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In order for your loved ones to truly understand your end of  life wishes, it will be necessary to have 

several conversations over time. These discussions will help everyone remain on the same page 

about you and your care, and will help loved ones feel at peace with the decisions you’ve made. How 

we die lives on in the minds of  those around us and with some planning and conversations, they 

will be left with a good memory that will help them in their grief  and recovery process. For some, 

these conversations may be tearful and may require vulnerability but may also lead to bonding 

and strengthening of  your relationships. Others may choose to keep conversations focused on 

instructions and facts, and that’s ok too.

Once you have completed your advance directive give a copy to your healthcare agent and keep 

a copy at your bedside, taped to the inside of  your medicine cabinet or on your refrigerator. 

Take it with you to hospital visits, when seeing new healthcare providers or give to paramedics 

in an emergency.

V.  Tips for Sharing your Decisions and Values with your
        Healthcare Provider, Family and Other Important People
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Healthcare Provider
Start by making an appointment with your physician or healthcare provider. Let the staff  know that 
you would like to discuss your advance directives to ensure the healthcare provider will make time for 
this important subject. Have a frank conversation with your physician(s) regarding your healthcare 
goals so they fully understand what your end of  life wishes are. Your healthcare provider will need a 
copy of  your advance directives. Be sure to immediately inform them of  any changes or revocations 
to your advance directive as they occur.

If  you are facing a life-limiting illness, inform your healthcare provider about important milestones 
you hope to make such as a birthday, wedding, etc. so he or she can discuss if  these are viable goals 
and tailor your care towards these wishes, if  possible.

It is your right to insist that your healthcare provider speak with you about this. If  there is a lack of  
time, you may suggest scheduling another appointment. 

 
The Physician Orders for Life-Sustaining Treatment (POLST)
Nevada state law requires an attending physician complete a form that summarizes wishes of  an 
individual regarding life-sustaining treatment with a patient who has a life expectancy of  less than 
five years. The POLST form details what the patient wants in terms of  medical treatment including 
CPR, feeding tubes and medical interventions if  the patient is not breathing or is without a pulse. 
The form is signed by both the physician and the patient or healthcare agent and helps healthcare 
providers understand the person’s wishes at a glance, but it is NOT a substitute for a properly 
prepared advance directive (living will) and DPOA for healthcare. The POLST form is available at 
www.nevadapolst.org.

 
DPOA/Healthcare Proxy
Have a frank discussion with your primary decision maker(s) regarding what you do or do not want in 
your final stage of  life. It is wise to make this person(s) a copy of  your advance directive and be sure 
to immediately inform this person of  any changes to your advance directive.

•   “I was thinking about what happened to my friend and it made me think about what will happen to me…”

YOU MAY SAY SUCH THINGS AS…

•   “I want to have a conversation about my wishes and goals for healthcare.”

•   “Have you heard about (insert your preferred advance directive preperation tool      
 here)? Here is what I’ve come up with so far.”

•  “My friend died while they were reviving her in a hospital and I don’t want that. 
Here’s what I would prefer…”

•   “I do not want to die at home. If  possible, I’d like to be (in a hospital, hospice, etc.)”   
 or “I prefer to die at home, if  possible.”
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•  “I need to think about the future. Are you willing to help me with that?”

•  “Even though I am doing ok right now, I’d like to prepare for the future…”

•  “I have made some major decisions and I’d like you to know and understand what they are.” 

Continue to explain your specific goals and wishes. Be sure that this person is willing and able 
to carry out your wishes even if  it goes against their own personal preferences, or other family 
members or friends disagree.

 
IMPORTANT TOPICS TO COVER:

•   What kind of  treatments do I want or not want?

•   Where do I want my care to be given (home, nursing home, hospital, hospice facility)? 

•   What is most important to me in my final stage of  life?

•   Are there situations that I would consider worse than death (such as living with a feeding tube, being 
on a ventilator, etc.)? 

•  At what point do I want to shift the focus of  my care from cure to comfort? 

 
Family/Friends
It is also important to advise your family and friends of  your choice even if  they are not going to 
be your designated decision maker. It’s often better to discuss your wishes and goals now, prior to 
becoming ill, to avoid surprises when your loved ones hear of  your desires. Discuss topics like those 
in the list above to fully explain your desires and goals.

 
Spiritual Leader 

If  a spiritual leader is a key part of  your life, speak to this person the same way you would a friend 
or family member. Be honest and share as much as you feel comfortable discussing. Use the 
questions and tips from above. Be sure to immediately inform this person of  any changes to your 
advance directive.

 
Final Tips:
Do understand that this may be difficult for some of  your loved ones to discuss. 

Don’t feel rushed. This is just the beginning of  many conversations.

Do be patient. This can be a difficult subject to talk about.

Do understand that you can always make changes to your advance directive. 

Don’t judge others. Death is very individualized and may mean different things to different people. 

Do give loved ones time to “digest” if  needed.


