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The following is a statement of my farewell wishes.

KB B R RGRAFN R T E RO T, P&
kLB B RO E,

| kindly ask my family and friends to respect my wishes
even though they may not agree with me.

RIS FAATIE R A AL A AL LB PEE, 24
U &R AR 1R A 2 BRI TR0 A&,

| also ask that they see my death as a rite of passage, and |
wish for them to live at peace after my death.

P
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S RIEE X B TR IE AT, BRI IS4 3 A F AL T4
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If you require assistance with completing this booklet, you could contact social workers from the
Chinese Cancer and Chronic Illness Society of Victoria.
For contact details, please refer to the back cover.
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Introduction

Our lives will come to an end one day. While we cannot control our lifespan, we can
advise our loved ones well in advance on our farewell wishes (such as how we would like
to be cared for when our last days are approaching). We are aware that, influenced by
traditional Chinese culture, the attitude of Chinese towards death is different from that
of Western culture. For example, out of filial piety, Chinese often believe that we
should insist on providing life-prolonging treatments to our parents who might be dying,
to be regarded as being filial. However, as the average life expectancy of human beings
continues to increase, living with dignity and quality at the end of life is also important
for one’s wellbeing and also worthy of our attention and consideration.

In Victoria (Australia), as of March 2018, the Medical Treatment Planning and Decisions
Act 2016 allows you to give legally binding farewell wishes and instructions in relation to
your end-stage medical decisions. They are called advance care directives. Your
directives are only utilised when you lose your capacity to communicate your wishes. To
make the directives legally binding, you need to complete them in English, and sign
them in front of two (2) independent adult witnesses, one of whom is a registered
medical practitioner. You can also appoint a medical treatment decision maker who will
ensure your advance care directives are followed. Your medical treatment decision
maker will need to sign to accept the appointment. If you do not have any advance care
directives in place nor any appointed medical treatment decision maker, your medical
decisions will be made by your closest relative or the first of the following persons
whois in a close and continuing relationship:

1.your spouse or domestic partner

2.your primary carer (who looks after you but cannot be paid to care for you
as ajob)

3.your adult child

4., your parent

5.your adult sibling (sister or brother)

* If more than one person is in the same position, the eldest person will be
dedicated.

If you dont have any family, Victoria’s Public Advocate might be asked to make the
medical treatment decision for you if you lose your capacity to make your own decisions.
(For more information, please visit the website of the Office of the Public Advocate,
https://publicadvocate.vic.gov.au)

There are two types of directives you can make within the Victorian advance care
directive: (1) An Instructional Directive, a legally binding statement in which you consent
to, or refuse, specific future medical treatment. Your health practitioners must follow
your directive as this is a legally binding statement which restricts the medical treatment
that can be offered by your health professionals, you must make sure you understand the
meaning and implications of your statement made. (2) A Values Directive, a statement of
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(2) {BE4E BB &) £ 45 = (Values Directive), MTM%'FQ‘?X%‘?J’_"”* B
BHEBAR G E4F, BT RENEETHF YRGB R AL
(Medical Treatment Decision Maker) = ] fgfk & 754 N}\,&ﬁéﬁjkﬂ&o
A & B A3 A g 09 06 iﬁé%m LA BB
Bo BRHRLEFZHALT, TLEFBEINGCHEZR RS, BABRRG
i%T%%# %AE&&ﬁﬁ%ﬁﬁﬁmﬁ O EHR. T 2TAXR
BRHAGT XA, BT LEEIT 2 P — AR B IF T 2 RAELE T

ﬁﬁ«&%%ﬂ%ﬁ»d%%aﬁ+%mﬁﬁ%%A%ﬁ%%ﬁk
ﬁ%&%% AR REIFRNB R TN EE, EROBAATRA
Bk & Jéwk/a 1E LA — A AP BT AR 1 B9 45 @ kZ}&J 5 ) B &
%%ﬁ i&ﬁﬂﬂéAaﬁ I TRBHEBRREZGEN, 5
mﬁﬁ£%$@ %kﬁ%%xAMMﬁTowﬁumﬁxﬁ%i
d%%ﬁ@ﬁ@ﬁ#ﬁ#kiﬁﬁ Z(ﬁ# gﬁ%@ﬂ&%@
A, BAREHIRTIALBG BRI RE) , SAFFHYARENBT A
ﬁ&%mﬁﬁﬁﬁgﬁi@o%@Em%%ﬁg%%%ﬁﬁﬂﬁ,%%
Kl g a93E = A

