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Please Note:

This Appointment of Proxy can only be made by a person 16 years! or older with
capacity and is only in effect when that person lacks capacity to make health care
decisions. A person with capacity may change their own directive at any time.

Name:
Address City/Province
Home Phone Work Phone Alternate Phone

To my family, my friends, my physicians, and all others to whom it may concern:

It is my intention that this Appointment of Proxy be respected by my physician, my
family, and my friends, if | am no longer capable of consenting to health care on my

own behalf.

| am aware that this appointment shall come into effect when | am no longer able to

speak for myself. | understand that the health care team will meet with my appointed
proxy/ies to discuss my prognosis, available interventions, and its benefit in my

circumstances.

Please place a copy of this Appointment of Proxy on my Health Record.

! The Health Care Directives and Substitute Health Care Decision Makers Act, Saskatchewan s.3
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Proxies

A proxy must be 18 years? of age or older and have capacity to make decisions. The
proxy has an obligation to act according to my known wishes. The proxy/ies listed
below are authorized to consent to my health care when | am no longer able to
understand health care information and communicate my own decisions.

Please appoint your proxy/ies below. You may appoint proxy/ies to act successively
or jointly. Please circle successive proxies or joint proxies when appointing multiple
proxies. Unless stated otherwise multiple proxies will be considered successive proxies.

1. Name: Phone:

Address City/Province

Successive Proxies or Joint Proxies

2. Name: Phone:

Address City/Province
3. Name: Phone:

Address City/Province

| understand that if | do not appoint a proxy, a substitute decision maker will be
appointed to make health care decisions on my behalf when | lack capacity to make
health care decisions. | have spoken to the following people about my wishes:

Name Home Phone Work Phone
Name Home Phone Work Phone
Name Home Phone Work Phone

? The Health Care Directives and Substitute Health Care Decision Makers Act, Saskatchewan s.11(1)
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Specific instructions to my proxy/ies (NOT health care wishes) are:

Signed and declared:

If you are physically able to, sign your name and date below.

Name Signature Date

If you are physically unable to sign, a person of your choice may complete this
directive and sign on your behalf at your instruction. The signature of this person must
be witnessed and the witness must sign below. A person appointed as a proxy or a
proxy’s spouse cannot sign as a witness or as the person signing on your behalf.

Name Signature of the person who is signing on my behalf Date
Name Signature of Witness Date
Please Note:

When making a directive, it is a good idea to make copies available to your proxy/ies,
family members, your doctor, your Special Care Home care providers and any health
care facility to which you are admitted. You may also place a copy on or in your
refrigerator for ease of access in emergencies.
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Health Records please discard this page and
do not scan into patient record. Thank you

Form #104071 04/2016 Category: Consents/Release/Transport



Medical Alert (Wallet Card)

_ _ TO MY FAMILY, MY PHYSICIAN & HOSPITAL
Please cut on the dotted line and place the card in

your wallet. When printing from a PDF document
please select actual size under the print option.

| have completed an Advance Care
Directive. In case of accident or extreme
sudden illness please follow my Directive as
soon as available. It can be obtained by
contacting the individuals listed on the back.

Health Records please discard this page and
do not scan into patient record. Thank you
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Name:

Phone Number:

My Proxy is:

Name:

Phone Number:

Health Records please discard this page and
do not scan into patient record. Thank you
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