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Advance Decision to Refuse Treatment 
 

A) My details: 
 
My full name:  
 
My date of birth: 
 
My address:  
 
 
 
 
Distinguishing features [in the event of unconsciousness e.g. a distinctive mole]:  
 
 
 
 
 
This document sets out the decisions that I have made about my future care and treatment 
should I become unable to make those decisions for myself, because I have lost the mental 
capacity to do so. 
 
I have the mental capacity to make the decisions set out in this document.  I am not acting 
under any undue influence or duress.   
 
I have carefully considered information about the treatment options available and how I wish 
to be treated if, in the future, I lose the capacity to refuse or consent to medical treatment, or 
the ability to effectively communicate my refusal or consent. 
 
My decisions, as set out in this document are intended to apply indefinitely, unless 
specifically revoked. 
 
I understand that this Advance Decision will only be followed if I lose the capacity to make or 
communicate the decisions set out in this document. 
 
Note to Healthcare Professionals 

 This document should be used in the event that I lose the mental capacity to make or 
communicate the decisions it contains. 

 Please do not assume that I have lost capacity – I may need help and time to 
communicate. 

 If I have lost capacity please check the validity and applicability of this Advance Decision 
to Refuse Treatment. 

 If my Advance Decision is valid and applicable please ensure that you act on it as it is a 
legal document.  Please help to share this Advance Decision with relevant colleagues 
who are involved in my treatment and care and need to know about it. 

 Please also check with relatives and friends if I have made any other statements about 
my preferences or wishes that might be relevant to my advance decision. 

 This advance decision does not refuse the provision of basic care, support and 
comfort. 

Dr Roger William Burns 

28/06/1950 

27 Hill Lane 
Haverfordwest 
Pembrokeshire 
SA61 1PR 

 

Previous bilateral hip replacement  
Previous thyroidectomy  
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B) My Advance Decision to Refuse Treatment 
In the event that I lose capacity to make or communicate decisions for myself, this section 
lists the specific treatments or procedures that I do not want to receive, and the 
circumstances in which this refusal applies. 
 

[Note to person making this advance decision: If you wish to refuse treatment that is, or 
may be, life sustaining, you must state that you are refusing treatment ‘even if my life is at 
risk’ as a result.   If you do refuse life-sustaining treatment then it is essential that this 
Advance Decision document is signed, dated and witnessed.] 
 

State here if you wish to refuse life sustaining treatment, even if your life is at risk: 
 
My decisions, as set out below, are to apply to life sustaining treatment even where these decisions place 
my life at risk  

 
 

State here if there are circumstances under which your Advance Decision does not apply: 
 
 
 

I wish to refuse the following specific 
treatments: [e.g. Cardio-pulmonary resuscitation 

(re-starting my heart/breathing)] 

In these circumstances:  
[e.g. In the event that I have a cardiac or respiratory 
arrest after being diagnosed with a life-limiting illness] 

 Artificial nutrition If I am unable to swallow safely and experience any of 
the following, which leave me unable to make 
decisions myself and interact purposefully, and in the 
opinion of a senior doctor in consultation with my 
wife, there is little or no prospect of recovery: 

 a coma or persistent vegetative state resulting 
in lack of awareness of myself and/or my 
environment; 

 any disease of the central nervous system; 

 a cerebrovascular accident or severe brain 
damage/injury leaving me physically and 
cognitively unable to participate in any 
activities of day to day living; 

 advanced dementia; 

 in the terminal phase of any illness or medical 
condition, and there is little or no hope of 
restoring me to my former functional state. 

 

 Invasive artificial ventilation If I am unable to breathe independently and 
experience any of the following, which leave me 
unable to make decisions myself and interact 
purposefully, and in the opinion of a senior doctor in 
consultation with my wife, there is little or no 
prospect of recovery: 

 a coma or persistent vegetative state resulting 
in lack of awareness of myself and/or my 
environment; 

 any disease of the central nervous system; 
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 a cerebrovascular accident or severe brain 
damage/injury leaving me physically and 
cognitively unable to participate in any 
activities of day to day living; 

 advanced dementia; 

 in the terminal phase of any illness or medical 
condition, and there is little or no hope of 
restoring me to my former functional state. 

 

Cardio-pulmonary resuscitation I would not wish to receive cardio-pulmonary 
resuscitation if I experience any of the following: 

 If I am in a coma or persistent vegetative state 
which results in a lack of awareness of myself 
and/or my surroundings and there is little or 
no prospect of recovery; 

 Or in the event that I no longer have the 
mental capacity to make any decisions for 
myself due to a diagnosis of advanced 
dementia; 

 Or if I experience any type of brain injury, 
neurological disease or central nervous system 
disease  with little or no hope of me regaining 
the ability to interact purposefully; 

 Or if I am in the terminal phase of any illness or 
medical condition, and there is little or no 
hope of restoring me to my former functional 
state. 