AT ERREGEQEASEZABRBEEALHR OB T,
R e
ﬁJl]ﬁiH%ﬁk@A& #ay [ AR B 4e %4 | (a Victorian advance
care directive form (for adults)). iZs5Z%8 3235 % & I & WAz & F
ARFELG L, BT A2 REALIAREME £,

KAV BB 18 TR AT A, 8B Z- 75 & 69 0k By & RAR e 1T A
H A

1.3 8 | 2454 XK ®# | (Enduring Power of Attorney
Appointment) EMREHE—(ZHFEHENRKEA, HBELTZW
Bt 5 RABA R o

2.3 TSiHB: BBA R, FmPRAL F KR AT
DB AT E., RITERBEEFREZRYES.

 HEFEYH TBERSTEISOREEZE20161 (Medical Treatment Planning and Decisions
Act 2016) S ERBREEXHEERN TR, sasasaBREARAL,
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your overall values and preferences as to treatment options for your end-of-life care. It
provides information to help the medical treatment decision maker make, as closely as
possible, the same decision that you would make for your yourself, if you were able to.
They should consent to treatment(s) they believe you would want, and refuse
treatment(s) they believe you would not want. If your Medical Treatment Decision Maker
cannot be contacted, particularly in an emergency, the Values Directive will guide
treating medical staff in providing the treatment(s) consistent with what you would want.
In preparing your advance care directive, you can choose to complete either or both
directives.

This '‘My Farewell Wishes' booklet is designed to help you start a conversation with your
family members and other healthcare providers about how you would like to be cared
for at the end of your life. It is also a guide for your loved ones to follow, should they
need to make medical treatment decisions for you. It will also help your doctor or other
health practitioner understand what is important to you, particularly if your Medical
Treatment Decision Maker and family cannot be contacted. Completing the form in
English and having it witnessed by two people, one of whom is a medical practitioner,
will help make it clear that the information in the document is what you want (neither
withess can be your appointed medical treatment decision maker). You are
recommended to seek appropriate language support if you have difficulties completing
the form in English.

This My Farewell Wishes booklet does not give binding instructions to your doctor or
health practitioner. If you do wish to give binding consent or refusal to certain
treatments, you should complete a Victorian advance care directive form (for adults)
provided by the Victorian State Government in advance. This form must be completed in
English and witnessed by two adults, one of whom must be a medical practitioner.

We also encourage you to complete the following legal documents to make clear every
aspect of your farewell wishes:

e Appoint an enduring power of attorney to make important financial and
personal decisions for you by filling in the Enduring Power of Attorney
Appointment form.

o Complete a will: A will is a written legal testament with detailed descriptions
on how an individual wants his property to be distributed after he passes
away. We recommend you have your Will drafted by a solicitor.

** If you would like further information about the Medical Treatment Planning and
Decisions Act 2016 and the legal documents mentioned above, you should seek
independent legal advice.
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o 7I‘EJF5§‘ Bz, B/
o J:@*"fé}é' Roy [ K694 Ee4k | (My Health Record)
6. —BBEFNAE, FAREFZIFANMT,

How to complete this booklet and have peace of mind:

a. Think about your beliefs and values, and discuss them with your loved ones.

b. Tick any of the options that apply to you, and/or write down your own wishes for
your physical, emotional, social and spiritual care.

c.If you wish to use this booklet as your valid values directive, you have to
complete it in English and sign in front of a medical practitioner and another
independent adult witness.

d. If you have not appointed your medical treatment decision maker(s), you could
refer to and/or use the forms in the appendix.

e.Keep the original copy and pass a certified copy to your medical treatment
decision maker(s) (if there is one), your loved ones and other care providers such
as your treating medical practitioner (or specialists in the hospital if relevant),
and/or upload a copy of your advance care directive to My Health Record.

f.Renew it whenever there is a change in your personal situation.
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Physical Care
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When | am very sick and unable to speak for myself (or | am at the end stage of my life), | wish to have
the following physical care. (You can tick the following items that meet your wishes)

07
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| hope that my family tells me the true prognosis about my illness.

