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	➤ Advance Directives Checklist

You have the right to make decisions about 
your health care. This includes the right to 

accept or refuse medical or surgical treatment. 
You also have the right to plan and direct the 
types of health care you may receive in the event 
you become unable to express your wishes. You 
can do this by making an “Advance Directive.”

An advance directive describes, in writing, 
your choices about the treatments you want or 
do not want about how health care decisions 
should be made for you if you become 
incapacitated and cannot express your wishes. 
Anyone who is of sound mind and age 18 or 
older may complete these forms.
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Talk with family members, friends, spiritual advisors, physicians, other healthcare providers and 
other trusted persons about what would be important to you if you become terminally or irreversibly  

         ill or injured and you can no longer communicate your health-care decisions or other wishes.

Ask someone you trust and whom you can count on to be your health-care agent and discuss your 
wishes with this person. Select an alternate health-care agent in case your agent is unable to serve.

Complete the forms below, change or cross out provisions or make an entirely different document. 
Add pages if you like.

Have two qualified witnesses or a notary witness your signature. Make copies of the documents to 
distribute.

Inform family members, spouse, parents, children, siblings, friends, physicians and other health-care 
providers that you have executed an advance health-care directive and that you expect them to  

         honor your instructions. Keep them informed about your current wishes.

Give copies of the document to your health-care agent, health-care providers, family or any other 
individuals who might be involved in caring for you.

Place the executed document in your medical files. Be sure it is filed with each medical system.

Make plans to review the document annually—make a new document, if necessary, and keep people 
informed of any changes.

C H E C K L I S T
Advance Directives
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Where to access Wisconsin forms
Declaration to Physicians (Living Will)
• https://www.dhs.wisconsin.gov/forms/advdirectives/f00060.pdf

Power of Attorney for Health Care
• https://www.dhs.wisconsin.gov/forms/advdirectives/f00085.pdf

Hmong: https://www.dhs.wisconsin.gov/forms/advdirectives/f00085h.pdf

Spanish: https://www.dhs.wisconsin.gov/forms/advdirectives/f00085s.pdf

Vietnamese: https://www.dhs.wisconsin.gov/forms/advdirectives/f00085v.pdf

Power of Attorney for Finance and Property
• https://www.dhs.wisconsin.gov/forms/advdirectives/f00036.pdf

Authorization for Final Disposition
• https://www.dhs.wisconsin.gov/forms/advdirectives/f00086.pdf

State of Wisconsin 

Department of Health Services Instructions to Complete the Power of Attorney for Health Care Form To Whom It May Concern: 
Enclosed is the Power of Attorney for Health Care form you requested. The Power of Attorney for Health Care form makes it 

possible for adults in Wisconsin to authorize other individuals (called health care agents) to make health care decisions on their 

behalf should they become incapacitated. It may also be used to make or refuse to make an anatomical gift (donation of all or 

part of the human body to take effect upon the death of the donor). 
Be sure to read all six (6) pages of the form carefully and understand it before you complete and sign it. Talk with those you 

select as your health care agent and the alternate health care agent about your thoughts and beliefs about medical treatment. 

Neither the health care agent nor the alternate may be your health care provider, an employee of a health care facility in which 

you are a patient, or a spouse of any of those persons, unless he or she is also your relative. Two witnesses are required. Witnesses must be at least 18 years of age, not related to you by blood, marriage, domestic 

partnership, or adoption, and not directly financially responsible for your health care. A witness cannot be a health care provider 

who is serving you at the time the document is signed or an employee of the health care provider unless the employee is a 

chaplain or social worker. A witness cannot be an employee of an inpatient health care facility in which you are a patient, unless 

the employee is a chaplain or social worker. A witness cannot be your health care agent nor have a claim on any portion of your 

estate. Valid witnesses acting in good faith are immune from civil or criminal liability. An original signed form may be kept on file with your physician or other primary care provider. A signed Power of Attorney for 

