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The plastic folder is to be placed behind the Alert Sheet in the medical 
record when a person has any of the following:

3rd2nd1st 4th

 The order of their placement in the plastic folder is:

1. An Advance Care Directive* 

2. An Advance Care Plan**

3. �A Resuscitation Alert (MR-Resus) and, when required, a Resuscitation Alert  

Confirmation form.

1. �Resus Alert  
(MR- Resus) goes 
on top with “Step 4 
Resuscitation Plan” 
facing upwards. 	
�A copy of the  
MR-Resus goes next 
to the MR59A obs 
chart - see RDR  
fact sheet.

* �	 Advance Care Directives recognised in SA include: Enduring Powers of Guardianship, Medical Powers of Attorney, 	
	 Anticipatory Directions and similar documents from other Australian jurisdictions. 

**  �An Advance Care Plan (ACP) is an informal document and can include Respecting Patient Choices, Palliative Care Plan, 
Ulysses agreement or other documents for Advance Care Planning.

2. �Advance Care 
Directive  
(if they have one)*

3. �Advance  
Care Plan  
(if they have one)**

4. �Resus Alert 
Confirmation 
(MR-Resus-A)  
(if they have one)

Insert  
facing 
outward

Advance Care Directive Form

Part 1: Personal details

Name: ______________________________________________________  
(Full name of person giving Advance Care Directive)

Date of birth: ____/ ___ / _____

Part 2a: Appointing Substitute Decision-Makers

I appoint: __________________________________________________
(Name of appointed Substitute Decision-Maker)

Ph: _________________________ ☎ Date of birth: ___ / ___ / _____

I, __________________________________________________________
(Name of appointed Substitute Decision-Maker)

am over 18 years old, and I understand and accept my role and the 
responsibilities of being a Substitute Decision-Maker as set out in the 
Substitute Decision-Maker Guidelines.

Signed: _______________________________ Date:  ___ / ____/ ____
 (Signature of appointed Substitute Decision-Maker)

AND
I appoint: __________________________________________________

(Name of appointed Substitute Decision-Maker)

Ph:  ________________________ ☎ Date of birth: ___ / ___ / _____

I, __________________________________________________________
(Name of appointed Substitute Decision-Maker)

am over 18 years old, and I understand and accept my role and the 
responsibilities of being a Substitute Decision-Maker as set out in the 
Substitute Decision-Maker Guidelines.

Signed: _______________________________ Date:  ___ / ____/ ____
 (Signature of appointed Substitute Decision-Maker)

Your initial Witness initial 1 of 4

Part 2a  
(continued over page)

By completing this Advance Care Directive you can choose to:

1. Appoint one or more Substitute Decision-Makers and/or

2.  Write down your values and wishes to guide decisions about your future 
health care, end of life, living arrangements and other personal matters and/or

3.  Write down health care you do not want in particular circumstances.

Part 1

You must fill in  
this Part.

Part 2a
Only fill in this Part 
if you want  
to appoint one or 
more Substitute 
Decision-Makers.

Your Substitute 
Decision-Maker 
fills in this 
section. g

Your Substitute 
Decision-Maker 
fills in this 
section. g

If you did not fill 
in any of this 
Part please draw 
a line diagonally 
across it.

South Australian Statement of Choices (advance care plan) 

I ……………………………………………………………………………….. (Full name) ……../...…/.…… (Date of birth)

of………………………… ………………………………………………….…………………….…….…...... (address)
Understand that 
 it is important to discuss my wishes with my Medical Agent/s or Enduring Guardian/s (if appointed), and 

with my family and health care team, so that they are aware of my wishes.  
 my doctors can only offer treatments that are medically appropriate 

1. Living well, or an acceptable recovery after illness or injury can mean:
to be able to communicate meaningfully with my family and friends; to not be completely bed bound;  
to not be dependent on others for hygiene; to be able to eat and drink naturally; to have some mobility

To me ‘living well’ or an ‘acceptable recovery’ means: (please write what is important to you)

……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………… 

2. My choices about treatments to prolong my life (Initial the boxes that you want)
    Examples include: a breathing machine (ventilator), kidney machine (dialysis), feeding tube (PEG tube),
    operation and blood transfusion. 

