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Advance care planning (ACP) is an important part of 
end-of-life care. It provides people an opportunity 
to think about, discuss, and document their 
preferences about treatment and care for a time 
when they cannot communicate themselves.

PO Box 2274, Runcorn QLD 4113

www.mycaremychoices.com.au 

acp@health.qld.gov.au

1300 007 227

Who are we?

What can you do next?

The ACP Tracker is an online information 
sharing portal that enables direct and 
easy access to ACP documents and 
information across service settings.

Access to the ACP Tracker can occur by 
desktop and/or mobile devices via:

 » The Viewer Icon or;
 » The advance care planning tab in the 

menu of ieMR, in Digital Hospitals
For authorised health professionals 
outside of Queensland Health

 » The Health Provider Portal (HPP)

Scan the QR code to learn more 
about the Health Provider Portal and 
watch a video on the ACP Tracker in 
The Viewer.

For Queensland Health staff

Contact us

Remember to send a copy/scan of completed ACP documents to 
the Statewide Office of Advance Care Planning.

The Statewide Office of Advance Care Planning receives copies 
of Advance Health Directives, Enduring Powers of Attorney, 
revocation documents, Queensland Civil and Administrative 
Tribunal decisions and Statements of Choices from individuals, 
hospitals, health services, GPs, and aged care facilities across 
Queensland. Documents are reviewed, and if complete, are 
uploaded to the person’s Queensland Health electronic hospital 
record (the ACP Tracker app in The Viewer). This provides:

Peace of mind for individuals, knowing their ACP documents 
can be accessed by clinicians when needed

Direct, real-time access for clinicians to a person’s ACP 
documents to guide care decisions

Confidence for clinicians in the quality of the ACP documents 
accessed from the ACP Tracker app in The Viewer.

The Statewide Office of Advance Care Planning is a free 
statewide service (funded by Queensland Health) that assists 
clinicians to promote the important processes of advance care 
planning. The service:

Provides information, education and resources about ACP 
to the public and clinicians

Reviews and uploads ACP documents to a person’s 
Queensland Health electronic hospital record (The Viewer)

Shares healthcare wishes with clinicians (across service 
settings) involved in a person’s care

Connects people to ACP services in their local area 
(where available).

Strengthening advance 
care planning in QLD

Statewide Office of Advance Care Planning
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Advance care planning for health care professionals 

What is advance care planning? 

Advance care planning (ACP) is the cornerstone of patient-centred care, providing an opportunity for patients to think 
about, discuss, and document the medical treatment and end-of-life care they would prefer if they were to lose decision-
making capacity in the future. As part of this process, patients may choose to record their wishes on a Queensland-wide 
recognised ACP document.  
 
Queensland ACP documents uploaded to The Viewer include: 

• Advance Health Directive (AHD) 

• Enduring Power of Attorney (EPOA) 

• Queensland Civil and Administration Tribunal (QCAT) 
Decisions 

• Statement of Choices (SoC) Forms A and B 

• EPOA Revocation 

• AHD Revocation 

 

 
 
 

See over for a comparison of written documents used for health care decision-making in Queensland.  

Where do clinicians find ACP forms? 

All ACP forms used in Queensland are available in writable PDF format and may be downloaded via 
www.mycaremychoices.com.au.  Printed SoC forms are available upon request from the Statewide Office of Advance Care 
Planning. 

What do clinicians do with completed ACP documents? 

1. The original document is kept by the patient in a safe accessible place. 
2. A copy needs to be available in the current clinical chart. 
3. A copy should be sent to the Statewide Office of ACP where it will be reviewed, and, if complete, uploaded to the 

patient's Queensland Health electronic record, The Viewer. 

How do clinicians access a patient’s ACP documents? 

Clicking on the purple ACP icon from within The Viewer or the Advance Care Planning tab in the menu in ieMR (digital 
hospitals) will launch the ACP Tracker and enable direct access to uploaded ACP documents, and ACP 
comments/interactions entered by Queensland Health clinicians.  
 
ACP Tracker comments added during an inpatient stay, and a list of all uploaded ACP documents, will be included in the 
Discharge Summary to GPs after a hospital admission. 

August 2021 

  

• Completing these documents is a voluntary process.  

• Patients can complete any documents they consider relevant to their situation.  

• Only patients with decision-making capacity can:  
o legally appoint individual(s) to act as their attorney for personal/health matters using the EPOA form or 

in the designated section of the AHD;  
o provide consent for future medical management. 

• Patients can complete the SoC to record their wishes, values and beliefs and preferences for future health 
care. Form B is the only ACP document completed with, or on behalf of, a person who has lost capacity or 
requires support with decision-making.  

• If a patient does not have an appropriate substitute decision-maker (SDM), they can proactively seek to 
appoint the Public Guardian as their SDM in an EPOA/AHD. 

 

http://www.mycaremychoices.com.au/


 

 

 

Comparison of documents used in health care decision-making  

Table 1 compares three Queensland documents relating explicitly to health care decisions. These documents are only to 
be used if the person is unable to make or communicate decisions at the time. 
 

Note: The Enduring Power of Attorney (EPOA) document is not included in this table as it does not specifically describe health care choices; it legally appoints 
individual(s) to act as an attorney for personal/health matters and/or financial matters for the person and the terms of the appointment. 
 

Table 1: Comparison of documents used in Queensland for health care decision-making 

Note: 1 QCAT Decisions are not included as ACP documents but can be sent to the Statewide Office of ACP and uploaded to The Viewer. 
2 Completed ACP documents can be sent to the Statewide Office of ACP by fax, post or email. 
3 New Advance health directive (AHD) and Enduring power of attorney (EPOA) forms were approved for use in Queensland from 30 November 2020. If an AHD or EPOA was made correctly 

using an older version of the form and it was valid, it will continue to be valid. For more information, please read Frequently Asked Questionsabout the new EPOA and AHD forms and 
when you should use them. 

4 Patients may choose to upload ACP documents to their My Health Record if they have one. 
 

 

 PATIENT-CENTRED DOCUMENTS MEDICAL ORDER 

Document Advance Health Directive  
(AHD)3 

Statement of Choices 
(SoC) 

Acute Resuscitation Plan 
(ARP) 

Purpose Used to direct medical management in 
relation to particular interventions within 
specific medical conditions/health 
circumstances 
 

Provides consent to provide, withhold or 
withdraw life-sustaining measures 
 
Can be used to appoint an attorney for 
personal matters 

Informs SDM(s) and doctors about 
the person’s values, beliefs and 
wishes including preferences for 
future health care treatments, 
including objections to particular 
treatment(s) 
 

Used to inform medical 
management plans 

Determines goals and ceiling of care 
including an order to provide or not 
provide acute resuscitation 
measures including CPR and other 
life-prolonging treatments 
 

Should reflect the patient’s 
preferences regarding health 
outcomes 

Type  Legally binding document Values-based statement of the 
person’s choices/wishes which may 
have legal effect  

Medical order for clinical decision-
making 

Completion Completed by a person with capacity 
 
 

Completed by a person with 
capacity (Form A); OR 
completed by an SDM (Form B) 
when person does not have 
capacity or requires supported 
decision-making. 

Completed by a doctor 
Preferably in consultation with 
person and/or SDM(s) 

Authorisation  Signed by the person (Principal) or 
eligible signer, and doctor 
Must be witnessed by JP, Cdec, lawyer or 
notary public 

Signed by person/SDM, and doctor 
who declares decision-making 
capacity of person (Form A) or 
suitability of SDM (Form B) 

Signed by a doctor 
Not signed by the patient 

Alignment of 
Documents 

Sits at the top of the hierarchy of consent 
for treatment  
Can guide completion of ARP and SoC 

Can augment AHD and inform ARP 
Does not replace AHD or ARP  

Does not replace SoC or AHD 

Placement Original should remain with the person 
Copies should be filed in current clinical 
chart 
Alert entered on clinical record 
Copy sent to  Statewide Office of ACP2 for 
review and upload to The Viewer for easy 
access4 

Original should remain with the 
person/SDM 
Copy filed in current clinical chart 
Alert entered on clinical record 
Copy sent to  Statewide Office of 
ACP2 for audit and upload to The 
Viewer for easy access4 

Original filed in current hospital 
chart. Digital ARP available via ieMR 
menu tab 
 

May be ‘active’ for this 
admission/attendance, until a 
specified date (not longer than 12 
months), or for 12 months 
 

Alert entered on clinical record 

Length  24 page document (Old form) 
14 page document (New form) and 27 
page explanatory guide  

4 page document 2 page document 

Contact information 
 

If you have additional questions, please contact the Statewide Office of Advance Care Planning: 

Phone: 1300 007 227      Fax: 1300 008 227      Email: acp@health.qld.gov.au      www.mycaremychoices.com.au 

https://www.publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive-forms
https://www.publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive-forms/resource/af9f5c3d-e048-4421-978a-88724c1ef68b


Other contacts

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No
If there are more than 3 contacts please attach details on a separate sheet and tick this box:  

Details of person completing

Your details, as the person completing this form: (Note: The person’s healthcare providers should not complete this Form)

Name:

Address:

Phone: Relationship:

I have been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

The person has the following: If decision-maker(s) for personal / health 
matters have been legally appointed as per 1,2 
or 3, they should be completing this document.
If no legal decision-maker has been appointed, 
you can still record your understanding of 
the person's values and wishes that may help 
guide future health care decisions.