PETRABRRE| TG, KA EAANRRET 5. BBAARGBAL ERARL
| wish to have proper personal care and have others take care of my appearance as long as it
does not cause me discomfort.

BIRARL IR, KA DRGE AR BARGEHEA L RLH BN FR
HERAREIT, PSRRI B, Rl L&KM, R4
RSALE TAIRAT, FTOAAE LmmITE, KFTEL KM%
KEAEER

| do not want to be in pain. | ask that my doctor and other healthcare providers who look after
me give me enough medication to relieve my pain and distress, even if this makes me more

sleepy. | understand that treating symptoms at the end of life does not usually hasten dying
but, if necessary, | would accept this rather than have distressing symptoms.

EILEBEADLEBHBIEAHRERNRIFT A, e RE, B
BB AT 4 H A 06 T kR FEAE A 4y, A2 RN G RABEILE) A AR
I, BRI G AR, GREICRHARM, KRMNBBEROKEER
4 R EAE AT, )

If my doctor considers treatments/procedures that are unlikely to help improve my debilitating
health condition but create suffering, | do not consent to be kept alive by receiving artificial
means. However, | understand that | will still receive palliative care and medication. (We
encourage you to talk to your GP or specialist if you are not sure about this matter.)

FRCBEAEGRAIER, o RTTAMSE, KA 2AEAT T 132 R
If possible, when | am approaching the end stage of my life, | wish to be cared for and die in the
comfort of:

FRITAw A E# LI
a hospice** an aged care facility Living with my loved one/s
SRADE S HAe, FHZEA:

My own home Other places, please specify

~ BERSARCBEARE—EARRRIERBRURNETEIRIE, WHAEXRERXARERHEBERTS.
A hospice is a place where specially trained staff care for people living with a terminal illness in a home-like environment with
hospital-like facilities and resources.
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Tick the boxes in the following table to express your thoughts, should any of these situations arise
for you.

EET R | MBASEE | MAFEE | LEKRES
Difficult but Worth living Not worth living | Cannot answer
acceptable but just barely now

9 KAFa IR A
|l can no longer recognise
family/friends.

ROEERE, R
AVNE-X 315
| can no longer talk or be
understood by others.

3T AR AR A
SR R e A G
| permanently rely on a

breathing machine to
keep me alive.

KAk TATE),
EFER, &R
BAFS B2,
| can no longer move
myself around, in or
out of bed, and rely on

other people to shift or
move me.

KAk B T
R, RERIR
| can no longer feed,
wash or dress myself

RELERIME LI
I no longer have control

of my bladder and

bowels
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

G S ORI LD R, AR TR

If you have any other wishes regarding physical care, please write down here:
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\ Emotional Care

TRRELERERERNTF (RERLEGRLE) , AF&RELR
AT &M, CTHEATHESEERN AR EAT)

When | am very sick and unable to speak for myself (or | am at the end stage of my life), | wish to
have the following emotional care. (You can tick the following items that meet your wishes and
write down your personal preferences)

K AAFE— e R S HAG T4,
| would like to listen to some music that | like.

REBARF/MEH K

My favourite singer/songwriter:

KR BRI /T
My favourite song is:

A B B IR R LA E — RS B e

| would like some of my favourite items placed near my bed:

O #8kh:

Photographs:

O &

Jewellery:

O @i s
Souvenirs:

O Htb:

Others:

A B R IB ARG AR F3B T BLAY

| would like to be cared for with passion and with cheerfulness.

LA AL S, SRS T A,

If you have any other wishes regarding emotional care, please write down here:
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Social Care

*&%ﬁﬁi%%z\ e (RAERLEGELE) , ARAXEXAAT
M. (THIEATHEEETHAWARLAE)

When | am very sick and unable to speak for myself (or | am at the end stage of my life), | wish to
have the following social care. (You can tick the following items that meet your wishes and/or
write down your personal preferences)

R EHIL, B EIAEATA

| prefer not to see anyone except my close family members.

AR A R RGN, B SEAAPTER R R M

| ask my friends to understand that | will be very tired and unable to spend long periods with them.