  

Sitting me up in a chair I consider that sitting me up in a chair is a medical 
treatment, therefore I confirm that if I suffer any of the 
following I would prefer to be laid flat: 

 If I am in a coma or persistent vegetative state 
which results in a lack of awareness of myself 
and/or my surroundings and there is little or 
no prospect of recovery; 

 Or in the event that I no longer have the 
mental capacity to make any decisions for 
myself due to a diagnosis of advanced 
dementia; 

 Or if I experience any type of brain injury, 
neurological disease, or central nervous 
system disease with little or no hope of me 
regaining the ability to interact purposefully; 

 Or if I am in the terminal phase of any illness or 
medical condition, and there is little or no 
hope of restoring me to my former functional 
state. 

I understand that normal skin pressure area care will 
need to be adhered to which would include use of a 
specialist pressure relieving mattress and changing of 
position if required. 
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Intravenous Antibiotics 
 

If I am unable to swallow oral antibiotics safely and 
experience any of the following, which leave me 
unable to make decisions myself and interact 
purposefully, and in the opinion of a senior doctor in 
consultation with my wife, there is little or no 
prospect of recovery: 

 a coma or persistent vegetative state resulting 
in lack of awareness of myself and/or my 
environment; 

 any disease of the central nervous system; 

 a cerebrovascular accident or severe brain 
damage/injury leaving me physically and 
cognitively unable to participate in any 
activities of day to day living; 

 advanced dementia; 

 in the terminal phase of any illness or medical 
condition, and there is little or no hope of 
restoring me to my former functional state. 
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C) My Wishes and Preferences 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I am writing this document as a guide to the care I would like to receive should I ever become unable to 
communicate my wishes. My wife, two sons and daughter (As outlined in section D and below) are all 
Attorneys for my Health and Welfare. I have written this document after registering them as my Attorneys for 
Health and Welfare. In line with current guidance from The Office of The Pubic Guardian, I am happy for them 
to make any decisions regarding my Health and Welfare that are not covered/have not been covered within 
this document. 
 
I would like my wife Christine to be first point of contact for any Health Care Professional if I am no longer able 
to be involved in decision making. I would wish for her to be included in any discussions as she is fully aware of 
my wishes. If my wife is not here I would then wish for my three children to be involved in any discussions 
regarding my health and care. Although none of the latter would be making decisions (unless they are not 
covered within this document) I would wish for them to be consulted at every opportunity where other 
decisions need to be made, I would not expect there to be any unanimous decision and would be happy with 
any majority discussion/decision made. 
 
Christine Burns (wife): 01437 767102 / 07794 605411 
Oliver Burns (son): 07919 321435 
Dr Alexander Burns (son): 07773 394183  
Dr Sheona Burns (Mrs Sheona Howlett, daughter): 07737 437204 
 
I like to know all of the facts about any medical treatment and/or diagnosis. 
 
I would encourage any Health Care Professional to discuss Cardio-Pulmonary Resuscitation with me at any 
time they feel it would not be in my best interest. 
 
I consider that sitting me up in a chair is a medical treatment. I would hope that any medical practitioner 
would understand the principles behind this view and comply with my refusal of this treatment in the 
circumstances outlined in section B, page 3. 
 
I would wish to make it clear that I would like to absolve any Health Care Professional of any responsibilities 
with regards to prescribing pain relieving medication and would accept any dose of medication that is 
required to ensure I am pain free. I would want to be pain free at all times and would accept that this may 
possibly make me sleepy. The quality of my life and the quality of my death are important to me. 
 
I would like to remain in my own home and die in my own home, if at all possible. I would not wish to become 
a burden on my family, I would accept outside assistance if required for me to be able to remain in my own 
home. I would also be happy to go somewhere for respite, if required, to give my family a break for short 
periods of possibly a week. 
 
I take thyroxine and alfacalcidol, l feel that withdrawal of these medications may warrant an unpleasant 
death. If I am unable to swallow and they are able to be prescribed by any other means then I would wish to 
accept this. 
 
If in the future I consent to any surgical operation and there is difficulty taking me off the ventilator to breathe 
independently and in the opinion of a senior Doctor in conjunction with my wife that there is little or no 
prospect of recovery, I would like to have the invasive artificial ventilation withdrawn and be kept 
comfortable. 
 
If any of my organs are suitable for donation then I am happy for them to be used. 
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D) Lasting Power of Attorney 
Only complete this section if you have already appointed an attorney under a Lasting Power of 
Attorney through the Office of the Public Guardian. 
 