1. Advance Health Directive (AHD) document  Yes   No

2. Tribunal-appointed guardian  Yes   No

3. Enduring Power of Attorney document  Yes   No

Please send a copy of above document(s) to the Statewide Office of ACP (see p.4).

proceed to next page...

Statement of Choices
FORM B

A record of understanding of values and preferences of a person without decision-making capacity.
Person’s details

Details of the person for whom this form applies: (If using a patient label please write “as above”)

Given Names:

Family Name: Preferred Name:

Address:

DOB:  /           / Sex:  Male    Female    X Medicare No.   
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FORM B Page 1 of 4

(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM B)
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My contacts

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

If there are more than 3 contacts please attach details on a separate sheet and tick this box:  

I have the following:

1. Advance Health Directive (AHD) document  Yes   No Legal substitute decision-
maker(s) can only be appointed 
using these documents or by  
a Tribunal.

2. Tribunal-appointed guardian  Yes   No

3. Enduring Power of Attorney document  Yes   No

If you have any of these documents please send a copy to the Statewide Office of ACP (see p.4).

proceed to next page...

My Statement of Choices
FORM A

A record of values and preferences, for persons with decision-making capacity.

My details (If using a patient label please write “as above”)

Given Names:

Family Name:

Preferred Name:

Phone:

Address:

DOB:  /           / Sex:  Male    Female    X Medicare No.   
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(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM A)
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My personal values and considerations
Describe what you value or enjoy most in your life: 
Think about what interests you or gives your life meaning.

My current medical conditions include:  
You may wish to discuss this with your doctor.

Consider how your health conditions might affect your life in the future.  
Describe the health outcomes that you would find acceptable or unacceptable: 
Think about what you would or would not want in your day-to-day life, including your well-being  
now and into the future.

When I am nearing death, the following would be important and would comfort me: 
Think about your personal preferences, such as place of care, special traditions or spiritual support.

Indicate the place where you would prefer to die: (e.g. home, hospital, aged care facility, on Country)

Consider how you would want to be cared for after you die: 
Think about your spiritual, religious and cultural practices; and any other wishes that you want noted  
e.g. funeral plan, Will, organ / tissue donation.

please turn over...

My name:
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FORM A Page 2 of 4

▲

(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM A)

This resource has been adapted from
 A

ustin H
ealth copyrighted publications 2011 by M
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My understanding of the person’s values and considerations
Describe what the person values and enjoys in life.
Think about what interests them or gives their life meaning.

The person’s medical conditions include:  
You may wish to discuss this with the person’s doctor.

Consider how the person’s health conditions might affect their life in the future.  
Describe the health outcomes the person might find acceptable or unacceptable: 
Think about what they may or may not want in their day-to-day life, including their well-being  
now and into the future.

When nearing death, the following might be important to the person and comfort them: 
Think about their personal preferences, such as place of care, special traditions or spiritual support.

The place where the person might prefer to die: (e.g. home, hospital, aged care facility, on Country)

Consider how the person might want to be cared for after they die: 
Think about their spiritual, religious and cultural practices; and any other wishes that you want noted.  
e.g. funeral plan, Will, organ / tissue donation.

please turn over...

Name of the person for whom this form applies:
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FORM B Page 2 of 4
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(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X 

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM B)
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proceed to next page...

Name of the person for whom this form applies:

My understanding of the person’s medical care and treatment preferences
The person would want these preferences to be considered and respected by doctors and those making 
health care decisions on their behalf. These preferences are not legally binding and do not provide 
consent for treatment. If a person no longer has decision-making capacity, doctors need to speak 
with the person’s relevant substitute decision-maker(s) when consent is required for health care. It is 
understood that this person will only be offered treatment that is good medical practice (see glossary).

In my understanding, the person’s preference is for care that aims to: (tick appropriate box)

  Keep them alive as long as possible, no matter the impact to their quality of life OR

  Preserve their quality of life in line with their personal values (on page 2) OR
  Keep them comfortable, allow them to die naturally, with pain and symptoms well managed, and be cared 
for with dignity OR

  Other:

My understanding of the person’s preferences for life-sustaining measures

Cardiopulmonary Resuscitation (CPR) (tick appropriate box)

If considered to be good medical practice:
  The person would wish CPR attempted OR

  The person would NOT wish CPR attempted OR

  Other:

Other life-sustaining measures (tick appropriate box)
e.g.. Assisted ventilation (a machine which assists your breathing through a face mask or a breathing tube), artificial nutrition 
and hydration (a feeding tube through the nose or stomach), kidney machine (dialysis)
If considered to be good medical practice:

  The person would wish for other life-sustaining measures OR

  The person would NOT wish for other life-sustaining measures OR

  Other:

My understanding of the person’s preferences for other medical treatments

If considered to be good medical practice, the person 
might wish for:

the person might 
NOT wish for:

unaware of /  
no preference:

A major operation (e.g. under general anaesthetic)

Intravenous (IV) fluids

Intravenous (IV) antibiotics

Other intravenous (IV) drugs

A blood transfusion

  Other:
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FORM B Page 3 of 4

(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM B)

▲

Statewide Office of Advance Care Planning
Email: acp@health.qld.gov.au Fax: 1300 008 227 Post: PO Box 2274, Runcorn QLD 4113

For more information phone: 1300 007 227

««« «««

Usual Doctor’s/Nurse Practitioner's statement
As a registered medical/nurse practitioner, following an assessment of the person for whom this form applies, 
I believe that the person currently does not have the decision-making capacity necessary to complete a 
Statement of Choices Form A. I am satisfied that the person(s) completing this form understands its nature  
and effect, has made it freely and voluntarily and is an appropriate person(s) to complete this form.

Name of Doctor/
Nurse Practitioner:

Hospital or
Practice Stamp

Signature of Doctor/
Nurse Practitioner: 

Date: /          /
This form was completed with the help of a qualified interpreter or cultural / religious liaison person:  Yes   N/A

Name of the person for whom this form applies:

Understanding of the document
By signing below, I / we confirm that this document has been explained to me / us and its purpose  
is understood. I / we understand that:
• The person for whom this form applies has been assessed by a registered medical/nurse practitioner  

as not having capacity to make their own health care decisions.
• The person has participated to the greatest extent possible to express their views, wishes and 

preferences. This document represents my / our best understanding of the person’s views, wishes and 
preferences for health care and may be used as a guide by substitute decision-maker(s) and/or doctors 
in providing appropriate care for this person. It is not legally binding and does not form consent for 
treatment.

• It may be important to discuss the content of this document with the person’s substitute decision-
maker(s), significant others and their treating doctor(s).

• Doctors should only provide treatment that is consistent with good medical practice.
• Regardless of the preferences expressed here, the person will continue to be offered all other relevant 

care, including care to relieve pain and alleviate suffering.
• This document remains current until it is replaced or withdrawn.
Queensland Health may collect, use or disclose information on this form and will do so in accordance with 
the National Privacy Principles set out in schedule 4 of the Information Privacy Act 2009 (Qld). For more 
information see the privacy policy and information sheet available at www.mycaremychoices.com.au

Details of other people (if any) who provided assistance with the ACP process:

Name:

Phone: Relationship:

IMPORTANT: AHD, EPOA, revocation documents, QCAT Decisions and Statement of Choices 
can be uploaded to the person’s Queensland Health electronic hospital record, for easy access 
by authorised clinicians. Send a copy / scan of all pages to the: 

Name: Signature: Date: /       /

Name: Signature: Date: /       /
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▲

(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X 

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM B)

This resource has been adapted from
 A

ustin H
ealth copyrighted publications 2011 by M

etro S
outh H

ealth

D
O

 N
O

T 
W

R
IT

E 
IN

 T
H

IS
 B

IN
D

IN
G

 M
AR

G
IN

proceed to next page...

My name:

My preferences for medical care and treatment
I want my preferences to be considered and respected by doctors looking after me and those making 
health care decisions for me.
I understand that my preferences are not legally binding and do not provide consent for treatment.
If I no longer have decision-making capacity, doctors need to speak with my substitute decision- 
maker(s) when consent is required for health care. I understand I will only be offered treatment that is 
good medical practice (see glossary).

It is my preference that I receive care that aims to: (tick appropriate box)

  Keep me alive as long as possible, no matter the impact to my quality of life OR

  Preserve my quality of life in line with my personal values (on page 2) OR
  Keep me comfortable, allow me to die naturally, with pain and symptoms well managed, and be cared  
for with dignity OR

  Other:

My preferences for life-sustaining measures

Cardiopulmonary Resuscitation (CPR) (tick appropriate box)

  I would wish CPR attempted, if it is consistent with good medical practice OR

  I would NOT wish CPR attempted OR

  Other:

Other life-sustaining measures (tick appropriate box)
e.g. assisted ventilation (a machine which assists your breathing through a face mask or a breathing tube), artificial nutrition and 
hydration (a feeding tube through the nose or stomach), kidney machine (dialysis)

  I would wish for other life-sustaining measures, if it is consistent with good medical practice OR

  I would NOT wish for other life-sustaining measures OR

  Other:

My preferences for other medical treatments

If considered to be good medical practice, I would  
wish for:

I would NOT  
wish for:

undecided /  
no preference:

A major operation (e.g. under general anaesthetic)

Intravenous (IV) fluids

Intravenous (IV) antibiotics

Other intravenous (IV) drugs

A blood transfusion

  Other:
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FORM A Page 3 of 4

(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM A)

▲

My name:

My understanding of the document
By signing below, I confirm I have had this document explained to me and I understand its purpose.  
I understand that:
• This document represents my views, wishes and preferences for my health care and may be used  

as a guide by my substitute decision-maker(s) and/or doctors in providing appropriate care for me when  
I do not have capacity to make decisions about my health care. It is not legally binding and does not form 
consent for treatment.