KA BIRAT EAMRARER: GEE T S A& BRI T7 i)

| wish to see the following people to say goodbye: (please put down their names and contact details)

O #A:

Relatives

O MA:

Friends

O R%:

Colleagues

O Bz 18 69 5% B

Members of my religious community:

O HAt:
Others

LEARL LA LT, FEEES TR,

If you have any other wishes regarding your social care, please write down here:
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Spiritual Care

”“&y’%'ﬁjﬁk%%k e (REREGRZLE) , ECEFTZELRA
B, CTHEUTHASBERNPER RIES)

When | am very sick and unable to speak for myself (or | am at the end stage of my life), | wish to
have the following spiritual care. (You can tick the following items that meet your wishes and/or

write down your personal preferences)

BAD R FAS ARG 1§ I RA /B

| would like to have my family members by my side praying for me.

BERHTT, A DAMEEMAT REE B ORK:

| wish to contact representatives of the following religious groups before | die:

s R EH ABH
Buddhist Catholic Christian
B HAb, 320

Taoist Others, please specify

BAAT B AT R 2B AR &

| do not want to see any religious representatives.

FHRAECETREMA LT, FEEEFT R

If you have any other wishes regarding your spiritual care, please write down here:
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Funeral Arrangements

o’
B EHEE, AAUTEM. (THHEATH A G L E)

| wish to have the following arrangements for my funeral. (You can tick the following items that
meet your wishes and write down your personal preferences.)

KA L KA AR

| would like my funeral to be:

R P2 — I HApb, FH29:
Elaborate Simple Others, please specify

B A BARVAT FHARANEAT:

| would like it to be performed according to the religious rituals of:

iizie REHK ENCEe
Buddhist Catholic Christian
W HA, 220

Taoist Other, please specify

AT R RAG VAT e BERAT

| would like my funeral venue to be at:

Y PR AE HEF
Church Funeral chapel Graveside

HA ZFEERA:
Others, please specify

JATP IR PR VUT 4L

| 1 would like the following music to be played during my funeral ceremony:

A REAT

| wish to have a:
+ 3 K3 Hte,
Burial Cremation Others, please specify

A B A B R BRI E A

With my remains to be placed at:

A B RO A A KAIE F &*IRRRE -

| would like my friends and family to donate a memorial gift/condolence money to:

*RE BIEHERERINE. WY, G TEfR) o TEE) . TR . THREL . TR, RIEENXIES TEE

Condolence money: money given as a gift of condolence at most Chinese funerals 12
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If you have any other wishes regarding your funeral arrangement, please wri’g”e down \ )
here: \

/\

B A e g EENY, IR GH A E TR TR AL ?

Do you have any concerns about other things when approaching the end of your life or dying?

BREA A EROFREARETRE?

Is there any other thing that is important to you that you would like to write down?
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To use this booklet as your Values Directive

B 34

; BERA 2 LB ZRFAFARIEE KA

M

OZ o You would need to sign this document in front of two independent adult witnesses,
o =
n

m 4

\
.

R ®©®® ‘E’
&G

A —LLIAR 5 — % B

(/7]@:/”]) cf_‘m} i 289 }JJSQ-Q:‘/\
one being a registered the other being an
medical practitioner, independent adult.

B 2 LT REAT AR O [ BRI

Neither witness can be an appointed medical treatment decision maker of yours.

¥k BB AL AR A A AR LR R AR o

** A witness must be satisfied that the person signing the document is acting freely and voluntarily and
appears to have the capacity to make decisions.

g( %‘ /E/E % Sign to confirm
ARG E FERR B A R

Sign here to confirm your farewell wishes

'ﬁi %, Full Name 4 H ﬁf] (B/A/ @) Date of Birth (dd/mm/yyyy)

.................................................................................................................................................
K ., 3 .
K

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

...........................................................................................................................................................
0‘ e,

0
. o
.............................................................................................................................................................

-----------------------------------------------------------------------------------------------------------------------------------------------
""""

0 o
g .,
...............................................................................................................................................

(R3B BT F—E2%Z Witnesses please sign on the next page)
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Witnessing

AL R A

Witness 1: Registered medical practitioner (a medical doctor)

&i g Full Name Har #4775 X Contact Details

ST RN EEEEEEEEEEEEEERN, W EEEEE NN NN RN NN NN RN NN NN NN NN EEEEENEEEEEEEEEEEEENG,
0 o .
K .

o o, o
.
........................................................................................................................................