I am willing to have treatments that may prolong my life  
If you want to list exceptions, please write them here ………………………………………………….. 

I want to ’live well’ for as long as possible. However, I only want to be given treatments which may 
prolong my life (note any exceptions in the first box) if it is believed that I could make an acceptable recovery     

         as I have described above, but understand that acceptable recovery outcomes cannot be guaranteed.  

I wish to be kept comfortable, and allowed to die naturally with dignity, rather than have treatment 
to prolong my life. I want palliative care that includes medications and other treatments to alleviate 

    suffering and keep me comfortable, and to be offered something to eat and drink.  

3. My choices about treatment if my heart stops or there are no signs of life. (Initial the boxes that you want)
There are no signs of life if a person is unconscious, unresponsive, not moving and not breathing.  
CPR (Cardio Pulmonary Resuscitation) can be attempted to restart a heart but success rates are less 
than 1 in 10 outside of hospitals and generally even less for elderly and sick people.  

I am willing to have CPR in an attempt to restart my heart.

If my heart stops, I only want an attempt made to bring me back if it is believed that I could 
make an acceptable recovery as I have described above, but understand that acceptable         

recovery outcomes cannot be guaranteed.

I do not want any attempt to bring me back at all if my heart stops. 

4. If I am living in a residential care facility or permanently infirm at home (Initial the box if this is your wish) 

My preference is to remain at my usual residence (home or facility) and not to be moved from this 
site unless it is not possible to provide the necessary care here in line with my above choices.    
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My Statement of Choices is based on my values and beliefs. I understand it will be used to guide 
future medical decisions, only if I am unable to communicate my decisions. 

RESUSCITATION ALERT 
CONFIRMATION

(MR-RESUS-A)

Hospital: ...........................................................
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Affix patient identification label in this box

 UR Number: ..................................................................

 Surname: .......................................................................        

 Given name: ..................................................................

 Second given name: ......................................................

 D.O.B: __ __ / __ __ / __ __ __ __  Sex: .......................

Date Name of Doctor Signature of Doctor Designation 
of Doctor

Consultant 
Responsible

Date of Latest 
Resus Plan   
Being Confirmed

The Resuscitation Alert Confirmation sheet is for use for those services which need to have 
confirmation of the currency of an existing Resuscitation Plan. This provides clarity for the 
clinical team to know that the Resuscitation Alert (MR-RESUS) has been assessed and       
confirmed as still clinically relevant for this patient. 

1. In the first column labelled Date include the date of when the Resuscitation Alert is being 
confirmed.

2. The Doctor confirming that the Resuscitation Alert is still current is to then write their 
Name, Signature and Designation and insert the name of the Consultant with whom 
this patient has been admitted, in the relevant columns.

3. Including the Date of Latest Resus Plan Being Confirmed in the last column will ensure     
version control.

The Resuscitation Alert Confirmation Sheet Instructions:

Does the patient have decision-making capacity?

Yes           The clinical situation must be discussed with the patient

No            This must be documented in the case notes and a reasonable attempt should be made to consult at 
            least one of the following documents (if the patient has one) or individuals  - in order of priority below:

1.   Person with an Advance Care Directive under the Advance Care Directives Act 2013

             Substitute Decision-Maker appointed for health care decisions under an Advance Care Directive
             Name/s:  ........................................................................................................................................................
             Advance Care Directive with relevant instructions and NO Substitute Decision-Maker

2.   If they do not have a new Advance Care Directive (Advance Care Directives Act 2013)

             A Medical Agent or an Enduring Guardian
             Name/s:  ........................................................................................................................................................
             Anticipatory Direction

3.   If none of the above, a Person Responsible in the following legal order:

             Guardian appointed by the Guardianship Board
             Name/s:  ........................................................................................................................................................
             Prescribed relative (adult with a close and continuing relationship, available and willing, and who is          
                                related to the person by blood, marriage, domestic partner, adoption or Aboriginal kinship rules/marriage)
             Name/s: .........................................................................................................................................................
             Close adult friend who is available and willing to make a decision
             Name/s: .........................................................................................................................................................