• It may be important to discuss my wishes and the content of this document with my substitute decision-
maker(s), significant others and my treating doctor(s).

• Doctors should only provide treatment that is consistent with good medical practice.
• Regardless of my preferences expressed here, I will continue to be offered all other relevant care, 

including care to relieve pain and alleviate suffering.
• This document remains current until it is replaced or withdrawn.

I consent to share the information on this form with persons / services relevant to my health and  
to non-identifiable information being used for quality improvement / research purposes as per the 
privacy policy and information sheet available at: www.mycaremychoices.com.au

Signature: Date: /           /

Details of other people (if any) who provided assistance with the ACP process:

Name:

Phone: Relationship:

IMPORTANT: You can have your AHD, EPOA, revocation documents, QCAT Decisions and 
Statement of Choices uploaded to your Queensland Health electronic hospital record, for easy 
access by authorised clinicians. Send / scan a copy of all pages to the:

Usual Doctor’s/Nurse Practitioner's statement
As a registered medical/nurse practitioner, I have discussed the contents of this document with the person 
completing the form. At the time of making this Statement of Choices, I believe the person has decision-
making capacity to understand the nature and effect of this document and has completed it freely and 
voluntarily.

Name of Doctor/
Nurse Practitioner:

Hospital or
Practice Stamp

Signature of Doctor/
Nurse Practitioner:

Date: /           /

This form was completed with the help of a qualified interpreter or cultural / religious liaison person:  Yes  N/A

Statewide Office of Advance Care Planning

Email: acp@health.qld.gov.au Fax: 1300 008 227 Post: PO Box 2274, Runcorn QLD 4113

For more information phone: 1300 007 227
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(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:                                    Sex:   M    F    X

QUEENSLAND HEALTH

Advance Care Planning
Statement of Choices

(FORM A)

This resource has been adapted from
 A

ustin H
ealth copyrighted publications 2011 by M

etro S
outh H

ealth

FORM A Page 4 of 4

D
O

 N
O

T W
R

ITE IN
 TH

IS BIN
D

IN
G

 M
AR

G
IN



Statewide Office of Advance Care Planning

Email: acp@health.qld.gov.au Fax: 1300 008 227 Post: PO Box 2274, Runcorn QLD 4113

For more information phone: 1300 007 227

Phone 1300 007 227 Fax 1300 008 227



 

 

 

 

 

 

 

 

This guide is to help you assist your patients to complete a Statement of Choices document as part of an 
advance care planning (ACP) process. 

What is the Statement of Choices? 

• The Statement of Choices is a values-based ACP document used in all care environments throughout 
Queensland. 

• While it is not legally binding, it allows a person to record their personal values, wishes and preferences 
for future health care and is used by Substitute Decision-Maker/s (SDM/s) and treating clinicians to 
inform medical treatment decisions at a time when the person does not have decision-making capacity. 

• It can be reviewed and updated as often as required to ensure it reflects the person’s current wishes. 

Why are you being asked to sign the Statement of Choices?  

• A signed and dated Doctor’s/Nurse Practitioner’s review provides confidence to all health care 
professionals that, on the date signed, the person had the capacity necessary to complete the Statement 
of Choices (Form A); or that the person did not have capacity and the SDM/s understood the importance 
and implications of the Statement of Choices and in your opinion are acting in the best interests of the 
person (Form B). You are not signing that you agree with your patient’s choices. 

• It is preferable that a doctor/nurse practitioner who knows the person well signs the Statement of 
Choices, but any doctor/nurse practitioner may sign. 

• The Statement of Choices requires a doctor’s/nurse practitioner’s signature in order to be eligible for 
uploading to the person’s electronic Queensland Health hospital record (The Viewer*) to be available for 
authorised clinicians when needed. 

 

What are your responsibilities? 

• Discuss the content of the form with your patient and/or their SDM if the person lacks decision-making 
capacity. 

• If you believe the person has capacity to complete the Statement of Choices for themselves (Form A) or 
that (Form B) has been completed by an appropriate SDM then record your signature and date of 
completion in the ‘Usual Doctor’s/Nurse Practitioner’s’ section. 

• Take a copy of the completed form for your records. Encourage the person/assist them to share the 
document with the Statewide Office of ACP who will review and upload it to their Queensland Health 
electronic hospital record. The person may also upload their document to their My Health Record. 

• Review the Statement of Choices with your patient or their SDM periodically e.g. changes in health 
status or following a recent hospital admission. 

 

Where can you go for more information? 

To find out more information about the Statement of Choices or ACP in Queensland, you can check out the 
website www.mycaremychoices.com.au or call the Statewide Office of ACP on 1300 007 227. 

 

*Queensland eligible Health Practitioners including General Practitioners (GPs), Specialists, Nurses, Midwives, Paramedics and 
Pharmacists can apply for access to The Viewer via the Health Provider Portal: https://www.health.qld.gov.au/clinical-practice/database- 
tools/health-provider-portal. portal/qps-resources 
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Decision-making hierarchy in Queensland 

For adults who lack decision-making capacity
1

 

 
All adults are presumed to have capacity unless clinically assessed to be otherwise.  
 

The Guardianship and Administration Act 2000 provides for people to act as a decision-maker for an adult with 
impaired capacity. Under the Powers of Attorney Act 1998, an adult with capacity may appoint another adult(s) to 
make decisions on their behalf if they were to lose capacity. An Enduring Power of Attorney (EPOA) and/or an 
Advance Health Directive (AHD) are legally-binding documents used to appoint decision-maker(s) and direct health 
care decisions to be implemented in the future.  
 

Gaining consent for health care, including life-sustaining measures, to be provided, withheld or withdrawn is 
required under Queensland legislation. If an adult does not have capacity to give consent, their substitute decision-
makers must make decisions in accordance with the General principles2 and the Health care principles2.  
 

For an adult who lacks decision-making capacity, consent for health care must be obtained3 through the first of 
the following that applies, in order: 
 

1. Advance Health Directive, if none 

a substitute decision-maker (SDM) from the following 

2. Guardian(s) appointed by the Queensland Civil Administration Tribunal (QCAT), if none 

3. Attorney(s) appointed under an Enduring Power of Attorney, if none 

4. A statutory health attorney (SHA) 

• This is the first available, culturally appropriate and willing adult (18+ years old) from the following, in order: 

▪ A spouse or de facto partner (as long as the relationship is close and continuing) 

▪ A person who is responsible for the adult’s primary care (not a paid carer).  Note: the person may receive 
a carer’s pension/similar government benefit 

▪ A close friend or relative who is not a paid carer, if none 

5. The Public Guardian – the statutory health attorney of last resort 
 

Decisions to withhold or withdraw life-sustaining measures should reflect the standards of good medical practice; 
medical officers are under no obligation to offer treatments that would provide no benefit to the patient. Decisions 
should be based on thorough clinical assessment. The person’s values and wishes are used to inform doctors and 
substitute decision-maker(s) when consent is required. The Statement of Choices Form A (used by people who can 
make health care decisions for themselves) or Form B (used for people who cannot make health care decisions for 
themselves) is a values-based ACP document that records a person’s wishes and preferences for their health care 
into the future. 
 

Note: If there is disagreement between SDMs about health care decisions, the Public Guardian may mediate to 
resolve disagreements. The Public Guardian is empowered to make the decision when acting as SHA of last resort. 

 
 

 

 
1 Ability to understand the nature and effect of a decision, can freely and voluntarily make a decision and are able to communicate that decision in some 

way.  
2 The General principles Chapter 2A, 11B; The Health care principles Chapter 2A, 11C; Guardianship and Administration Act 2000. 
3 Refer to Guardianship and Administration Act 2000 sections 63, 63A and 64 for details of providing healthcare that is minor/uncontroversial or 

urgent without consent or withholding or withdrawing life-sustaining measures in an acute emergency without consent. 
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Statement of Choices 

What is the Statement of Choices? 

The Statement of Choices is a values-based advance care planning document used in all care environments 
throughout Queensland. It allows you to record your personal values and wishes for future health care. It can be 
used to guide medical decision-making only in the event you lose the ability to communicate your wishes. It can be 
reviewed and updated as often as required to ensure it reflects your current wishes.  

Why would I prepare a Statement of Choices? 

In the future, you may be too sick or injured to make or communicate what is important in your life and your choices 
about medical treatments. The Statement of Choices allows you to write your values, beliefs and wishes before 
there is any change in your health. Writing down these wishes can help your family and your doctors know what 
health care you would, or would not, want. You may be able to also tell them what outcome would be okay for you. 

Who can complete a Statement of Choices? 

You can complete a Statement of Choices Form A for yourself if you have the ability to make your own decisions. 

A Statement of Choices Form B is completed on behalf of, or with, a person who requires supported decision-
making. The person who completes the form is preferably a nominated decision-maker or someone who has a close 
personal relationship with the person and knows what they value in life. They may be asked to speak up about the 
person’s values, wishes and beliefs and what quality of life they would want in any future health situation. 

How does it work? 

Completing a Statement of Choices allows you to record your future health care wishes so that others can make 
decisions on your behalf in line with your wishes. 

