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How to determine who your medical treatment decision maker is

R EBAE2018FIANAZATERT [ BAaFARMES | . [BAFH
FARAEE | Fo F%K%:ﬂ%a‘&(@ —%%4%4%% , Rlig s A2e R
H R, BRI/ b AN R R0 Bk
@%W“i%z&ﬁ %&ﬁ% @%MR?%%K%% wwnﬁ
T —LEBEHARFEHEBRHERR, MZEEAMNKRLEE
RE
o R ERAL G R A LR R R E KL R RME B, BEt
B Bk k%2016 (Medical Treatment Planning and Decisions Act
2016) L2 T, ARBUATIES . LEK 5 —{8 7T B 45 3] 09 AR 24 IR B
ik

1. BB K R & 45

2. T 2Bk (BB AR R BATFHRH )

&ﬁﬁ%#

4. L RF

5. RAFWF R OLEH k)

¥k Bl —ERH Sl B, AFEH AL

If you had completed a medical enduring power of attorney, an enduring power of attorney
for personal matters, and/or an enduring power of guardianship (with healthcare power)
prior to 12 March 2018, these appointments remain valid, and the person appointed will be
your medical treatment decision maker.

If you have never appointed any medical treatment decision maker but a Guardian has been
appointed by the Victorian Civil and Administrative Tribunal (VCAT) to make decisions about
your medical treatment, this Guardian will be your medical treatment decision maker.

If none of the above appointments exist and you are unable to make the appointment due to
illness, the Medical Treatment Planning and Decisions Act of 2016 specifies who can make
medical decisions on your behalf. The first available adult in the list below will be your
medical treatment decision maker:

1.your spouse or domestic partner

2.your primary carer (who looks after you but cannot be paid to care for you as a job)
3.your adult child

4. your parent

5.your adult sibling (sister or brother)

* If more than one person are in the same position, the eldest person will be dedicated.
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Choosing your medical treatment decision maker(s)
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Whoever you choose should be someone you trust to understand your care plans and goals
as well as to respect your values and preferences. This person does not need to be your
family member. You can appoint more than one person, but only one person acts at any
one time. If you decide to appoint a person, or people, who will have legal authority to make
medical decisions for you, think about what qualities are important to you. For example,
you may want someone who:

* is willing to listen to, and act on, your wishes rather than their own

* is trustworthy

* has the skill and time required

* is willing to take on the role with all its responsibilities

e can communicate effectively and is willing to consult with others

e understands and respects your culture and connections with your community.

Reference: Office of the Public Advocate [OPA] (State of Victoria). (2022). Take Control Guide. Australia, p.16,
https://www.publicadvocate.vic.gov.au/resource/212-take-control-june-2022
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You could make the appointment of your Medical Treatment Decision Maker(s) by completing this form
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Fillin the details of your preferred Medical Treatment Decision Maker( ) s)on Page 3 of this form.
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Find two independent adult witnesses and sign the confirmation in front of both witnesses,
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Two independent adult W|tnesses need to sign on Page 4 of this form to confirm their
witnessing.
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Your appointed Medical Treatment Decision Maker(s) need( ) to sign on Page 5 to confirm
and accept your appointments in the presence of an independent adult witness.

EAIAR RIS

The form needs to be completed in English
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My Medical Treatment Decision Maker

BAHERBAPERTRATELRGERREE

| confirm that | wish to appoint the following person(s) as my Medical Treatment Decision Maker(s):

Bk R E 1

Medical Treatment Decision Maker 1

&i% Full Name & A B 28 (8/F /%) Dateof Birth (dd/mm/yyyy

..............................................................................................................................................
NN NN NN NN EEEEEEEEEEEEEEEEsEEEEEssEsEsssEsmssEEEEEEa’ G s e s s s R s s s AR s RS EsEEEEEsEEEEEsEEESEsEEEEEssEEEssEEEEEsEEEEEa’
..........................................................................................................................................................
...........................................................................................................................................................
..........................................................................................................................................................

BRRRAE 2 Gef)

Medical Treatment Decision Maker 2 (if any)

&ig Full Name i* 4 H #7 (8 / F /%) Date of Birth (dd/mm/yyyy)

------------------------------------------------------------------------------------------------------------------------------------------------
..................................................................................................................................................
.--------------------------------------------------------------------------------------------------------------------------------------------------------:
...........................................................................................................................................................

----------------------------------------------------------------------------------------------------------------------------------------------------------

..........................................................................................................................................................

s LAY LT 5B R 64 £

Please sign in front of two witnesses to confirm your appointment

F AL FAGFE
Full name of person making this appointment Signature of person making this appointment

(BB AGBTE F—HEZE Witnesses please sign on the next page)
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Each witness certifies that:

 at the time of signing the document, the person making this appointment appears to have
decision-making capacity and appears to understand the nature and consequences of making
the appointment and revoking any previous appointment; and

« at the time of signing the document, the person making this appointment appeared to freely
and voluntarily sign the document; and

« the person signed the document in my presence and in the presence of a second witness; and

» | am not the person’s medical treatment decision maker under this appointment.

REA: ZMEBA/ARLFREE LB AE

Witness 1: Registered medical practltloner/someone who is able to witness affidavits

'}li /g Full Name /Q_f’ AE B Qualification of authorised witness

........................................................................................................................................................

.......................................................................................................................................................

-------------------------------------------------------------------------------------------------------------------------------------------------------

........................................................................................................................................................

A2 RFA 0 3E
Witness 2: An adult witness Interpreter

'fli/g Full Name 'f(i/g Full Name

......

.
................................................................................................................................................

--------------------------------------------------------------------------------------------------------------------------------------------------

.................................................................................................................................................

%’- H 37 (8 /A /5F) Date ( dd/mm/yyyy NAAT| 3225 4R 5%, NAATI Number

-----------------------------------------------------------------------------------------------------------------------------------------

’, ’, .
.................................................................................................................................................
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If an interpreter is present at the time the document is :
witnessed, they must sign and date the section on the

right side immediately after the document is witnessed.

Reference: Victorian State Government Department of Health. (2022). Appointment of medical treatment decision maker form (long). 4
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Statement of Acceptance
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By signing this Statement of Acceptance your Medical Treatment Decision Maker( ) confirms the
acceptance as being your Medical Treatment Decision Maker(s)
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| accept my appointment as the medical treatment decision maker and state that:

¢ | understand the obligations of an appointed medical treatment decision maker; and

¢ | undertake to act in accordance with any known preferences and values of the person making
the appointment; and

* | undertake to promote the personal and social wellbeing of the person making the appointment,
having regard to the need to respect the person’s individuality; and

e | have read and understand any advance care directive that the person has given before, or at
the same time as, this appointment.

[ Bkt 1] ks [ Bk 2| kit Gof)

Acceptance by Medical Treatment Decision Maker 1 Acceptance by Medical Treatment Decision Maker 2

&i}é Full Name &i}é Full Name

--------------------------------------------------------------------------------------------------------------------------------------

......................................................................................................................................

-------------------------------------------------------------------
...................................................................

O
...............................................................
.....................................................................

..........................................................................................................................

.......................................................................................................................................

A RFA

Witness: An adult witness

&i/g Full Name

------------------------------------------------------------------------
........................................................................
.................................................................................................................................................

.................................................................................................................................................

Reference: Victorian State Government Department of Health. (2022). Appointment of medical treatment decision maker form (long).
https://www.health.vic.gov.au/publications/appointment-of-medical-treatment-decision-maker-form
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