   If there is no one in the above categories then:
             Someone charged with the day-to-day care and well-being of the patient
             Name/s: .........................................................................................................................................................
             Guardianship Board, upon application.

OR
            If the patient does not have capacity, and it has not been possible to find one of the above documents or                  
            individuals in time, complete the Resuscitation Plan in line with Good Medical Practice*
  
  Note: If there is an Advance Care Plan (eg Statement of Choices, Good Palliative Care Plan), it must be referred to by 
  those making decisions above.

Read accompanying instructions before completing. 
This form must be open to A3 when filled in, use Ballpoint pen. 
Interns are not permitted to complete this form.

1. TRIGGER

  2. ASSESSMENT

  3. CONSULTATION

Is there adequate clinical information to allow decisions to be made about resuscitation and/or end of 
life care?   If YES [    ] > Continue with the plan.

Complete this form early if the clinical situation requires decisions about resuscitation or end of life care. 
However, the urgency to complete this form needs to be balanced with sensitivity to the readiness of the 
patient and family to discuss these issues.

If possible, discuss the clinical situation (e.g. diagnoses, prognosis, treatment options and recommendations) with the 
patient, substitute decision-makers, person responsible and/or relatives.

IMPORTANT: Interpreter use is recommended for non or limited English speakers.

RESUSCITATION ALERT
7 STEP PATHWAY - 

DEVELOPING A RESUSCITATION PLAN
(MR-RESUS)

Hospital: ...........................................................
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Original copy - file in medical record          Duplicate copy - next to MR59A Observation Chart, provide to patient in Resuscitation Plan envelope

RESUSCITATION ALERT
7 STEP PATHWAY - 

DEVELOPING A RESUSCITATION PLAN
(MR-RESUS)

Hospital: ...........................................................

Note: A treatment option or procedure (e.g. ICU, surgical procedure, dialysis) must not be offered, 
recommended, or inferred to be available, without prior discussion with, and the agreement of, the 
relevant clinical team which provides this treatment or procedure.

Please circle which applies:                                 MER Call Yes                         MER Call No

[   ]   Patient is Not for any Treatment Aimed at Prolonging Life (including CPR)

[   ]   Patient is Not for CPR

[   ]   Patient is Not for invasive ventilation (i.e. intubation)

[   ]   Patient is Not for intensive care treatment or admission

[   ]   Patient is Not for the following procedures or treatment (specify): ........................................................................

.....................................................................................................................................................................................................

Indicate if the following decisions about resuscitation apply:

Indicate treatment that will be provided:

Tick here if this single option applies:

NOT FOR TRANSFER TO HOSPITAL unless there is a failure of palliative care measures to maintain the comfort and 
dignity of the patient in their place of residence.

Resuscitation plan explained to:               Patient (mandatory if he/she has capacity)   or

Substitute Decision-Makers/Relatives   Names:  .................................................................................................................

 Tick if an interpreter is used:    Interpreter’s Name:  ............................................................................................

Or you may specify individually each or all of the following that apply:

Note:

being provided.
must include a plan (or a contingency plan) to maintain their comfort and 

dignity. This could include the prescription of medications to control symptoms such as pain and dyspnoea, or referral to   
Palliative Care.

.....................................................................................................................................................................................................

.....................................................................................................................................................................................................

.....................................................................................................................................................................................................

.....................................................................................................................................................................................................

4. RESUSCITATION PLAN

5. TRANSPARENCY

Take practical steps to  6. IMPLEMENT the plan and to  7. SUPPORT the patient and family 
through the process

Resuscitation 
Plan Date

             /               /
This Resuscitation Plan 
is valid until:

Name of 
Doctor

Date:
or
[   ]   This admission only
or
[   ]    Indefinitely or until 

revoked

Designation

Signature

Consultant 
Responsible:

Unit:

To revoke this Resuscitation Plan (strike through and 
write VOID):

Date revoked:       /       /

Name of Doctor revoking the plan:

.......................................................................................

Designation:

.......................................................................................

Signature:

.......................................................................................May
2014
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