You can list the details of your legally appointed decision-maker (from the Enduring Power of Attorney or Advance 
Health Directive) or other people you would want to be involved in decision-making on your behalf, if you became 
unable to communicate your own choices.   

You can use a Statement of Choices to share what gives your life meaning, brings you joy, and makes you unique; 
how you would like to be cared for at the end of your life, and where you would like to die. You can also list funeral 
arrangements and what you would like to happen to your body after you die. You may wish to include any cultural 
or spiritual preferences you would like others to know. 

What type of decisions can I make about medical treatments in the future? 

The Statement of Choices provides a place for you to write down your medical conditions so that doctors in the 
future know what medical conditions you were dealing with at the time the form was completed. You can indicate 
if you would, or would not, want cardio-pulmonary resuscitation (CPR), and whether or not you would want other 
treatments such as a breathing or feeding tube that could prolong your life. If you say you want these treatments 
provided, doctors, at the time, still need to decide if it would be good medical practice to provide these treatments. 
You can decide if you would want other medical treatments like antibiotics and fluids through a drip into your veins. 

Alternatively, you may want your chosen decision-makers to decide at the time what treatments are wanted, 
depending on the situation. 

It is advisable to talk with your doctor about the likely outcome of any particular medical treatment you are 
considering and if the result would agree with your wishes for quality of life.   
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What does the Statement of Choices “My declaration” mean? 

When you sign and date the Statement of Choices you are stating that you understand the document will only be 
used if you lose the ability to make your own decisions. At that time, the doctor will be discussing options for 
treatment with your chosen decision-maker, considering all your recorded values, beliefs and wishes for treatment 
outcomes and care at end of life. You acknowledge that your Statement of Choices will be shared amongst the 
health care team and your chosen decision-maker and that your privacy will be protected. 

If you are signing a Statement of Choices Form B for another person, you are signing that the person does not have 
the ability to make their own decisions or requires support with decision-making and that you have filled out the 
form with their best interests in mind. 

Who else needs to sign? 

Once you have signed and dated your Statement of Choices, you will need your doctor to read, sign and date your 
document, so that all future doctors will know you understood the document at the time. The doctor does not have 
to agree with your choices, only that you have the understanding and ability to complete the Statement of Choices 
(Form A), or that you are an appropriate person to complete the Form B (for someone else requiring support with 
decision-making). 

How do I let doctors know about my choices? 

When you have completed the Statement of Choices and your doctor has signed it, you keep the original in a safe 
place, and give copies to your chosen decision-makers. You are advised to send a copy to the Statewide Office of 
Advance Care Planning by email, fax or post so that it can be uploaded to your secure Queensland Health electronic 
medical record. If you have completed an Enduring Power of Attorney or Advance Health Directive you may also 
send a copy of these to the Statewide Office of Advance Care Planning. At no cost to you, the clinical nurse in the 
Statewide Office of Advance Care Planning will check the document/s to make sure they are complete and will be 
understood and useful if needed in the future. It will then be available so that doctors in the emergency department, 
ambulance staff, and your GP can see what is important to you.  

Where can I find support or I need to know more? 

To find out more information about advance care planning, you can check out the website 
www.mycaremychoices.com.au or call the Statewide Office of Advance Care Planning on 1300 007 227 to ask for 
support in documenting and sharing your future health care choices. 

Statewide Office of Advance Care Planning 

Phone: 1300 007 227 

Fax: 1300 008 227 

Post: PO Box 2274, Runcorn QLD 4113 

Email: acp@health.qld.gov.au 

Web: www.mycaremychoices.com.au 

http://www.mycaremychoices.com.au/
mailto:acp@health.qld.gov.au
http://www.mycaremychoices.com.au/


The Statement of Choices can be used to record views, wishes and preferences 
for health care.

Its purpose is to guide or inform those who need to make health care decisions  
for a person who is unable to make those decisions for themselves.

This document is not legally binding and does not 
provide consent to health care in advance.

ADVANCE CARE PLAN

www.mycaremychoices.com.au

Statement of Choices

http://www.mycaremychoices.com.au


Statement of Choices
Advance Care Planning (ACP) is a voluntary process of planning for future health care that is relevant  
to all adults regardless of their health or age. Ideally ACP involves completion of a recognised ACP document.  
In Queensland the Statement of Choices is one of these.
The Statement of Choices (Form A / Form B) is a values-based ACP document that records a person’s wishes 
and preferences for their health care into the future. 

• The content provides guidance to substitute decision-makers (see glossary of terms) and clinicians about  
a person’s views, wishes and preferences for care in the event the person is unable to make health care 
decisions for themselves.

• It helps decision-makers to consider what decisions the person might have made in the circumstances  
if they had capacity to do so.

• It is not a legally binding document. It does not provide consent to, or refusal of, treatment.
Which form should you use?
Only Form A OR Form B should be completed based on current circumstances.

Form A Is used by people who can make health care decisions for themselves.

Form B Is used for people who cannot make health care decisions for themselves.*

*Form B should be completed by the person’s legally appointed substitute decision-maker(s) or, if not applicable, person(s)in a close and continuing 
relationship with the individual. A person’s healthcare providers should not complete the Statement of Choices on a person’s behalf.

• Form A is completed by a person to record their views about what is important to them, their wishes for care, 
and the outcomes they might find acceptable / unacceptable. These wishes could include cultural, religious or 
spiritual beliefs and practices that they want respected.

• Form B should reflect the best understanding of the person’s views about what’s important to them, their 
wishes for care, and the outcomes they might find acceptable / unacceptable. It should take into account what 
the person has said or done in the past, their personal, cultural, religious or spiritual beliefs and practices that 
they might want respected.

Recommended steps to complete a Statement of Choices

Step 1

Discuss current health 
conditions and care 
options (now and into 
the future) with usual 
doctor. Discuss values, 
beliefs and quality of life 
choices with substitute 
decision-makers and 
significant others.

Step 2

Record in Form A or 
Form B views, wishes 
and preferences for 
care and contact details 
of formal substitute 
decision-makers, if 
appointed.

Step 3

Share copies of the 
completed document 
with family, decision-
makers, GP and 
important others. Also 
send copies to the 
Statewide Office of 
Advance Care Planning 
(see below).

Step 4

Review preferences 
and values for care 
whenever there are 
important changes 
in health or life 
circumstances 
and update your 
ACP document(s) 
accordingly. 

What to do with completed ACP documents: It’s important that ACP documents are easily available  
to authorised clinicians involved in a person’s care if they are needed. Advance Health Directives, Enduring Power 
of Attorneys, revocation documents, QCAT Decisions* and Statement of Choices, can be uploaded  
to a person’s Queensland Health electronic hospital record. Keep the original(s) in a safe place.

Send a copy / scan of completed ACP document(s) to the Statewide Office of Advance Care Planning:

Email: acp@health.qld.gov.au Fax: 1300 008 227 Post: PO Box 2274, Runcorn QLD 4113

You can also upload document(s) to your My Health Record**.

Think now. Plan sooner. Peace of mind later.
* QCAT = Queensland Civil and Administrative Tribunal  ** See www.myhealthrecord.gov.au

mailto:acp%40health.qld.gov.au?subject=
http://www.myhealthrecord.gov.au


Advance Care Planning
If you were suddenly injured or became seriously ill,  

who would know your choices about the health care you would want?
Advance Care Planning (ACP) provides an opportunity to think about, discuss and ideally document your 
preferences for the type of care you would like to receive in the future and the outcomes you would consider 
acceptable or unacceptable. ACP helps to ensure that your views, wishes and preferences for care are known  
and can be respected. It often relates to care you wish to receive at the end of your life. 
A person may complete whichever ACP document(s) they consider meet their needs. ACP documents cannot  
be used to make requests for Voluntary Assisted Dying.
Queensland ACP documents include: 

• Advance Health Directive (AHD): This is a legally binding document that can be used in certain 
circumstances to provide directions about future health care and to appoint an attorney for health matters.  
A Doctor or Nurse Practitioner is required to complete the certificate stating the person has capacity to make 
the document. To be complete, an AHD must also be witnessed by an eligible witness. 

• Enduring Power of Attorney (EPOA) Short and Long: These documents allow a person to legally appoint 
attorney(s) and set out terms for how the power operates. These documents must be witnessed  
by an eligible witness.

• Statement of Choices (SoC): This is a values-based document that records a person’s wishes and 
preferences for their health care into the future. It is not legally binding and does not provide consent to health 
care in advance. A Doctor or Nurse Practitioner signs and dates the form, but it does not require witnessing. 

How are ACP documents used?
Once completed, ACP documents for health care only become active when a person does not have capacity  
to make decisions for themselves.
How are health care decisions made in Queensland?
When a person is unable to make or communicate their own health care decisions and consent for health care  
is required, the order of priority in decision-making for a health matter in Queensland is:

If a direction in an AHD does not apply then…

If a guardian for health care decisions has not been appointed then…

If an attorney for health care decisions has not been appointed then…

Advance Health 
Directive (AHD)

A legally binding document that provides directions about a health matter in 
specific circumstances.1.

Tribunal-appointed  
guardian

A guardian appointed by the Queensland Civil and Administrative Tribunal 
(QCAT) to make health care decisions on behalf of a person.2.

Attorney appointed  
under an AHD / EPOA

An attorney appointed by a person for personal / health decisions in an AHD  
or EPOA document.3.