Health Care form may also be kept in a safe, easily accessible place until needed. You should make relatives and friends aware 

that you have created a Power of Attorney for Health Care and the location where it is kept. Relatives and friends should also be 

told whom you select as the health care agent and the alternate. The document may, but is not required to be, filed for 

safekeeping, for a fee, with the Register in Probate of your county of residence. The fee for filing with the Register in Probate 

has been set by State Statute at $8.00. A Power of Attorney for Health Care that is an original signed form or is a legible 

photocopy or electronic facsimile copy is presumed to be valid. If you have both a Power of Attorney for Health Care and a 

Declaration to Physicians, the provisions of a valid Power of Attorney for Health Care supersede any directly conflicting 

provisions of a valid Declaration to Physicians. 
One copy of the Power of Attorney for Health Care form is available free to anyone who sends a stamped, self-addressed, 

business-size envelope to: Power of Attorney, Division of Public Health, P.O. Box 2659, Madison, Wisconsin 53701-2659. You 

may make additional blank copies of the form you receive from the Division of Public Health. The form is also available on the 

Department of Health Services Web page, https://www.dhs.wisconsin.gov/forms/advdirectives/index.htm.  Definitions ‘Department’ means the Department of Health Services. ‘Health Care’ means any care, treatment, service, or 

procedure to maintain, diagnose, or treat an individual’s physical or mental condition. ‘Health care decision’ means an informed 

decision in the exercise of the right to accept, maintain, discontinue, or refuse health care. ‘Health care facility’ means a facility, 

as defined in State Statute 647.01(4), or any hospital, nursing home, community-based residential facility, county home, county 

infirmary, county hospital, county mental health center, tuberculosis sanatorium or other place licensed or approved by the 

department under State Statutes 49.70, 49.71, 49.72, 50.02, 50.03, 50.35, 51.08, 51.09, 58.06, 252.073 or 252.076 or a facility 

under §§ 45.365, 51.05, 51.06, 233.40, 233.41. 233.42 or 252.10. ‘Health care provider’ means a nurse licensed or permitted 

under State Statute Chapter 441, a chiropractor licensed under Chapter 446, a dentist licensed under Chapter 447, a physician, 

podiatrist or physical therapist licensed or an occupational therapist or occupational therapy assistant certified under Chapter 

448, a person practicing Christian Science treatment, an optometrist licensed under Chapter 449, a psychologist licensed under 

Wisconsin.gov F-00085

  
 

State of Wisconsin 

Department of Health Services 

 
The Declaration to Health Care Professionals (Living Will) form makes it possible for adults in 

Wisconsin to state their preferences for life-sustaining procedures and feeding tubes in the event, the 

person is in a terminal condition or persistent vegetative state. 

 
Be sure to read both sides of the form carefully, and understand before you complete and sign it. 

 
The withholding or withdrawal of any medication, life-sustaining procedure or feeding tube may 

not be made if the attending physician, physician assistant, or advanced practice registered nurse 

advises that doing so will cause pain or reduce comfort, and the pain or discomfort cannot be 

alleviated through pain relief measures. 

 
Two witnesses are required. Witnesses must be at least 18 years of age, not related to you by 

blood, marriage or adoption, and not directly financially responsible for your health care. 

Witnesses may not be persons who know they are entitled to or have a claim on any portion of 

your estate. A witness cannot be a health care provider who is serving you at the time the 

document is signed, an employee of the health care provider, other than a chaplain or a social 

worker, or an employee other than a chaplain or social worker of an inpatient health care facility 

in which you are a patient. Valid witnesses acting in good faith are immune from civil or 

criminal liability. 
 
When you have completed and signed the form: 

 The original signed form should be kept in a safe, easily accessible place until needed.  

 You should make relatives and friends aware that you have signed the document and the 

location where it is kept. 

 A copy of the signed form may be kept on file with your physician, physician assistant, or 

advanced practice registered nurse. You are responsible for notifying your attending physician, 

physician assistant, or advanced practice registered nurse of the existence of the Declaration. 

