know what you want them to do.  Federal law now says that you must also be informed of other ways that you can control the medical treatment you receive.  That is the purpose of this handout.

WHAT HAPPENS IF I BECOME UNABLE TO MAKE MY OWN MEDICAL DECISIONS?
Unless you do something, your health care decisions will be made by someone else if you become unable to consent to or refuse your medical treatments for yourself.  In Indiana, these decisions may be made by whomever your doctor talks to in your immediate family (meaning your spouse, parent, adult child, brother, or sister) or by a person appointed by a court.

But in Indiana, you can make and write down your own decisions about your future medical treatment if you wish.  Or you can appoint a person you choose to make these decisions for you when you are unable to do so.  You can even disqualify someone you don't want to make any health decisions for you.  You can do these things by having what is called an advanced directive.  Advanced directives are documents you can complete to protect your rights to determine your medical treatment and can help your family and doctor understand your wishes about your health care.
Your advanced directive will not take away your right to continue to decide for yourself what you want.  This is true even under the most serious medical conditions.  Your advanced directive will speak for you only when you are unable to speak for yourself, or when your doctor determines that you are no longer able to understand enough to make your own treatment decisions.

WHAT CAN I DO NOW TO EXPRESS MY WISHES IN CASE I LATER BECOME UNABLE TO TELL MY DOCTOR OR MY FAMILY?
There are three ways you can make your wishes known now, before you get too sick to tell what treatment you want or don't want:  


1.  You can speak directly to your doctor and your family


2.  You can appoint someone to speak or decide for you.


3.  You can write some specific medical instructions.

DO I HAVE TO FILL OUT MORE PAPERS?
No.  You can always talk with your doctor and ask that your wishes be written in your medical chart.  You can talk with your family.  You don't have to write down what you want, but writing it down makes it clear, and sometimes, writing it down is necessary to make it legal.  When you are no longer able to speak for yourself, Indiana law pays special attention to what you have written in your advanced directive about your health care wishes and whom you appointed to carry them out.    

DO I HAVE TO DECIDE ABOUT AN ADVANCED DIRECTIVE RIGHT NOW?
No.  You have the right to make an advanced directive if you want to, and no one can stop you from doing so.  But no one can force you to make an advanced directive if you don't want to and no one can discriminate against you if you don't sign one.

WHICH ADVANCED DIRECTIVE SHOULD I USE?
That depends on what you want to do.  If you want to put your wishes in writing, there are three Indiana laws that are important- the Health Care Consent Act, the Living Will Act, and the Powers of Attorney Act.  These laws may be used singly or in combination with each other.  These laws are complicated, however, and it is always wise to talk to a lawyer if you have specific questions about your legal choices.

WHAT IS THE INDIANA HEALTH CARE CONSENT ACT?
The Indiana Health Care Consent Act is found in the Indiana Code at IC 16-8-12.  This law lets you appoint someone to say yes or no to your medical treatments when you are no longer able.  This person is called your health care representative, and he or she may consent to, or refuse, medical treatment for you in certain circumstances that you can spell out.  To appoint a health care representative, you must put it in writing, sign it, and have it witnessed by another adult.

Because these are serious decisions, your health care representative must make them in your best interest.  In Indiana, courts have already made it clear that decisions made for you by your health care representative should be honored.  These decisions can determine which medical treatments you will or will not receive when you are unable to express your wishes.  If you want, in certain 

circumstances and in consultation with your doctor, your health care representative may even decide whether or not food and water should be artificially provided as part of your medical treatment.

WHAT IS THE INDIANA LIVING WILL ACT?
The Indiana Living Will Act is found in the Indiana Code at IC 16-8-11.  This law lets you write one of two kinds of legal documents for use when you have a terminal condition and are unable to give medical instructions.  The first, the Living Will Declaration, can be used if you want to tell your doctor and family that certain life-prolonging medical treatments should not be used, so that you can be allowed to die naturally from your terminal condition.  The second of these documents, the Life Prolonging Procedures Declaration, can be used if you want all possible life-prolonging medical treatments used to extend your life.

