






3. Organ donation (the act of cutting and dissecting a person for the purpose of removing organs to be

shared with another person whose organs no longer work) 

0 I want to donate my eyes, tissues and/or organs, if able. 

or 

0 I do not want to donate my eyes, tissues and/or organs. 

or 

0 My Healthcare Decision Maker can decide. 

4. Autopsy (the act of cutting and dissecting a person for medical or legal purposes)

0 My Healthcare Decision Maker may request an autopsy if the autopsy can help others 

understand the cause of my death or help with future healthcare decisions of others. 

or 

0 I do not want an autopsy unless required by law. 

5. Please write special directions and wishes for your Healthcare Decision Maker and healthcare team

here: 
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This is the directive of (Name): __________________ Date: ____ _







Part 4: Legal Authority 

Signature: Date: 

If I cannot sign my name, I ask the following person to sign for me: 

Printed Name Signature (of person asked to sign) 

Statement of Witnesses: 
This document was signed or verified in my presence. I certify that I am at least 18 years of age, and I am 
not appointed as a primary or alternate Health Care Agent in this document. 

If I am a health care provider or an employee of a health care provider giving direct care to the person listed 
above, I must initial this line: . One witness cannot be a provider or an employee of the provider 
giving direct care on the date this document is signed. 

Witness 1: Witness 2: 

Signature Signature 

Date: Date: 

Print name Print name 

Address (optional) Address ( optional) 

Or 

Notary Public: 

In the state of Minnesota, County of 

In my presence on (date), (name) 

acknowledged his or her signature on this document or that he or she authorized the person signing this document to sign on his or 

her behalf. I am not named as a Health Care Agent in this document. 

Signature of notary: Notary stamp: 

My commission expires (date): 

This is the directive of (Name): ___________________ Date: _____ _ 7 

NOTE: Under Minnesota law, 2 witnesses or a notary public must verify your signature and the date. Your witnesses or notary 
public cannot be named as your primary or alternate Health Care Agent. 

 I have made this document willingly. I am thinking clearly. This document states my wishes about my 
future health care decisions: 



Part 5: Next Steps 

Now that I have completed my Healthcare Directive, I will also: 

• Tell my primary and alternate Healthcare Decision Maker so that they can help me honor my wishes in
the future.

• Give my primary and alternate Healthcare Decision Makers a copy of this completed Healthcare
Directive.

• Talk to the rest of my family and close friends who might be involved if I have a serious illness or
injury, making sure they know who my Healthcare Decision Maker is, and what my wishes are.

• Give a copy of this completed Healthcare Directive to my doctor and other healthcare providers, and
make sure they understood and will follow my wishes.

• Keep a copy of my Healthcare Directive where it can be easily found.

• Take a copy of my Healthcare Directive any time I am admitted to a healthcare facility, and ask that it 
be placed in my medical record.

• Review my healthcare wishes every time I have a change of "HEART" (Health, Event, Age,

Relationships, Thinking): 

Decade: when I start each new decade of my life. Death: whenever I experience the death of a loved 
one. Divorce: when I experience a divorce or other major family change. Diagnosis: when I am diagnosed 
with a serious health condition. Decline: when I experience a significant decline or deterioration of an 
existing health condition, especially when I am unable to live on my own. 

Copies of this document have been given to: 

Primary (main) Healthcare Decision Maker (listed on page 1 of this document)

Name: _________________ Telephone: _________ _

Alternate Healthcare Decision Maker (listed on page 1 of this document)

Name: _________________ Telephone: _________ _

Healthcare Provider/Clinic

Name: _________________ Telephone: _________ _

Name: _________________ Telephone: _________ _

If my wishes change, I will fill out a new Healthcare Directive. I will give copies of the new document 

This is the directive of (Name): __________________ Date: ____ _

to everyone who has copies of my previous Healthcare Directive. I will tell them to destroy the 

previous version. 