An attending physician, physician assistant or advanced practice registered nurse who is 

notified shall make the Declaration part of your medical records. 

 The document may, but is not required to be, filed for safekeeping, for a fee, with the Register 

in Probate of your county of residence. The fee for filing with the Register in Probate has been 

set by State at $8. 
 

A Declaration that is in its original form or is a legible photocopy or electronic facsimile 

copy is presumed to be valid. 
If you have both a Declaration to Health Care Professionals and a Power of Attorney for 

Health Care, the provisions of a valid Power of Attorney for Health Care supersede any directly 

conflicting provisions of a valid Declaration to Health Care Professionals. 

Up to four copies of the Declaration to Health Care Professionals are available free to 

anyone who sends a stamped, self-addressed, business-size envelope to Living Will, Division of 

Public Health, PO Box 2659, Madison, Wisconsin 53701-2659. You may make additional copies 

of the enclosed blank form. The form is also available on the Department of Health Services Web 

page https://www.dhs.wisconsin.gov/forms/advdirectives/index.htm. 

  

 
State of Wisconsin 

Department of Health Services 

 
This Power of Attorney for Finances form allows you to plan for future financial decision-making even if you 

are unable to make your own decisions. More information is available to assist you in filling out this form1. 

This form is not the answer for everyone. Only select someone you trust to be your agent. You may wish to 

consult with an attorney to explore other financial planning tools such as a Power of Attorney for Finances 

drafted by an attorney, or special accounts or trusts. 

 
This is an important legal document. Do not sign it until you, and your chosen agent, understand the powers 

being granted. By signing this document, you are not giving up any powers or rights to control your finances 

or property. Instead, you are giving your agent, in addition to yourself, the authority to handle your finances 

and property. While it is not required that you sign this document in the presence of a notary, acknowledged 

signatures create a lawful presumption of genuineness and will be more easily accepted by businesses and 

financial institutions. 
 
This document is effective immediately when executed unless you state a future date or occurrence that will 

activate the powers expressed in this form. 

 
This Power of Attorney for Finances is “durable” (does not terminate upon the principal’s incapacity) unless 

you specifically state that it terminates if you become incapacitated. 

 
If you name your spouse or domestic partner as your agent and the marriage or domestic partnership is 

terminated (annulment or divorce), this document becomes invalid unless the special instructions in this 

document state that such an action will not terminate the authority given to the agent. 

 
If you used a former state Power of Attorney for Finances form, that form is still valid. Executing a new 

Power of Attorney for Finances does not, automatically, revoke a prior document. 

 
If you wish to change this Power of Attorney for Finances in the future, you must complete a new document 

and revoke this one. You may revoke this document at any time; a suggested method is a written and dated 

statement expressing your intent to revoke this document. If you revoke this document, you should notify 

your agent and any other persons or entities that have a copy. 

 
In general, an agent who is not the principal’s spouse or domestic partner may not use the principal’s 

property for the benefit of the agent or a person to whom the agent owes an obligation of support. Gifting to 

others is also generally not allowed2. 

Your agent is entitled to reasonable compensation unless you state otherwise in the special instructions. 

This document does not give your agent the power to make medical, long-term care or other health care 

decisions for you. 
 
Once your Power of Attorney for Finances form is completed and signed, send a copy of this document to 

your financial contacts (e.g. your bank, stockbroker, mortgage company, insurance agent, etc.) Give a copy 

to your agent and alternate agents as well as to trustworthy family members and/or to your attorney. Finally 

place a copy in a safe place in your home along with a list of who has a copy of the document. 

 
 

1 Greater Wisconsin Agency on Aging Resoures: Guardianship Support Center (www.gwaar.org) 

2 For more information on gifting, see Wis. Stats. §244.57 

 

 This Page is for information only and is not part of the Power of Attorney 
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 AUTHORIZATION FOR FINAL DISPOSITION INSTRUCTIONS 

 
 
 
 

Purpose of the Authorization for Final Disposition:   
 

When properly completed and signed in the presence of two competent adult witnesses or a notary public, this voluntary document allows a competent adult (the declarant) to designate another competent adult (the representative or an alternative representative) to make funeral arrangements on behalf of the declarant. 
 
