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THE MEDICAL DIRECTIVE 
As part of a person’s right to self-determination, every adult may accept or refuse any recommended 
medical treatment. This is relatively easy when people are well and can speak. Unfortunately, during 
severe illness people are often unconscious or otherwise unable to communicate their wishes at the 
very time when many critical decisions need to be made. 

Iowa law insures that the rights and desires of the seriously ill are honored. It provides that adults can 
direct, in advance, whether they want to be kept alive by artificial means in the event they become 
seriously ill and incapable of taking part in decisions regarding their medical care. This written 
Medical Directive is sometimes called a “living will.” 

WHAT THE MEDICAL DIRECTIVE DOES 
The Medical Directive states your wishes regarding various types of medical treatment in several 
representative situations so that your desires can be respected. The Medical Directive also lets you 
appoint someone to make medical decisions for you if you should become unable to make your own; 
this is an “attorney-in-fact,” a “proxy,” or “durable power of attorney.” Additionally, it contains a 
statement of your wishes concerning organ donation. 

HOW TO MAKE YOUR MEDICAL DIRECTIVE 
The following pages contain a Medical Directive form on which you can record your own desires. 
You may want to discuss the issues with your family, friends or religious mentor, as well as your 
personal physician and attorney, before completing the form. Please refer to pages 7-9 for details on the 
signing and witnessing of the Medical Directive.

WHAT TO DO WITH YOUR MEDICAL DIRECTIVE 
Place the original completed copy of the Medical Directive in safe place known and accessible to 
family members or close friends. Give one copy of the Medical Directive to your personal physician, 
one to your hospital and another to your designated proxy. You should also make copies to give to a 
family member or a friend, to ensure that it will be available if it is needed. Your physician should 
have a copy placed in your medical records and flagged so anyone involved in your care can be 
aware of its presence. 

WHEN THE MEDICAL DIRECTIVE TAKES EFFECT 
The Medical Directive comes into effect only when you become incompetent, or unable to make 
decisions or to express your wishes. You may change or revoke your Medical Directive any time 
while you are competent. If you desire to change or revoke your Medical Directive, you must 
communicate that change or revocation to your attending physician in order for it to become 
effective. 
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Generally, I do not want my life to be prolonged and I do not want life-sustaining treatment to 
be provided or continued: 
 

(1) If I am in an irreversible coma or persistent vegetative state; or 
 

(2) If I am terminally ill and the application of life-sustaining procedures would 
serve only to artificially delay the moment of my death without providing me 
with any additional significant opportunities to have meaningful interactions 
with other individuals with whom I have an ongoing and close relationship, as 
determined by my agent; or; 

 
(3) Under any circumstances where the physical or emotional burdens of treatment 

upon me outweigh the expected benefits of treatment for me, all as determined 
solely by my agent, it being my intention that my agent take into account the 
quality of life I would have if my life were prolonged in light of how my agent 
would best judge whether that quality of life would valuable and meaningful to 
me; or 

 
(4) If I suffer from irreversible dementia or irreversible loss of my mental faculties 

and I am dependent upon others to provide me with my activities of daily living, 
or, if I am incapable of any meaningful interaction with other individuals with 
whom I have an ongoing and close relationship of a nature that preserves my 
dignity and involves the continued function of the essence of my personality, as 
determined by my agent. 
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Please place your initials in the box indicating your choice. 
 

   
 
     If my physician has advised my agent that I have a condition that in all   

likelihood will result in my death within a relatively short period of time 
because of a fatal or terminal condition, and I am unable to make health care 
decisions for myself, then with respect to each of the following my wishes 
would be: 

 
 
 

Condition Yes No Undecided Try but stop 
if no clear 
improvement 

Cardiopulmonary Resuscitation (CPR).    
The use of drugs, artificial breathing,       
external chest compression, and/or 
electric shock to restart the heart. 

    

Mechanical Breathing.   Breathing by  
machine through a tube inserted 
through the mouth or nose. 

    

Artificial Nutrition/Hydration. Feedings    
and fluid given through a tube in the 
veins, nose, or stomach. 

    

Pain Medications. (Even if they dull 
consciousness and indirectly shorten  
life.)  
 

    

Antibiotics.    Drugs to fight infection.     

Blood or blood products.     

Major Surgery.  (Such as removing the gall 
bladder or part of the intestines.) 

    

Minor Surgery.  (Such as removing some 
tissue from an infected toe.) 

    

Kidney Dialysis.  Cleaning the body by 
machine or by fluid passed through the belly. 

    

Chemotherapy. Using drugs to fight cancer.     

Invasive Diagnostic Tests.  (Such as using a 
flexible tube to look into the stomach.) 

    

 
 
 
 
Name_____________________________________________________________________  Date of Birth ______/______/______ 
                                                                                                                                                                                                                                        month         day           year 

Fatal or Terminal Condition 



-3- 

Please place your initials in the box indicating your choice. 
 