Statutory Health  
Attorney (SHA)

A person who has authority to make health care decisions in the absence  
of the above decision-makers. By law, this person is the first available, culturally 
appropriate adult from the following list, in order:
• a spouse or de facto partner
• a person who is caring for the adult
• a close friend or relative
• the Public Guardian (as SHA as a last resort).

4.
See glossary for full criteria.

A Statement of Choices document may help guide these decision-maker(s)

www.mycaremychoices.com.au

http://www.mycaremychoices.com.au


GLOSSARY OF TERMS

Capacity This legal term refers to a person’s ability to make a specific decision in a particular area of their 
life such as the health care they receive, support services they may need, where they live and how 
they manage their finances. It is presumed that every adult has capacity to make all decisions until 
proven otherwise. A person has capacity for health care decisions when they are capable of  
(i) understanding the nature and effect of decisions about the matter; and (ii) freely and voluntarily 
making decisions about the matter; and (iii) communicating the decisions in some way. Capacity 
can change or fluctuate and can be influenced by the complexity of the decision, support available 
to the person and when the decision is made. For more information visit: 
https://www.publications.qld.gov.au/dataset/capacity-assessment-guidelines

Cardiopulmonary 
Resuscitation 
(CPR)

Includes emergency measures to keep the heart pumping (by compressing the chest or using 
electrical stimulation) and artificial ventilation (mouth-to-mouth or ventilator) when a person’s 
breathing and heart have stopped. It is designed to maintain blood circulation whilst waiting for 
treatment to possibly start the heart beating again on its own. The success of CPR depends  
on a person’s overall medical condition.

Good Medical 
Practice

Requires the doctor responsible for a person’s care to adhere to the accepted medical standards, 
practices and procedures of the medical profession in Australia. All treatment decisions, including 
those to withhold or withdraw life-sustaining treatment, must be based on reliable clinical  
evidence and evidence-based practice as well as recognised ethical standards of the medical 
profession in Australia. Good medical practice requires respecting an adults’ wishes  
to the greatest extent possible.

Life-sustaining 
Measure

The Guardianship and Administration Act 2000 defines a life-sustaining measure as health care 
intended to sustain or prolong life and that supplants or maintains the operation of vital bodily 
functions that are temporarily or permanently incapable of independent operation. Each of the 
following is a life-sustaining measure – cardiopulmonary resuscitation, assisted ventilation, artificial 
nutrition and hydration. A blood transfusion is not considered a life-sustaining measure.

Office of the 
Public Guardian

This independent statutory body protects the rights and interests of vulnerable Queenslanders, 
including adults with impaired capacity to make their own decisions.

Organ or Tissue 
Donation

For information about donation and to register your wishes visit: www.donatelife.gov.au

Statutory Health 
Attorney (SHA)

This term refers to someone with automatic authority to make health care decisions on behalf  
of an adult whose capacity to make health care decisions is permanently or temporarily impaired. 
A person acts in the role of SHA because of their relationship with the impaired adult. By law,  
this attorney is the first available, culturally appropriate adult from the following:

• A spouse or de facto partner (as long as the relationship is close and continuing)
• A person who is responsible for the adult’s care*
• A friend or relative in a close personal relationship with the adult.* Relation can also include a 

person who under Aboriginal tradition or Torres Strait Islander custom is regarded as a relation
• If there is no one suitable or available, the Public Guardian acts as the SHA as a last resort.

Note* = This person cannot be the adult’s health provider, a service provider for a residential service where 
the adult is a resident, or a paid carer (although they can be receiving a carer’s pension).

Substitute 
Decision-maker

This term describes someone who has legal power to make decisions on behalf of an adult when 
that person is no longer able to make their own decisions. This may be a person appointed in an 
Enduring Power of Attorney or Advance Health Directive document, a tribunal-appointed guardian 
or a statutory health attorney.

Tribunal Each State and Territory have an independent, accessible Tribunal that makes decisions on 
applications about adults who may have impaired decision-making capacity. Their role can include 
appointment of a guardian for personal / health matters. In Queensland this Tribunal is called the 
Queensland Civil and Administrative Tribunal (QCAT).

For more information and resources visit: www.mycaremychoices.com.au

https://www.publications.qld.gov.au/dataset/capacity-assessment-guidelines
http://www.donatelife.gov.au
http://www.mycaremychoices.com.au


My contacts

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

If there are more than 3 contacts please attach details on a separate sheet and tick this box:  

I have the following:

1. Advance Health Directive (AHD) document  Yes   No Legal substitute decision-
maker(s) can only be appointed 
using these documents or by  
a Tribunal.

2. Tribunal-appointed guardian  Yes   No

3. Enduring Power of Attorney document  Yes   No

If you have any of these documents please send a copy to the Statewide Office of ACP (see p.4).

proceed to next page...

My Statement of Choices
FORM A

A record of values and preferences, for persons with decision-making capacity.

My details (If using a patient label please write “as above”)

Given Names:

Family Name:

Preferred Name:

Phone:

Address:

DOB:  Sex:  Male    Female    X Medicare No.   
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(Affix patient identification label here)
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My personal values and considerations
Describe what you value or enjoy most in your life: 
Think about what interests you or gives your life meaning.

My current medical conditions include:  
You may wish to discuss this with your doctor.

Consider how your health conditions might affect your life in the future.  
Describe the health outcomes that you would find acceptable or unacceptable: 
Think about what you would or would not want in your day-to-day life, including your well-being  
now and into the future.

When I am nearing death, the following would be important and would comfort me: 
Think about your personal preferences, such as place of care, special traditions or spiritual support.

Indicate the place where you would prefer to die: (e.g. home, hospital, aged care facility, on Country)

Consider how you would want to be cared for after you die: 
Think about your spiritual, religious and cultural practices; and any other wishes that you want noted  
e.g. funeral plan, Will, organ / tissue donation.

please turn over...

My name:
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proceed to next page...

My name:

My preferences for medical care and treatment
I want my preferences to be considered and respected by doctors looking after me and those making 
health care decisions for me.
I understand that my preferences are not legally binding and do not provide consent for treatment.
If I no longer have decision-making capacity, doctors need to speak with my substitute decision- 
maker(s) when consent is required for health care. I understand I will only be offered treatment that is 
good medical practice (see glossary).

It is my preference that I receive care that aims to: (tick appropriate box)

  Keep me alive as long as possible, no matter the impact to my quality of life OR

  Preserve my quality of life in line with my personal values (on page 2) OR
  Keep me comfortable, allow me to die naturally, with pain and symptoms well managed, and be cared  
for with dignity OR

  Other:

My preferences for life-sustaining measures

Cardiopulmonary Resuscitation (CPR) (tick appropriate box)

  I would wish CPR attempted, if it is consistent with good medical practice OR

  I would NOT wish CPR attempted OR

  Other:

Other life-sustaining measures (tick appropriate box)
e.g. assisted ventilation (a machine which assists your breathing through a face mask or a breathing tube), artificial nutrition and 
hydration (a feeding tube through the nose or stomach), kidney machine (dialysis)

  I would wish for other life-sustaining measures, if it is consistent with good medical practice OR

  I would NOT wish for other life-sustaining measures OR

  Other:

My preferences for other medical treatments

If considered to be good medical practice, I would  
wish for:

I would NOT  
wish for:

undecided /  
no preference:

A major operation (e.g. under general anaesthetic)

Intravenous (IV) fluids

Intravenous (IV) antibiotics

Other intravenous (IV) drugs

A blood transfusion

  Other:
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My name:

My understanding of the document
By signing below, I confirm I have had this document explained to me and I understand its purpose.  
I understand that:
• This document represents my views, wishes and preferences for my health care and may be used  

as a guide by my substitute decision-maker(s) and/or doctors in providing appropriate care for me when  
I do not have capacity to make decisions about my health care. It is not legally binding and does not form 
consent for treatment.

• It may be important to discuss my wishes and the content of this document with my substitute decision-
maker(s), significant others and my treating doctor(s).

• Doctors should only provide treatment that is consistent with good medical practice.
• Regardless of my preferences expressed here, I will continue to be offered all other relevant care, 

including care to relieve pain and alleviate suffering.
• This document remains current until it is replaced or withdrawn.

I consent to share the information on this form with persons / services relevant to my health and  
to non-identifiable information being used for quality improvement / research purposes as per the 
privacy policy and information sheet available at: www.mycaremychoices.com.au

Signature: Date:

Details of other people (if any) who provided assistance with the ACP process:

Name:

Phone: Relationship:

IMPORTANT: You can have your AHD, EPOA, revocation documents, QCAT Decisions and 
Statement of Choices uploaded to your Queensland Health electronic hospital record, for easy 
access by authorised clinicians. Send / scan a copy of all pages to the:

Usual Doctor’s/Nurse Practitioner's statement
As a registered medical/nurse practitioner, I have discussed the contents of this document with the person 
completing the form. At the time of making this Statement of Choices, I believe the person has decision-
making capacity to understand the nature and effect of this document and has completed it freely and 
voluntarily.

Name of Doctor/
Nurse Practitioner:

Hospital or
Practice Stamp or
Provider number

Signature of Doctor/
Nurse Practitioner:

Date:

This form was completed with the help of a qualified interpreter or cultural / religious liaison person:  Yes  N/A

Statewide Office of Advance Care Planning

Email: acp@health.qld.gov.au Fax: 1300 008 227 Post: PO Box 2274, Runcorn QLD 4113

For more information phone: 1300 007 227
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Other contacts

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

Name:

Phone: Relationship:

This person has been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No
If there are more than 3 contacts please attach details on a separate sheet and tick this box:  

Details of person completing

Your details, as the person completing this form: (Note: The person’s healthcare providers should not complete this Form)

Name:

Address:

Phone: Relationship:

I have been legally appointed as a decision-maker in an AHD, EPOA or by tribunal:  Yes   No

The person has the following: If decision-maker(s) for personal / health 
matters have been legally appointed as per 1,2 
or 3, they should be completing this document.
If no legal decision-maker has been appointed, 
you can still record your understanding of 
the person's values and wishes that may help 
guide future health care decisions.