For either of these documents to be effective, there must be two adult witnesses and the document must be in writing and signed by you and someone that you direct to sign in your presence.  Either a Living Will Declaration or a Life-Prolonging Procedures Declaration can be cancelled orally, or in writing, or by cancelling or destroying the declaration yourself.  The cancellation is effective, however, only when your doctor is informed.

WHAT IS THE INDIANA POWERS OF ATTORNEY ACT?
The Indiana Powers of Attorney Act is found in the Indiana Code at IC 30-5.  This law spells out how you can give someone the power to act for you in a lot of situations, including health care.  You can do this by giving this person your power of attorney to do certain things you want this person to do.  This person should be someone that you trust.  He or she does not have to be an attorney, even though the legal term for this person you appoint is attorney in fact.  The person you name as your attorney in fact is given the power to act for you in only the ways that you specify.  Your power of attorney must be in writing and signed in the presence of a notary public.  It must spell out who you want as you attorney in fact and exactly what powers you want to give to the person who will be your attorney in fact, and what powers you don't want to give.  Since your attorney in fact is not required to act for you if he or she doesn't want to, you may wish to consult with this person before making the appointment.

If you wish, your power of attorney document may appoint the person of your choice to consent to or refuse health care for you.  This can be done by making this person your health care representative under the Health Care Consent Act, or by referring to the Living Will Act in your power of attorney document.  You can also let this person have general power over your health care.  This would let him or her sign contracts for you, admit or release you from hospitals or other places, look at or get copies of your medical records, and do a number of other things in your name.  You can cancel a power of attorney at any time, by only signing a written cancellation and having this delivered to your attorney in fact.

ARE THERE FORMS TO HELP ME WRITE THESE DOCUMENTS?

Although Indiana law provides limited forms for some of the purposes listed above, these may not be sufficient to accomplish everything you might want.  Although these laws do not specifically require an attorney, you may wish to consult with one before you try to write one of the more complicated legal documents described above.

CAN I CHANGE MY MIND AFTER I WRITE AN ADVANCED DIRECTIVE?
Yes.  As we mentioned above, you can change your mind about any of the types of appointments or about the living will.  However, you need to make various people aware that you've changed your mind- like your doctor, your family, or the person you've appointed- and you might have to revoke your decision in writing.  Remember, however, that you can always speak directly to your doctor.  But be sure to state your wishes clearly and be sure they are understood.
WHAT IF I MAKE AN ADVANCED DIRECTIVE IN INDIANA AND I AM HOSPITALIZED IN A DIFFERENT STATE, OR VICE VERSA?
The law on honoring an advanced directive in or from another state is unclear.  Because an advanced directive tells your wishes regarding medical care, however, it may be honored wherever you are, if it is made known.  But if you spend a great deal of time in more than one state, you may wish to consider having your advanced directive meet the laws of those States, as much as possible.

WHAT SHOULD I DO WITH MY ADVANCED DIRECTIVE IF I CHOOSE TO HAVE ONE?
Make sure that someone, such as your lawyer or a family member, knows that you have an advanced directive and knows where it is located.  You should give a copy of your power of attorney document to the person you have appointed to serve as your attorney in fact.  You may also decide to ask your doctor or health care provider to make your advanced directive a part of your permanent medical record.  Another idea would be to keep a second copy of the directive in a safe place where it can be easily found, and you might keep a small card in your purse or wallet which states that you have an advanced directive and where it is located or who your attorney in fact is, if you have named one.                            

 FINAL THINGS TO REMEMBER:
1.  You have the right to control what medical treatment you will receive.

2.   Even without a lawyer or form, you can always tell your doctor and your family what medical treatments you do or don't want.

