
1. Natural Dying Living Will in a format that quickly tells your future physician 
what treatment you want for the condition you have reached. 

2. Bilateral Durable Power of Attorney for Health Care Decisions includes 
the contract you and each proxy/agent can sign, which commits them to fulfill their
promise to try their best to be your advocate�to make sure you get the care your 
living will expressed that you want. It creates your Patient Decision Committee and 
indicates how its members work together. 

3. Natural Dying Agreement contains your consent forms and commonly needed 
strategies that transform your living will statements about what you �want� into 
POLST orders that you actually �get.�

4. Future POLST forms are the most powerful documents that direct end-of-life 
treatment. You can complete one for each level of future treatment.

The Strategic Advance Care Planning documents



The order of conditions that your physician will see begins with those you judged would 
cause the most intense suffering. It ends with those causing mild suffering. 
Here are the list and corresponding treatments: 

Unbearable �> Rapid Sedation to Unconsciousness

Intolerable �> Moderate Anesthesia

Severe �> Natural Dying/Moderate Anesthesia (if can eat/drink)

Tolerable Suffering �> if you have a number of such conditions that together 
currently cause severe suffering as your proxies/agents determine. (�Decide Later�).
(See the illustration on the next slide.)

Your �Natural Dying Living Will� 
Sequenced for your physician/provider





Legally designate 3 to 5 or more proxies/agents/surrogate decision-makers to become members of 
your Patient Decision Committee (PDC). Hold a meeting facilitated by an Advance Care 
Planning (ACP) counselor. See the illustration on the next slide.)  The counselor explains their 
roles and educates them; for example, how to make substituted judgment decisions.*

You and each PDC member will sign a separate contract, so each will COMMIT to do their best to 
make sure � after you lose the ability to make sound decisions � that �the person you become who 
is living with dementia� does NOT sabotage your original end-of-life goals. An example is Condition 
39: a PDC member can override the �future you living with dementia� who asks to resume assisted 
feeding but cannot appreciate doing this will lead to more and longer suffering.

* Substituted judgment: Proxies/agents must strive to make the same treatment decision the 
patient would make � based on knowing the patient�s lifelong values & treatment preferences. This 
can be different from the decision they would make for themselves, and from what they feel is best 
for the patient. Even if it conflicts with their values, they promised to honor the patient�s values.

Have a �Commitment Meeting� 
with members of your PDC





You can complete several Future POLSTs during ACP. Only one can be 
active at a time. You can change your POLST if you have decision-
making capacity. If you lack capacity, members of your Patient Decision 
Committee can change your POLST so that it is appropriate for your 
future clinical condition. (A blank POLST is shown on the next page.)

You may have POLSTs from more than one state. Many patients use the 
National POLST form. Your POLST orders must be consistent with 
your Natural Dying Living Will. Only you can create a new POLST.
These two innovative strategies are designed to preserve your end-of-
life goals after you no longer can speak for yourself. 

Have a �POLST Conversation� Meeting
with your physician/provider



(Note: This form is usually printed on red.)



1. Natural Dying Living Will

2. Bilateral Durable Power of Attorney for Health Care Decisions 

3. Natural Dying Agreement 

4. Future POLST forms

These documents need to be notarized to be legally valid. This is 
your CONSENT. Jurats are best: you swear/take an oath that the 
document is true, accurate, and complete � so it can be admitted to 
a court of law. Strategically, this may prevent needing to go to court.

Advance Care Planning (ACP) Summary 
� you created these documents:



Many people place their POLSTs on their refrigerator. You can also wear your POLST in a small or large plastic badge 
(as shown below). The barcode can be scanned to access all your documents and videos, including instructions in 
your own voice regarding precisely what you want 9‐1‐1 emergency first responders to know and do. The two 
following slides introduce www.MIDEOHealth.com� a resource that Caring Advocates highly recommends.
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W hat is M IDEO ? 

M y Inform ed Decision on Video (M IDEO ) Electronic advance care planning platform

The M IDEO  Difference 

 Patients speak on video about their health care wishes
 Patients, fam ilies, and healthcare professionals can quickly and easily 

understand and confirm  wishes
 Easy-to-use Q R code links to video on any device , anytim e
 M uch less expensive than other Advance Care Planning services

w w w .m ideohealth.com

 M IDEO  is a video-Based Advance Directive or M edical order

 M IDEO  clarifies patient w ishes about critical illness vs EO L

You can  

scan this 

example.



®https://mideohealth.com/for‐patients/

844‐MIDEO‐4‐U
844‐643‐3648

INFO@mideohealth.com

Recommended by Caring Advocates



Anyone who genuinely cares about you may observe you and wonder if you have 

possibly reached a �qualifying condition.� If so, they can notify any PDC member. 

Other PDC members may then visit you. Then, all members meet and use their 

�substituted judgment� to confirm whether you would want a different POLST

to direct your care. Your treating physician/provider must agree by making the final 

determination. To reduce doubts about what treatment you would want, relevant 

parts of the video that memorialized your My Way Cards interview or your audio 

transcript can be viewed. (See the illustration on the next page.)

Months or years later, if you have a disease 
that progressed: PDC �Confirmation Meeting�





The PDC member with legal standing as your current agent brings:
(A) your Natural Dying Living Will; 
(B) the summary and transcript of the PDC �Confirmation Meeting�; 
(C) the Future POLST that PDC members believe � by a consensus of 
substituted judgment � is now appropriate for your current condition. 

The physician/provider can clinically evaluate you to determine if you 
have reached a condition with the intensity of suffering that warrants 
this presented Future POLST. If the physician/provider agrees to 
implement this POLST, then advance care planning will have been a 
success. (See the next two slides.)

Your PDC member/proxy/agent has a �shared 
decision-making conversation� with your physician



Your current proxy/agent has legal standing to present 
key documents to your treating physician/provider.



Success = Doctor agrees with orders to reduce your suffering



What�s Advance Care Planning Success? 

RECAP: After the Patient Decision Committee has their 
Confirmation Meeting, the currently acting proxy/agent 
with legal standing meets with the treating physician or 
provider to present their consensus of substituted 
judgment of the PDC members. (They have known the 
patient well from before receiving their diagnosis, and 
recently visited the patient and discussed his/her 
condition, which they compared to his/her living will.)

The treating physician or provider compares the 
Natural Dying Living Will with their current clinical 
assessment of the patient � to ensure the patient 
has reached a qualifying condition. The physician 
also reads the PDC Confirmation and Future POLST 
signed by a previous physician/provider. All this 
may lead to agreeing to implement this POLST or 
writing a similar set of orders. (Physicians may 
decline or suggest a different treatment plan.)