1. Advance Health Directive (AHD) document  Yes   No

2. Tribunal-appointed guardian  Yes   No

3. Enduring Power of Attorney document  Yes   No

Please send a copy of above document(s) to the Statewide Office of ACP (see p.4).

proceed to next page...

Statement of Choices
FORM B

A record of understanding of values and preferences of a person without decision-making capacity.
Person’s details

Details of the person for whom this form applies: (If using a patient label please write “as above”)

Given Names:

Family Name: Preferred Name:

Address:

DOB:  Sex:  Male    Female    X Medicare No.   
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My understanding of the person’s values and considerations
Describe what the person values and enjoys in life.
Think about what interests them or gives their life meaning.

The person’s medical conditions include:  
You may wish to discuss this with the person’s doctor.

Consider how the person’s health conditions might affect their life in the future.  
Describe the health outcomes the person might find acceptable or unacceptable: 
Think about what they may or may not want in their day-to-day life, including their well-being  
now and into the future.

When nearing death, the following might be important to the person and comfort them: 
Think about their personal preferences, such as place of care, special traditions or spiritual support.

The place where the person might prefer to die: (e.g. home, hospital, aged care facility, on Country)

Consider how the person might want to be cared for after they die: 
Think about their spiritual, religious and cultural practices; and any other wishes that you want noted.  
e.g. funeral plan, Will, organ / tissue donation.

please turn over...

Name of the person for whom this form applies:
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URN:
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proceed to next page...

Name of the person for whom this form applies:

My understanding of the person’s medical care and treatment preferences
The person would want these preferences to be considered and respected by doctors and those making 
health care decisions on their behalf. These preferences are not legally binding and do not provide 
consent for treatment. If a person no longer has decision-making capacity, doctors need to speak 
with the person’s relevant substitute decision-maker(s) when consent is required for health care. It is 
understood that this person will only be offered treatment that is good medical practice (see glossary).

In my understanding, the person’s preference is for care that aims to: (tick appropriate box)

  Keep them alive as long as possible, no matter the impact to their quality of life OR

  Preserve their quality of life in line with their personal values (on page 2) OR
  Keep them comfortable, allow them to die naturally, with pain and symptoms well managed, and be cared 
for with dignity OR

  Other:

My understanding of the person’s preferences for life-sustaining measures

Cardiopulmonary Resuscitation (CPR) (tick appropriate box)

If considered to be good medical practice:
  The person would wish CPR attempted OR

  The person would NOT wish CPR attempted OR

  Other:

Other life-sustaining measures (tick appropriate box)
e.g.. Assisted ventilation (a machine which assists your breathing through a face mask or a breathing tube), artificial nutrition 
and hydration (a feeding tube through the nose or stomach), kidney machine (dialysis)
If considered to be good medical practice:

  The person would wish for other life-sustaining measures OR

  The person would NOT wish for other life-sustaining measures OR

  Other:

My understanding of the person’s preferences for other medical treatments

If considered to be good medical practice, the person 
might wish for:

the person might 
NOT wish for:

unaware of /  
no preference:

A major operation (e.g. under general anaesthetic)

Intravenous (IV) fluids

Intravenous (IV) antibiotics

Other intravenous (IV) drugs

A blood transfusion

  Other:
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Statewide Office of Advance Care Planning
Email: acp@health.qld.gov.au Fax: 1300 008 227 Post: PO Box 2274, Runcorn QLD 4113

For more information phone: 1300 007 227

««« «««

Usual Doctor’s/Nurse Practitioner's statement
As a registered medical/nurse practitioner, following an assessment of the person for whom this form applies, 
I believe that the person currently does not have the decision-making capacity necessary to complete a 
Statement of Choices Form A. I am satisfied that the person(s) completing this form understands its nature  
and effect, has made it freely and voluntarily and is an appropriate person(s) to complete this form.

Name of Doctor/
Nurse Practitioner: Hospital or

Practice Stamp or
Provider number

Signature of Doctor/
Nurse Practitioner: 

Date:
This form was completed with the help of a qualified interpreter or cultural / religious liaison person:  Yes   N/A

Name of the person for whom this form applies:

Understanding of the document
By signing below, I / we confirm that this document has been explained to me / us and its purpose  
is understood. I / we understand that:
• The person for whom this form applies has been assessed by a registered medical/nurse practitioner  

as not having capacity to make their own health care decisions.
• The person has participated to the greatest extent possible to express their views, wishes and 

preferences. This document represents my / our best understanding of the person’s views, wishes and 
preferences for health care and may be used as a guide by substitute decision-maker(s) and/or doctors 
in providing appropriate care for this person. It is not legally binding and does not form consent for 
treatment.

• It may be important to discuss the content of this document with the person’s substitute decision-
maker(s), significant others and their treating doctor(s).

• Doctors should only provide treatment that is consistent with good medical practice.
• Regardless of the preferences expressed here, the person will continue to be offered all other relevant 

care, including care to relieve pain and alleviate suffering.
• This document remains current until it is replaced or withdrawn.
Queensland Health may collect, use or disclose information on this form and will do so in accordance with 
the National Privacy Principles set out in schedule 4 of the Information Privacy Act 2009 (Qld). For more 
information see the privacy policy and information sheet available at www.mycaremychoices.com.au

Details of other people (if any) who provided assistance with the ACP process:

Name:

Phone: Relationship:

IMPORTANT: AHD, EPOA, revocation documents, QCAT Decisions and Statement of Choices 
can be uploaded to the person’s Queensland Health electronic hospital record, for easy access 
by authorised clinicians. Send a copy / scan of all pages to the: 

Name: Signature: Date:

Name: Signature: Date:
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• 
The treatm

ent and care you receive reflects 
your w

ishes
• 

Your loved ones know
 w

hat you w
ant if they 

have to m
ake decisions on your behalf

• 
H

ealth care decisions aren’t m
ade only w

hen 
a crisis occurs.

W
hat is advance care 

planning?
Advance care planning is the process 
of thinking about and com

m
unicating 

your preferences for future health care. 
Advance care plans are used in situations w

here 
you are unable to speak for yourself.

Advance care planning is voluntary and can 
involve:

• 
Thinking about and discussing your values, 
health care options and quality-of-life 
choices w

ith those w
ho you trust

• 
A

ppointing one, or m
ore, substitute 

decision-m
akers to speak on your behalf, 

if needed

• 
W

riting dow
n your health care preferences in 

a docum
ent.

Just like m
aking a W

ill, advance care planning is 
sim

ply a part of planning for the future.

W
hy plan ahead?

Advance care planning 
can ensure:

Step 3 – Share

M
ake sure your docum

ented health 
care w

ishes are know
n and available to 

those w
ho care for you. 

To share your choices:

• 
G

ive copies of your docum
ents to those 

you trust (e.g. fam
ily m

em
bers, close 

friends, your substitute decision-m
aker/s) 

and your health care providers (e.g. G
P)

 
 

A
N

D
• 

Provide copies of your docum
ents to the 

Statew
ide O

ffi
ce of Advance Care Planning 

to be added to your Q
ueensland H

ealth 
m

edical record (see over for options).

You m
ay also upload your docum

ents to 
your M

y H
ealth Record (if you have one) at 

m
yhealthrecord.gov.au.

Step 4 – Review
It is im

portant to review
 your advance 

care planning docum
ents on a regular 

basis, especially if your health status 
changes or if you change your health care 
preferences.

Ready to start planning? 
Step 1 – D

iscuss

It can be hard to speak about w
hat you 

m
ight w

ant if you becom
e seriously 

unw
ell, but it can give you, and those 

you love, peace of m
ind if they know

 your w
ishes.

After thinking about your future health care 
preferences:
• 

D
iscuss your m

edical conditions w
ith your 

doctor and how
 they m

ay affect you 
in the future

• 
Talk about your health care preferences w

ith 
your fam

ily and those close to you
• 

A
sk a person/people you trust to becom

e 
your substitute decision-m

aker/s, to m
ake 

decisions on your behalf, if needed.

Step 2 – Record

Record your preferences and decisions by 
com

pleting one or m
ore of the follow

ing 
docum

ents:

• 
  Advance H

ealth D
irective

• 
  Enduring Pow

er of A
ttorney

• 
 Statem

ent of Choices.

D
ow

nload these docum
ents for free from

: 
m

ycarem
ychoices.com

.au
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Steps for completed advance care planning documents to be uploaded to The Viewer 

The flow chart below shows how residential aged care facilities can ensure their residents’ documented advance care 
plans can be uploaded to The Viewer* and made accessible across health sectors. 

If you have any queries about this process or would like help with advance care planning, Statement of Choices or 
resource support for health professionals and consumers, please call the Statewide Office of Advance Care Planning 

(ACP) on 1300 007 227.  