2B 4 & B B L AHPRA%R 3%

Qualification and AHPRA number of registered medical practitioner:

....................................................................................................................................................
0 e,
0 o
.....................................................................................................................................................

.....................................................................................................................................
‘‘‘‘‘
‘‘‘‘‘‘

g o,
...........................................................................................................................................

EA2: mAFA

Witness 2: An adult withess

«&i }g, Full Name Hﬁé‘ 4485 35 Contact Number (optional)

............................................................................................................................................
K o, o ..

g o,
...........................................................................................................................................

--------------------------------------------------------------------------------------------------------------
R *,
.,

. 8
......................................................................................................................

ﬁvﬁﬁi”"iﬁﬂ% HOFE R EgE, o R A UE T RAR ZRIE AT 3R
S ZS[E&}_HH H ‘/ﬁ}]o

If an interpreter is present at the time the document is witnessed, they must sign and date the
below section immediately after the document is witnessed.

=t S I

Interpreter:
ﬁi%f}a}.l.ﬂeme ......................................... e 4 7%, NAATI Number
&%—Slgnature %‘ H 28 (B /A /%) Date (dd/mm/yyyy)

-------------------------------------------------------------------------------------------------------------------------------------------
.....
K

i3 S Q S
..........................................................................................................................................

Reference: Victorian State Government Department of Health. (2022). Appointment of medical treatment decision maker
1 5 form (long). https://www.health.vic.gov.au/publications/appointment-of-medical-treatment-decision-maker-form


https://content.health.vic.gov.au/sites/default/files/migrated/files/collections/forms-and-templates/a/advance-care-planning-forms/appointment-of-medical-treatment-decision-maker-form-long-interactive.pdf

ARt iE oy A N 8 A R \

| will leave a certified copy of this booklet to:

C) (4% % /Names)
B4 E 2 R E AL
Contact number or email address

@ (4% % /Names)
s 455 35 3 E SR HL L
Contact number or email address

® (4% % /Names)

W45 E R E A

Contact number or email address

S BIRCAEH T RAL GG BBk R, H AR 4n e 1R 6 0, 0 B R 3R,
Heh — i AT A E A

If you have already appointed your medical treatment decision maker(s), please make sure
they are aware of your farewell wishes or given a certified copy of this booklet.

RO B E Bk R H A

My appointed medical treatment decision maker

Ve AN

NBMES ™ eeeeeeeeeeeeeeeeeeeeeeeeeeeaeeeeeaeeeeameeaeamneeeaneeeeaneeeeaneneaneeesaneneeanneeeaneneenst® <

.......................................................................................................
o,
K

.......................................................................................................
o,
K

W7 X

(070) 81 0= 1o ds [ 2= Y1 LTS R R -
P

== i :

LaNGUAZE(S) SPOKEN ™o iieeeeeeeeeeeeseeeseseseseseseseseseseseseseseseseseeeeeeeee et et eeeeeeeeeeeneeeeamaens® :

e RIEMARME— B RRRAE, BTABBRATHAIKTF
(OPA) #24s %Fﬁ%&&% &%J,&%@Wu EREE
AT KR SR FAE —F T M LT RAL,

If you haven’t appointed someone to be your Medical Treatment Decision Maker, you could

complete the ‘Appointment of Medical Treatment Decision Maker’ form provided by the

Office of the Public Advocate (OPA), or you could use the forms insert in this booklet to know
more and/or make the appointment.
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More helpful mformation and resources

Advance Care Planning Australia

Hu@sbH —FFIM A [ FAAEILI D] | a9 %A F LA
Its website has a range of resources about advance care planning translated in Traditional
Chinese.

Victorian State Government Department of Health (4 &2 FIEE)
s — R DB [ AL B | QT MBI K EA (L),

Its website lists a series of information and standard forms (in English) to assist Victorians in
completing their advance care planning.

Office of the Public Advocate (OPA, 2XYHH{=E)
R UBsEE ARk A [ AL EIR R | 69T LA,

Its website contains some information about advance care planning in Traditional Chinese.