3.  No one can discriminate against you for signing, or not signing, an advanced directive.

4.  Using an advanced directive is, however, your way to control your future medical treatment.

Additional information provided by Valley Oaks Health on PSYCHIATRIC ADVANCE DIRECTIVES:

In addition to the above medical health care advance directives, you have a right to create psychiatric advance directives. In both cases, it is important to have designated a healthcare representative, as described above. A flyer on Psychiatric Advance Directives is available at your request and is also posted in all waiting rooms.

                                       Admission Agreement
Client Name:______________________________ VOH Client #:___________________________
Please initial at each heading to communicate consent.
Authorization to Consent and Treat

____ I hereby authorize Valley Oaks Health to provide all treatment appropriate which is, in the opinion of the training and credentials of the professional staff, and have been given a copy of the Clinician biography and Notice to Consumer form. The reasonably foreseeable risks and relative benefits of my proposed treatment have been explained to me and I have been informed about alternative treatments. I understand that I may withdraw consent for treatment at any time.  

Release of Information

___ I authorize VOH to release copies of my medical records, included but not limited to, mental health records, drug and alcohol abuse records containing information regarding communicable diseases, if necessary, to my insurance carrier, the Social Security Administration or the intermediaries or carriers including Medicare and Medicaid, third party payers, or others adjudicating a claim. This authorization specifically includes electronic and facsimile transmissions of information. I understand that I may revoke this authorization at any time (except to the extent that action has been taken based upon this authorization) by notifying VOH in writing. 

Assignment of Benefits

___ I hereby assign my rights to insurance payments for treatment provided to me by VOH and further authorize such payments to be made directly to Valley Oaks Health. 

Financial Agreement

___ I hereby agree to pay all charges by VOH for all treatment rendered and to remit any insurance payments made to the ‘insured’ for services rendered. I understand that financial assistance with this fee may be available based on my income and family size. It is my responsibility to inform VOH of any changes which affect the billing or charges to my account. Failure to do so will result in my becoming responsible for payment of total charges. I shall be responsible for any cost and attorney fees required to collect for these services. 
Patient Rights

___ I have received and been given the opportunity to review the Statement of Patient Rights, Family Resource Packet and Notice of Privacy Practices. The Notice of Privacy Practices provides instructions on how to obtain any revisions. (VOH has reserved the right to change its privacy practices as described in the notice.) The rights and responsibilities discussed in the handout has been explained to me. 

“You do not have to fill out the next two sections if under 18"
Psychiatric Advance Directives

___ I have received a copy of ‘Your Right to Decide’ and the contents have been explained to me. I hereby state ‘I have’

___ The following two documents: an Appointed Health Care Representative; Psychiatric Advance Directive, if such documents exist, I have been requested to provide a copy for my medical record at Valley Oaks Health. If I don’t have a Psychiatric Advance Directive, I’ve been offered a copy of the ‘Psychiatric Advance Directives’ flyer. 
Permission to Photograph

___I understand that photographs taken for program use purposes will reside in my file and will be used to help support staff identify me for medication administration identification, and in emergency situations, and will not be used for other purposes. 

Electronic Medication Prescribing

___VOH uses electronic prescribing while providing medication evaluation and management services. As a part of this service, our prescribers have access to your medication history from other healthcare providers. By initialing this you are acknowledging that you have been informed of this practice. 
Family Education/Involvement/Resources

___ VOH encourages family/advocate involvement in treatment. I have been given a copy of the resource document ‘Family Education/Involvement/Resources’.

Client Portal

I want client portal access, and have a valid email address (required)   circle one   YES    NO

This consent form has been fully explained to me, and my signature below certifies that I understand its content. 

Client Unable/Refused to Sign: circle one   YES   NO

Time signed by client:  _______

____________________________________

__________________________________

Client Signature





Date

____________________________________

Printed Client Name

____________________________________

__________________________________

Parent/Guardian Signature if applicable


Date

____________________________________

Printed Parent/Guardian Name

____________________________________

__________________________________

Witness Signature





Date