The contact details of the person/people to whom I have granted Lasting Power of Attorney: 
 

1) Name:  
 
Address:  
 
 
 
 
 

Type (please tick all that apply):   Health and Welfare  Property and Financial Affairs 
 

 

2) Name:  
 
Address:  
 
 
 
Phone:  
 

Type (please tick all that apply):   Health and Welfare  Property and Financial Affairs 

 
 

2) Name:  
 
Address:  
 
 
 
Phone:  
 

Type (please tick all that apply):   Health and Welfare  Property and Financial Affairs 

 
 

2) Name:  
 
Address:  
 
 
 
Phone:  
 

Type (please tick all that apply):   Health and Welfare  Property and Financial Affairs 

 
 
 
 
 

Christine Burns (wife) 

27 Hill Lane 
Haverfordwest 
Pembrokeshire 

01437 767102 / 07794 605411 

3, Cadogan Gardens 
Finchley 
London, N3 2HN 

07919 321435 

Oliver Burns (son)  

5, Liskey Hill Cottages   Pendragon House 
Liskey Hill     Penwartha Coombe 
Perranporth, Cornwall, TR6 0BB  Bolingey, Cornwall, TR6 0AY 

07773 394183 

Dr Alexander Burns (son)  

2, St Georges Terrace 
St Georges Hill 
Perranporth, Cornwall, TR6 0EH 

07737 437204 

Dr Sheona Burns (Mrs Sheona Howlett, daughter)  
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E) GP details 

 
GP name:  
 
GP address:  
 
 
 
GP phone:  
 
 

F) Health professional declaration (optional) 
It is good practice to discuss your wishes with your GP, nurse or hospital doctor.  You may also wish 
to ask them to witness your mental capacity by signing this declaration. 

 
I have discussed the matters contained in this document with (insert name of person making 
the Advance Decision)  
 
I am satisfied that this individual has the capacity to make the decision/s in this document 
and that they understand the consequences of these decisions. 
 
Health professionals name:  
 
Job title:  
 
Signature:                                                                   Date:  
 
 

 
G) Copies of this Advance Decision 
I have deposited copies of this Advance Decision with: [e.g. your GP, family members] 
 
1) Name:  
 
Address:  
 
 
 
Phone:  
 
 
2) Name:  
 
Address:  
 
 
 
Phone:  
 
 

Dr Thompson 

St Thomas Surgery 
Haverfordwest 
Pembrokeshire, SA61 1QX 

01437 762162 

Dr Roger Burns 

Donna-Marie Phillips 

  

Dr Thompson 

St Thomas Surgery 
Haverfordwest 
Pembrokeshire, SA61 1QX 

01437 762162 

27 Hill Lane 
Haverfordwest 
Pembrokeshire 

01437 767102 / 07794 605411 

Christine Burns 

Advance Care Planning Nurse 
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2) Name:  
 
Address:  
 
 
 
Phone:  
 
 
2) Name:  
 
Address:  
 
 
 
Phone:  
 
 
 
2) Name:  
 
Address:  
 
 
 
Phone:  
  

3, Cadogan Gardens 
Finchley 
London, N3 2HN 

07919 321435 

Oliver Burns (son) 

5, Liskey Hill Cottages   Pendragon House 
Liskey Hill     Penwartha Coombe 
Perranporth, Cornwall, TR6 0BB  Bolingey, Cornwall, TR6 0AY 

07773 394183 

Dr Alexander Burns (son) 

2, St Georges Terrace 
St Georges Hill 
Perranporth, Cornwall, TR6 0EH 

07737 437204 

Dr Sheona Burns (Mrs Sheona Howlett, daughter)  
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H) Declaration and Signature 
 

Person making the Advance Decision 
This document sets out the decisions that I have made about my future care and treatment 
should I become unable to make those decisions for myself. 
 

I confirm that I have the mental capacity to make the decisions set out in this document and 
that I am not acting under any undue influence or duress.   
 

My decisions, as set out in this document are intended to apply indefinitely, unless 
specifically revoked. 
 

I understand that this Advance Decision will only be followed if I lose the capacity to make or 
communicate the decisions set out in this document. 
 
I understand that my comfort and personal hygiene will continue to be attended to. 
 
 
Name:  
 
Signature:                                                                          Date:  
 

(If the maker of the Advance Decision is physically unable to sign, it may be signed on their behalf by 

another person, under the maker’s direction and in the presence of the witness below. Tick here if 
someone other than the maker has signed above: ) 
 
  
Witness 
I declare that the Advance Decision was signed or acknowledged in my presence. 
 
Name :                                                                      Relationship:  
 
Address:  
 
 
 
Signature:                                                                          Date:  

 
I) Review 
You should, if possible, review and reaffirm your Advance Decision on a regular basis. 

 
I have reviewed my Advance Decision and reaffirm that the wishes stated in this document 
are my own and still apply.  I confirm that this document is intended to apply indefinitely 
unless I specifically revoke it. 
 
Signed:                                                                             Dated:  
 
Signed:                                                                             Dated:  
 
Signed:                                                                             Dated:  

 

  

  

 

  

  

  

  