Palliative Care Victoria

iy EABEW S (Palliative Care Victoria) £ 55 & o3& Ao Be 4B 1R 69
TEWE —— —AGHENBURF. 484 ”&ﬁvﬁl/\ﬁx,ﬁ AR H A RS & 569 B
S g e B EAAE Qﬂ o 6,8 F T AR M A9 H RS P LA

Palliative Care Victoria is the peak body for palliative care and end of life care - an
incorporated association and charity supported by the Victorian Government, organisation
and individual members, other groups. Its website contains some information about palliative
care in Traditional Chinese.

Palliative Care Australia

Palliative Care Australia mmkﬂﬁ/\.mﬁﬁ‘ 09T EMAR, KK

HIABN B EZNRERANEARSES T EABENAL, LELG
G- B A3 Al ] 09 R P LR

Palliative Care Australia (PCA) is the national peak body for palliative care, representing all
those who work towards high quality palliative care for all Australians who need it. Its website
contains some information about palliative care in Traditional Chinese.



https://www.advancecareplanning.org.au/languages/chinese-traditional
https://www.health.vic.gov.au/patient-care/advance-care-planning-forms
https://www.publicadvocate.vic.gov.au/other-languages/231-chinese-traditional
https://www.pallcarevic.asn.au/page/114/chinese-traditional
https://www.pallcarevic.asn.au/page/114/chinese-traditional
https://palliativecare.org.au/

E=E
Blank Page
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Who we are
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Chinese Cancer & Chronic lllness Society of Victoria (CCCIS) is an Australian
registered charity that aims to alleviate distress and suffering, and sustain the quality
of life of people from Chinese cultural background who are affected by cancer and or

chronic illnesses.

(é'x Chinese Cancer & Chronic lliness Society of Victoria
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A Volunteer-based Charity

784 Station Street, Box Hill North Victoria 3129
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How to determine who your medical treatment decision maker is

4o R IEAE2018F3A 128 ZAT 2 T [ BRHALMES | . [BEAFEH
%Ki%ijﬁrﬁkﬁﬁﬁﬁywwwﬁﬁﬂj U BEREE SRR S
B, AR/ ety A R IE 0 Bk .

Jm R AER R G AT B J?‘é%ﬁfé 42%&1']&?%’—'%1&%1% (VCAT) ’JI‘ET
BT — LEE AR IR BE R R, RIZE AR A
R
o R ERER A E LBEREELRRME B, Bt
B Bk 2 k%2016 (Medical Treatment Planning and Decisions Act
2016) M2 T, MIRBUATIER ., FER 5 —18 7T B4 2] 69 AR A IRBCE
ok

1. BUA% &) E 18

2. 2B AL (BB AL A B4 F R 6GA)

3. AT X

4. X R Ak

5 RF0FE OLH k)

¥k Bl —AF AR Sl B, AFRHF 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.

My Farewell Wishes Booklet 7 Ed. Appendix | - Choosing and appointing your medical treatment decision maker(s)
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Choosmg your medical treatment decision maker(s)

WW%&A»u SRR R R —— AL, ATAITE

AL H AR B HFAEWIT I A B4, TR & RBABF=
%% EAEEHARER, WATURBYRERE, €T UK
2o &I A zyu&ﬁ% {BAEAT BF A% PR — 4% 3T VA & IR0k
o BRI f@&y@,ﬁ£¢ﬁﬁ% R & %&&%
AN, FHHERMEDTHBIREE, Hlde, BITRAZEBROEZK X
ﬁ%‘fi"ﬂl

BEMAIE T B R ERM R e ERITE,
ﬁ FIZ 44,
B A5 PTE 69 3 A8 Ao i M
Awﬁﬁmﬁﬁh,
Flbil‘)o[(/%-&ﬁ R ,\'f’(]ﬂ/\‘b%ﬁ
PRI H T IR AL VAR SR BT AL B 0 R

o

o

O

o

o

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

e 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

» 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. 4,
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

[ RAGBRRRH | 9 (ARFE3R

Flll in the details of your preferred Medical Treatment Decision Maker( ) s)on age 3 of this form.