 

This document allows the declarant to give his or her chosen representative information about the declarant’s preferences for final disposition and funeral service.  
 
 
 
 

Please read and understand the following information and the form before completing the form. 
 
 
 
 

Definitions from Wisconsin State Statutes  Chapter 154, Section 154.30 (8) (f):  
 

• “Authorization for final disposition” means a document that satisfies the conditions under sub. (8) (d) or (dm), and that is voluntarily executed by a declarant under sub. (8), but is not limited in form or substance to that provided in sub. (8). 
• “Cemetery authority” has the meaning given in s. 157.061 (2). • “Credential” has the meaning given in s. 440.01 (2) (a). • “Crematory authority” has the meaning given in s. 440.70 (9). • “Declarant” means an individual who executes an authorization for final disposition. • “Estranged” means being physically and emotionally alienated for a period of time, at the time of the decedent’s death, and clearly demonstrating an absence of due affection, trust, and regard. • “Final disposition” means disposition of a decedent’s remains, including any of the following: 1. Arrangements for a viewing. 2. A funeral ceremony, memorial service, graveside service, or other last rite. 3. A burial, cremation and burial, or other disposition, or donation of the decedent’s body.  

• “Funeral director” has the meaning given in s. 445.01 (5). • “Health care provider” means any individual who has a credential to provide health care. • “Representative” means an individual specifically designated in an authorization for final disposition or, if that individual is unable or unwilling to carry out the declarant’s decisions and preferences, a successor representative designated in the authorization for final disposition to do so. 154.30 (8) (e)   If any of the following has a direct professional relationship with or provides professional services directly to the declarant and is not related to the declarant by blood, marriage, or adoption, that person may not serve as a representative under the requirements of this subsection:  
1. A funeral director. 
2. A crematory authority.  
3. A cemetery authority.  
4. An employee of a funeral director, crematory authority, or cemetery authority. 5. A health care provider.  
6. A social worker. 

https://www.dhs.wisconsin.gov/forms/advdirectives/f00060.pdf
https://www.dhs.wisconsin.gov/forms/advdirectives/f00085.pdf
https://www.dhs.wisconsin.gov/forms/advdirectives/f00085h.pdf
https://www.dhs.wisconsin.gov/forms/advdirectives/f00085s.pdf 
https://www.dhs.wisconsin.gov/forms/advdirectives/f00085v.pdf
https://www.dhs.wisconsin.gov/forms/advdirectives/f00036.pdf
https://www.dhs.wisconsin.gov/forms/advdirectives/f00086.pdf
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To request individual printed copies
You may request individual advanced directive forms by mailing a self-addressed, stamped, business-size 
envelope to:
Division of Public Health
ATTN: POA
PO Box 2659
Madison, WI 53701-2659

Note which forms you would like to have mailed to you.

Postage: For a single stamp (current rate) you may request the following:
• Four (4) Declaration to Physician (Living Will), OR

• One (1) Power of Attorney for Health Care, OR

• One (1) Declaration to Physician (Living Will) AND one (1) Power of Attorney for Health Care

• To request the Power of Attorney for Finances and Property, please mail a self-addressed, stamped 
envelope with postage of at least $0.69 per form requested.

To request 100 or more printed copies
Forms are available in quantities of 100 or more at a cost of:
• $15 per hundred for the Power of Attorney for Health Care

• $13 per hundred for the Living Will

Make check payable to DHS, and mail to:

Division of Public Health
ATTN: POA
PO Box 2659
Madison, WI 53701-2659

Note which form you would like to have mailed to you:
• Living Will or Declaration to Physician Form

• Power of Attorney for Health Care Form
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