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This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

My Preferences

ACTION is an international study about advance care planning in which patients are
supported by a trained facilitator to express their preferences for care and
treatment.

This My Preferences form has been constructed in the context of this ACTION study.
The form is a communication tool. It describes goals and preferences concerning
medical treatment and care of

........................................................................................................ (insert name).

Please note that this form is not legally binding but contains useful information for
all involved in the patient’s care. [this sentence needs to be adapted to local
circumstances]

More information about the ACTION study can be found at www.action-acp.eu.

Contact information for the ACTION project
Name

Email address

Tel.



This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

[appropriate logo’s]

My Preferences

THIS IS THE MY PREFERENCES FORM OF:

First name and last name:

Date of birth: __(day) - __ (month)—____ (year) Gender: Male / Female
Place of birth:

Address:

Tel. number:

INFORMATION ABOUT MY PERSONAL REPRESENTATIVE:

My Personal Representative is the person | have asked to express my preferences for me so that
they can be taken into account should | at some point be unable to make my own decisions.

First name and last name:
Date of birth: __ (day)-__ (month)—___ (year) Gender: Male / Female
Address:

Tel. number:

If applicable:



This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

ol do not have a Personal Representative

Section +* Activities or experiences that are important for me to live well:

A

My thoughts about
‘living well’

+* | have the following fears or worries:

+» | have the following cultural, religious or spiritual beliefs:

Section
B

+* My hopes for my current medical plan of care include:

My hopes for my
current medical
plan of care




This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

If I were to become unable to communicate and express my preferences | would like the following
issues to be taken into account (sections C-F):

Section (Initial one choice below)
¢ _____ I wish to have CPR attempted if my physician considers it medically

appropriate in my actual situation.
My preferences

regarding

| do not wish CPR attempted if my heart or breathing stops.
resuscitation




This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

Section
D

My goals of future

| know that it happens to some patients that they experience a potentially
life-threatening complication. Should | have such a complication while | am
unable to communicate and express my preferences, the following option

best fits my goals and values:

(Initial one choice below)

care
Selective Treatment plus Comfort-Focused Care
Primary goal of attempting to treat the complication
| would like my physician to provide me with interventions he thinks
might help me recover from the complication and extend my life. In
addition to that, pain and suffering will be relieved. This may include
medications and other simple interventions to treat any symptoms |
may have. | understand that any of these treatments may involve
transfer to hospital.
Comfort-Focused Care
Primary goal of maximizing comfort.
The focus of this option is to relieve pain and suffering. This may
include medications and other simple interventions to treat any
symptoms | may have. | understand that this may only involve
transfer to hospital if my comfort needs cannot be met in my
current location.

(Clarify or elaborate below, if appropriate)
Section (Initial one choice below)
E

My preferences
regarding final
place of care

| have a preferred final place of care.
This place is: (please insert)

| do not have a preferred final place of care.




This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

Section
F

My other
preferences that |
consider important
to be known by
those who care for

me
My signature (required) Place and date signed
Signature of my Personal representative Place and date signed
(preferably)

(NO signature of medical doctor is needed as this form is a communication tool)

[J 1 have also completed a legally valid document about my health care preferences.*
[J 1 plan to complete a legally valid document about my health care preferences.*

[J I do NOT plan to complete a legally valid document about my health care preferences.*
* Tick one box



This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

Information for those who completed this My Preferences form and their carers

*

We encourage you to discuss this form with your doctor(s) and caregivers.
If you wish, you can hand (a copy of) this form over to your doctor(s) and caregivers.

We recommend you to review this form periodically. We also recommend you to review it if
your preferences change or when there is a substantial change in your health status.

If you have reviewed your form and do NOT want to make changes, please indicate so below,
add the date and add your signature.

If you have reviewed your form and want to complete a new form, you can destroy your
earlier form. You have the following options to get a new form:

¢ Form can be downloaded from www.action-acp.eu

¢ You can phone or email the contact person from the research team, details are listed at

the first page of this document.

¢ You can use the extra copy that was provided by the facilitator.

If you have updated this form we encourage you to discuss this with your doctor(s) and
caregivers, and anyone else you might have discussed your preferences with.

Refer to legal documents if applicable [please provide country-specific details].



This My Preferences form is a communication tool which describes goals and preferences in relation to
future treatment and care.

This form will be stored in an electronic database for research purposes. We will add a study
number to this form. We will remove all personal details of you and of your Personal
Representative.

If you have reviewed your form and do NOT want to make changes, please indicate this below.

(] I have reviewed this form on .......cceeveeevnee. (date)

| confirm my indicated preferences.

My signature (required)

(] I have reviewed this form on .......ccceeveeevenee. (date)

| confirm my indicated preferences.

My signature (required)

L1 1 have reviewed this form on .......cceceevveveneee. (date)

| confirm my indicated preferences.

My signature (required)