KB R 5 SRR, AR LR AT 5SS

Find two independent adult witnesses and sign the confirmation in front of both witnesses,

—~

-V

Hof — 8 AL AR B—4% R
B S FERET LT SH A
AL (Blhm A 6R)
one of which must be a registered the other bein
medical practitioner or able to an mdepende
witness affidavits (e.g. a adult.
pharmacist),
WL B L RAFAE E5E—F4R 0 | L#E £t ]
Two independent adult witnesses need to sign on Page 4 of this form to confirm their

witnessing.

15 %%F@%%%ﬁj%%Efﬁﬁiﬁﬁi%kﬁﬁﬁ,ﬁ%
AR FOR AR [ B £3E, mAKNERRIE ] .

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.

EAARFEIAE

The form needs to be completed in English

My Farewell Wishes Booklet 7 Ed. Appendix | - Choosing and appointing your medical treatment decision maker(s) 2
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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

&iz, Full Name ﬁ 4 H#7 (8 /H /%) Date of Birth (dd/mm/yyyy

..............................................................................................................................................
NN NN NN RN N EEEEEEEEEEEEEEEEEEEsEEssEsEsssEsmssEEEEEa’ Gk s e s s s s R s s s s s RS EsEEEEEsEEEEEsEEESEsEEEEEsEEEEEsEEEEEsEEEEEa’
..........................................................................................................................................................
...........................................................................................................................................................
..........................................................................................................................................................

BRRRAE 2 Gef)

Medical Treatment Decision Maker 2 (if any)

‘fli/g Full Name Hi'v 4 B 37 (8 / A /5F) Date of Birth (dd/mm/yyyy

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

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

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

R A L T 5 5 AR IS

Please sign in front of two witnesses to confirm your appointment

RHNIEL RIAGE
Full name of person making this appointment Signature of person making this appointment

(REBAGBE F—EZE Witnesses please sign on the next page)

My Farewell Wishes Booklet 7 Ed. Appendix | - Choosing and appointing your medical treatment decision maker(s) 3



g Z=%%, Witnessing

/EL«;(
o EZ
e iR R, H

kor &,
%/i :

rm b UAFEE, R ARBE AR

HRFOR Y, AT MREARER

o EHRFIAE, RAAZRBILRAE QR L AMGTLT &4, B
o RFHARLMENZIFAR IF LG8 FJ//‘i'F B T U, E

ﬁ'—ﬂ'\/}\*—é‘aﬁ'}:, /ELa(/\Z‘fEé‘pﬁ/\?}

Each witness certifies that:

BJgk R H

e 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: B4/ AHAFRLE

%‘/ﬁ‘/ﬁ Hﬂ é’]/\f

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

'}Iiig Full Name

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

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

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

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

RHEA2: BRSFA

Witness 2: An adult witness

’ﬁi/g Full Name

K .,

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

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

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

..........................................................................
w2 =2

o T AFIE R 1 3E B it B,
03 B A RERRMAAL S %%%

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.

/EL A Bl ﬁ’* Qualification of authorised witness

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

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

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

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

Interpreter

&ij; Full Name

K .

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

NAATI 3235 4R 3% NAATI Number

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

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

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

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

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


https://content.health.vic.gov.au/sites/default/files/migrated/files/collections/forms-and-templates/a/advance-care-planning-forms/appointment-of-medical-treatment-decision-maker-form-long-interactive.pdf

HER R

Statement of Acceptance

BB E N [ AR |, ey [ Bk % | ARdes IReg £,

By signing this Statement of Acceptance your Medical Treatment Decision Maker( ) confirms the
acceptance as being your Medical Treatment Decision Maker(s)

R T BT B Bk R 3 B
o RTMBMEIERAE L [ Bl di H | 9&H, A
o KA BB O o K AMAT AT AR IEFATE, B
o RAGEATE RHANBAFLEAZAL, FFFE B I L E L H A

=%, H
o ROUMFLEMAEAALRRKTALYZATRG TH AT [ AZXBE &I
] o

| 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.

[ BBkt 1] it [ Bkt 2| kst Gofy)

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

ﬁif:’r Full Name ’ﬁi}ﬂ Full Name

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

", O
.................................................................
....................................................................

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

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

”%Elﬁfl(ﬂ/f]/ﬁ) ”%Elﬁf](ﬂ/f]/ft)

Date (dd/mm/yyyy) Date (dd/mm/yyyy)

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

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

REA: RFA

Witness: An adult witness

&ij’: 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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