   
 
   If I am unconscious from an accident or severe illness and there is no known 

hope of my recovering conscious awareness of my environment (irreversible 
coma), but machines or drugs could maintain my bodily functions for many 
years, then my wishes are: 

 

 
 

Condition Yes No Undecided Try but stop 
if no clear 
improvement 

Cardiopulmonary Resuscitation (CPR).    
The use of drugs, artificial breathing,       
external chest compression, and/or 
electric shock to restart the heart. 

    

Mechanical Breathing.   Breathing by  
machine through a tube inserted 
through the mouth or nose. 

    

Artificial Nutrition/Hydration. Feedings    
and fluid given through a tube in the 
veins, nose, or stomach. 

    

Pain Medications. (Even if they dull 
consciousness and indirectly shorten  
life.)  
 

    

Antibiotics.    Drugs to fight infection.     

Blood or blood products.     

Major Surgery.  (Such as removing the gall 
bladder or part of the intestines.) 

    

Minor Surgery.  (Such as removing some 
tissue from an infected toe.) 

    

Kidney Dialysis.  Cleaning the body by 
machine or by fluid passed through the belly. 

    

Chemotherapy. Using drugs to fight cancer.     

Invasive Diagnostic Tests.  (Such as using a 
flexible tube to look into the stomach.) 
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   If I am healthy and am in an accident or suffer a sudden illness making me 

unable to make my wishes known and my condition is potentially reversible in 
the opinion my physician, then my wishes are: 

 
 

Condition Yes No Undecided Try but stop 
if no clear 
improvement 

Cardiopulmonary Resuscitation (CPR).    
The use of drugs, artificial breathing,       
external chest compression, and/or 
electric shock to restart the heart. 

    

Mechanical Breathing.   Breathing by  
machine through a tube inserted 
through the mouth or nose. 

    

Artificial Nutrition/Hydration. Feedings    
and fluid given through a tube in the 
veins, nose, or stomach. 

    

Pain Medications. (Even if they dull 
consciousness and indirectly shorten  
life.)  
 

    

Antibiotics.    Drugs to fight infection.     
Blood or blood products.     
Major Surgery.  (Such as removing the gall 
bladder or part of the intestines.) 

    

Minor Surgery.  (Such as removing some 
tissue from an infected toe.) 

    

Kidney Dialysis.  Cleaning the body by 
machine or by fluid passed through the belly. 

    

Chemotherapy. Using drugs to fight cancer.     

Invasive Diagnostic Tests.  (Such as using a 
flexible tube to look into the stomach.) 

    

 
 
 
 
 
 
 
 
Name_____________________________________________________________________  Date of Birth ______/______/______ 
                                                                                                                                                                                                                                        month         day           year 

Sudden Illness or Accident 



-5- 

Please place your initials in the box indicating your choice. 
 

   
 
   If I become permanently confused or have declined mentally to the point that I 

am not capable of caring for myself or being part of any meaningful 
interaction with family and friends (such as Alzheimer’s Disease, multiple 
strokes, or dementia), and I become ill, then my wishes are: 

 
 
 

Condition Yes No Undecided Try but stop 
if no clear 
improvement 

Cardiopulmonary Resuscitation (CPR).    
The use of drugs, artificial breathing,       
external chest compression, and/or 
electric shock to restart the heart. 

    

Mechanical Breathing.   Breathing by  
machine through a tube inserted 
through the mouth or nose. 

    

Artificial Nutrition/Hydration. Feedings    
and fluid given through a tube in the 
veins, nose, or stomach. 

    

Pain Medications. (Even if they dull 
consciousness and indirectly shorten  
life.)  
 

    

Antibiotics.   Drugs to fight infection.     

Blood or blood products.     

Major Surgery.  (Such as removing the gall 
bladder or part of the intestines.) 

    

Minor Surgery.  (Such as removing some 
tissue from an infected toe.) 

    

Kidney Dialysis.  Cleaning the body by 
machine or by fluid passed through the belly. 

    

Chemotherapy. Using drugs to fight cancer.     

Invasive Diagnostic Tests.  (Such as using a 
flexible tube to look into the stomach.) 
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Please place your initials in the box indicating your choice. 

    
 
    The following are my wishes regarding the donation of my organs, tissue, and 

other body parts at the time of my death: 
 
 
 

 Yes No Agent decides 

I want all of my organs, tissue and other body parts 
donated to the extent useable for transplantation. 

   

I want any of my organs, tissue and other body parts not 
useable for transplantation to be donated for purposes of 
medical research. 

   

I want my whole body, to the extent the organs,  
tissue and other body parts are not donated for 
transplantation or medical research to be donated for 
medical education.  
(Whole body donations for research may require advanced approval 
for the donee-institution.) 

   

I want only the following organs, tissues or body parts 
donated to the extent useable for organ donations: 
(Insert names of organs and tissues or mark “agent decides ”) 
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