Resident’s ACP is completed 

RACF nursing staff submit a copy of the document 
(with ID sticker) to the Statewide Office of ACP, by: 
• email: acp@health.qld.gov.au
• fax: 1300 008 227 OR 
• post: PO Box 2274, Runcorn  QLD  4113

Statewide Office of ACP staff acknowledge receipt 
of, and clinically review the ACP 

ACP suitable 
for uploading 

ACP not suitable 
for uploading 

Statewide Office of ACP staff 
notify sender of document issues 

If document issues resolved: 
suitable for uploading 

If issues are unable to be resolved: 
not suitable for uploading 

Statewide Office of ACP staff: 
• upload ACP to The Viewer*
• alert GP to document

availability on The Viewer

Statewide Office of ACP staff inform sender of outcome: 
• Document not suitable for uploading
• re-submission invited

If person wants to make new/ revoke/ 
update an ACP at a later time. 

* The Viewer is a read-only web-based application which sources key
patient information from a number of existing Queensland Health
enterprise clinical and administrative systems.  Uploading an ACP to The
Viewer enables clinicians in Queensland Health hospitals to have direct
access to the person’s document.  GPs can learn more and register for
access to The Viewer at  https://www.health.qld.gov.au/clinical-
practice/database-tools/health-providers-portal/gps-resources

Contact information 
If you have additional questions about this process, please contact  

Statewide Office of Advance Care Planning 
Ph: 1300 007 227  •  Fax: 1300 008 227  •  Email: acp@health.qld.gov.au  •  www.mycaremychoices.com.au 

QCAT AHD/ EPOA 
Decision revocation 

documents 

Statement of AHD EPOA 
Choices (Long or Short) 

mailto:acp@health.qld.gov.au
https://www.health.qld.gov.au/clinical-practice/database-tools/health-providers-portal/gps-resources
https://www.health.qld.gov.au/clinical-practice/database-tools/health-providers-portal/gps-resources
mailto:acp@health.qld.gov.au
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Understanding the role of a 
Statutory Health Attorney
If an adult lacks the capacity to make a health care 
decision for themselves and has not completed 
an Enduring Power of Attorney or Advance Health 
Directive, they will need someone to make this 
decision for them. 

However, in many cases it isn’t necessary to have a 
formal decision maker appointed by the Queensland 
Civil and Administrative Tribunal (QCAT) for health 
decisions, as medical professionals can contact the 
adult’s Statutory Health Attorney when a health care 
decision is required.  

This is a much less restrictive option for the adult as the 
decision-making power of a Statutory Health Attorney 
only lasts as long as the health care decision needs 
making. 

How is a Statutory Heath Attorney appointed?
A Statutory Health Attorney does not need to be 
formally appointed – they automatically act in this role 
when the need arises, as outlined in s62 of the Powers 
of Attorney Act 1998.

Who can act as a Statutory Health Attorney?
By law, a Statutory Health Attorney is the first available 
and culturally appropriate person (over the age of 18) 
from the following:

• a spouse or de facto partner (as long as the 
relationship is close and continuing)

• a person who is responsible for the adult’s primary 
care but is not the adult’s health provider, a service 
provider for a residential service where the adult 
is a resident, or a paid carer (although they can be 
receiving a carer’s pension), or

• a friend or relation in a close personal relationship 
with the adult. Relation can also include a person 
who under Aboriginal tradition or Torres Strait 
Islander custom is regarded as a relation 

If the medical professional has tried to contact a 
Statutory Health Attorney and is unsuccessful, or there 
is no one suitable, then the Public Guardian can act in 
this role as a last resort.  

When would a Statutory Health Attorney start 
making decisions?
If the adult has impaired decision-making capacity 
and needs a decision made about their health care, 
a Statutory Health Attorney will start acting in this 
role when a need for a decision is identified. As soon 
as a decision no longer needs making, or if the adult 
regains capacity, the Statutory Health Attorney no 
longer act in the role. 

What are the responsibilities of a Statutory Health 
Attorney?
All decisions made by the Statutory Health Attorney 
must maintain and promote the health and wellbeing 
of the adult with impaired capacity and be in their 
best interests, as outlined in the General and Health 
care Principles of the Powers of Attorney Act 1998. This 
means the Statutory Health Attorney should:

• choose the least intrusive treatment if available
• take the person’s views and wishes into account as 

much as possible
• consider a doctor’s opinion.

When is a Statutory Health Attorney not needed?
If someone has completed an Enduring Power of 
Attorney appointing an attorney for health matters, 
then their attorney will make any health care decisions 
that need making. Additionally, if the adult has 
completed an Advance Health Directive, medical 
professionals should look to this document in the first 
instance for directions on treatment.
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It’s important to note that under the Guardianship and 
Administration Act 2000, medical professionals can 
administer urgent health care where the treatment is 
needed to prevent immediate harm or suffering to the 
person. In these situations, if the person has impaired 
capacity and there is no known objection to the health 
care a decision maker, including a Statutory Health 
Attorney, does not need to be consulted. Similarly, 
consent is not needed for minor or uncontroversial 
health care, such as first aid, taking blood pressure 
or giving medications normally obtained without a 
prescription.

For more information
To find out more information about the role of a 
Statutory Health Attorney, go to our website or call 
1300 653 187. 

If you need to contact our health care consent phone 
line call 1300 753 624 Monday-Friday 7am-7pm and 
Saturday, Sunday and public holidays 9am-5pm. 



  

Statutory Health 
Attorney 
What is a statutory health attorney? 
A statutory health attorney (SHA) is someone with automatic authority 
to make health care decisions for you if you become unable to make 
them because of illness or incapacity.   

Why is a statutory health attorney needed? 
We all have the legal right to choose the medical treatment we want, or 
do not want, to receive.  
But if we became seriously ill, unconscious or unable to communicate, 
we wouldn’t be able to make and express our own decisions.  
Although health professionals are legally able to carry out urgent life-
saving treatments for us, if we suddenly become ill, they do need to gain 
consent before proceeding with other medical care treatments.   
A statutory health attorney becomes a substitute decision maker in 
these matters. 

How is a statutory health attorney appointed? 
You do not need to formally appoint a statutory health attorney – this 
person automatically acts in this role when the need arises because of 
their relationship with you. 
In fact, a statutory health attorney is only necessary: 

• if the Queensland Civil and Administrative Tribunal has not appointed 
you a guardian for health care matters  or 

• if you have not appointed an enduring power of attorney or 
• if you have not provided direction about your medical treatment in 

an Advance Health Directive. 

Who would be my statutory health attorney? 
There is no special expertise needed to be a statutory health attorney – 
by law, it’s the first available and culturally appropriate adult from the 
following:  

• a spouse or de facto partner (as long as the relationship is close and 
continuing) 

• a person who is responsible for your primary care (but is not a paid 
carer, although they may receive a carer’s pension) 

• a close friend or relative (over the age of 18). 

When would my statutory health attorney start making 
decisions for me? 
Before someone acts as your statutory health attorney, a health 
professional would assess your capacity to make health care decisions.  
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This involves considering whether you would be able to: 
• understand the nature and effect of your decision (including the consequences of refusing treatment) 
• freely and voluntarily make the decision 
• communicate the decision in some way. 
They will also determine the type and complexity of the decision that needs to be made. For instance, someone 
with an illness may be able to consent to the use of antibiotics, but not to surgery. 

How long can a statutory health attorney act for me? 
The authority of your statutory health attorney lasts only for as long as it is needed.  
If you have a temporary condition, once you recover and can make informed decisions about your treatment, you 
are again able to give consent for your health care.  
If your condition is ongoing, your statutory health attorney will continue to make decisions for you as long as it’s 
necessary.   

What are the responsibilities of a statutory health attorney? 
Under the principles of Queensland law, all health care decisions made for you must maintain or promote your 
health or wellbeing and be in your best interests.  

This means that when making a decision, your statutory health attorney should: 
• choose the least intrusive treatment if options are available 
• take your views and wishes into account as much as possible 
• consider a doctor’s opinion. 

What if there are disagreements about my treatment? 
If there is ever any conflict over a health care decision that your statutory health attorney has made, the Public 
Guardian may be able to help. If this fails to resolve the dispute, the Public Guardian may become your statutory 
health attorney and make health care decisions for you. 
Similarly, if your attorney cannot make a decision about your care, then the Public Guardian will act in this role. 

Page 2 of 2 
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Advance Health Directive
An Advance Health Directive (AHD) is a formal set of instructions for your 
future health care. Sometimes called a ‘living will’, it’s used if you become 
unable to make decisions due to illness or incapacity.

Why make one?
There could come a time when you are seriously ill, 
unconscious or unable to communicate and critical 
decisions about your health care need to be made. An 
AHD allows your wishes to be known, and gives health 
professionals direction about the treatment you want.

What does it cover?
You can use your AHD to express your wishes in a 
general way, such as stating that you would want to 
receive all available treatment. You can include relevant 
information about yourself that health professionals 
should know, such as:
• special health conditions
• allergies to medications
• religious, spiritual or cultural beliefs that could 

affect your care.
You can give specific instructions about certain 
medical treatments. For example, you might feel 
strongly about whether or not you want to receive 
life-sustaining measures to prolong your life. These 
include:
• cardio-pulmonary resuscitation, to keep your heart 

beating
• assisted ventilation, to keep you breathing if your 

lungs stop working
• artificial nutrition and hydration

What about my views and wishes?
You can use your AHD to outline your views about the 
quality of life that would be acceptable to you. For 
example, you might decide to specify that you would 
like life-sustaining measures withheld or withdrawn in 
certain situations, such as if you were to have:
• a terminal illness for which there is no known cure 

nor chance of you recovering
• severe and irreversible brain damage so that you 

are unable to communicate
• an illness or injury so severe that there is no 

reasonable prospect that you will recover
It is your legal right to refuse any medical treatment. 
However, any request for measures that might 
accelerate your death will not be followed, as 
euthanasia is illegal. 

What about my personal decisions?
Your AHD includes a section where you can appoint 
an attorney for health/personal matters. An attorney 
is someone who will make decisions for you, and can 
be a family member, friend or someone else you trust 
to act in your best interests. You can choose more than 
one person if you like, and set special terms for their 
decisions, such as they must all agree or that a majority 
view is enough.
Your attorney will be able to give instructions on health 
matters that your AHD might not cover, and also make 
personal decisions, such as where you might live. You 
can set limits to the powers of your attorney—for 
example, restricting them from consenting to certain 
procedures—or give them detailed information about 
your personal wishes that you would like them to follow.
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How do I make an AHD?
An AHD form can be downloaded for free from the 
Queensland Government Publications website, or you 
can buy one from a newsagency or some bookshops 
and stationers for a fee. 
Before completing the form, first take the time to 
carefully reflect on the decisions you have to make. 
Remember, you are putting in place a plan that will 
determine your future health care. Consider what is 
important to you, such as being able to communicate 
with loved ones, or receiving maximum pain relief. 
Would you be prepared to donate your organs or 
tissue? Discuss these matters with your family or close 
friends.
Part of the form needs to be completed by a doctor, so 
get them to explain your options and give you more 
information if you need it.
You will also need a witness, who is responsible for 
making sure that your signature is genuine, and that you 
understand the decisions you are making. Your witness 
must be a Justice of the Peace, Commissioner for 
Declarations, lawyer or Notary Public. They cannot be:
• your attorney for personal matters
• your relative or a relative of your attorney
• a current health provider
• a current paid carer (this doesn’t include a person 

on a carer’s pension)
• a beneficiary under your will

When should I make an AHD?
The best time to make one is now, before anything 
happens. You can make an AHD if you are able to 
understand the nature and consequences of your 
health care decisions. But it’s particularly important 
to have an AHD if you are about to go into hospital, 
or if you have a medical condition that could affect 
your ability to make decisions or cause serious 
complications.

What happens if I don’t have an AHD?
Without an AHD, your statutory health attorney 
makes decisions for you. This is a person close to 
you, such as your spouse or a family member, or it 
could be the Public Guardian as a last resort if there 
is no one else suitable or available. You do not have 
to appoint someone to do this as they automatically 
act in this role when the need arises. Otherwise, if 
you have already appointed a personal attorney 
under an Enduring Power of Attorney, this person 
can make medical decisions on your behalf. For more 
information, read our Statutory Health Attorney and 
Enduring Power of Attorney factsheets. 

Can I change my AHD?
Yes, you can make changes to your AHD at any time, 
provided you still have the decision-making capacity 
to do so. It’s a good idea to review your directive every 
two years, or if your health changes significantly. You 
can also revoke your directive, which means you cancel 
your instructions. You need to make any changes in 
writing and have your signature witnessed.

What do I do with my completed AHD?
You don’t need to lodge your AHD with any authorities. 
Keep the original document in a safe place and give 
a copy to your doctor, a family member or friend, and 
your attorney for personal matters if you have one. You 
might also want to carry a card stating that you have 
made an AHD and where it can be found.

https://www.publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive
https://www.publicguardian.qld.gov.au/__data/assets/pdf_file/0009/572355/OPG-Factsheet_Statutory-Health-Attorney.pdf
https://www.publicguardian.qld.gov.au/__data/assets/pdf_file/0004/572350/OPG-Factsheet_Enduring-Power-of-Attorney.pdf
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Enduring Power of Attorney

An Enduring Power of Attorney is an important legal 
document you prepare to allow someone else to make 
personal and/or financial decisions on your behalf.

Why would I prepare one?
You may not always be able to make decisions when 
you need to. For example, you may become seriously 
ill, have an accident or get dementia. You may not be 
able to make your own decisions or communicate 
what you want or need – about your money, your 
personal affairs or your health. 
The advantage of an Enduring Power of Attorney 
is that you have chosen who will be able to make 
decisions on your behalf.

How does it work?
You appoint an ‘attorney’. This person does not need to 
be legally trained. They must make decisions that are 
in keeping with what you would have wanted. You may 
choose a relative, friend, a professional such as your 
accountant, or someone else you trust and believe to 
have the necessary abilities to carry out your wishes 
and manage your affairs. Your attorney’s decisions will 
have the same legal power as if you had made them 
yourself.

What types of decisions can my attorney make for me?
You can give your attorney responsibility for your –
• personal matters, such as where you live and who 

you have contact with
• health care, including choosing medical and dental 

treatments
• financial matters, like collecting your income, 

paying your bills and taxes or selling your home.
You can also include detailed instructions for your 
attorney to follow or to limit their power. 
If you have specific or complex requirements 
about future health treatments, you may also wish 
to complete an Advance Health Directive – go to 
publicguardian.qld.gov.au/planahead for more 
information.

Can I have more than one attorney?
You can name more than one person to be your 
attorney, and choose what powers you give them. To 
avoid any conflict you should appoint people who you 
know will work well together for your best interests. 
Also consider if you want your attorneys to make 
each decision together, whether just one attorney can 
act, or if you want one attorney to act only when any 
others are no longer able.

When does the power begin?
For personal and health care matters, your attorney’s 
power begins only if and when you lose capacity 
to make those decisions. For financial matters, your 
attorney’s power begins whenever you want it to and 
you nominate the start date in your Enduring Power of 
Attorney form.
You can still continue to make any of your own 
decisions while you are capable of doing so.

Who should I appoint?
You should be very careful about who you choose 
as your attorney. You are potentially giving another 
person total control over your assets, plus the ability 
to make personal decisions regarding your health 
care and accommodation when you are unable to 
do so. Choose people who you trust and those who 
would be willing and able to carry out the role. It can 
be a big responsibility. For personal matters, consider 
someone who understands your personal and health 
care needs and wishes. For a financial attorney, consider 
someone who is responsible with their own money and 
understands financial matters. 

Whoever you choose to be your attorney must be over 
18 years, and not be your paid carer. A person receiving 
a carer’s pension is not regarded as a paid carer.

If you don’t feel confident that you have suitable 
people in your life to undertake this responsibility, 
you are able to nominate the Public Guardian as your 
attorney for personal and health care decisions only 
(not financial). To find out more about this option 

Choosing who should speak for you in the future if you are not able to. 

http://www.publicguardian.qld.gov.au/planahead
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contact us. Please note the Public Guardian does 
not make decisions about financial matters. If you 
don’t have anyone suitable to manage your financial 
matters, you may wish to get legal or financial advice 
about the options.

Can I cancel or change my Enduring Power of 
Attorney?
You can cancel (revoke) or change your Enduring Power 
of Attorney at any time as long as you still have the 
decision making capacity to do so. You should fill out 
the Revocation of Enduring Power of Attorney form 
and give a certified copy of it to your original attorney, 
bank, doctor and anyone else who would have known 
about your existing documents. You can also appoint a 
replacement attorney, but you must inform your original 
attorney of these decisions. Certain life circumstances 
will also bring your Enduring Power of Attorney to an 
end, such as if you were to get married or divorced, or if 
your attorney becomes bankrupt or dies.

What do I do with the form once I have completed it?
Keep the original form in a safe place. Keep a certified 
copy for yourself and give certified copies to anyone 
else who needs to know its contents – for example, your 
attorney, family, solicitor, doctor or accountant.

There is no central register for Powers of Attorney in 
Queensland, but you must register the completed form 
with the Titles Registry if your attorney buys or sells land 
on your behalf. 

What if my attorney does not act in my best 
interests?
If you can still make decisions for yourself, fill out the 
Revocation of Enduring Power of Attorney form so the 
person can no longer act for you. You may also wish to 
get some legal advice, depending on what the attorney 
has done.

If you do not have decision-making capacity, the Public 
Guardian may investigate the attorney’s actions and 
take measures to protect your interests. If necessary, the 

attorney’s power can be suspended, and an application 
made to the Queensland Civil and Administrative 
Tribunal for an order appointing someone else as your 
guardian and/or administrator. 

What would happen if I did not have an attorney to 
speak on my behalf?
For financial and personal matters, your family or a 
friend may be able to make some decisions informally, 
to assist in your daily living. However, if formal authority 
is needed or if disagreements arise, someone from your 
support network may apply to the Queensland Civil 
and Administrative Tribunal to have a person appointed 
to act on your behalf. A guardian could be appointed 
for personal and health matters if needed, and an 
administrator could be appointed for financial issues.

In the case of health care decisions, your statutory 
health attorney will be able to make decisions for you. 
This is a person close to you, such as your partner, 
a family member or friend, or it could be the Public 
Guardian if there is no one else available. You do 
not have to appoint someone to do this as they 
automatically act in this role when the need arises.

How do I go about arranging an Enduring Power of 
Attorney?
You can complete the form yourself which has 
explanatory notes to guide you. You will also need it 
formally witnessed. Alternatively, you may wish to get 
professional help with completing the form instead of 
doing it yourself. Qualified solicitors (generally those 
specialising in elder law and/or estate planning) and 
the Public Trustee of Queensland both provide this 
service for a fee.

Find out more
For more information on Enduring Powers of Attorney, 
Advance Health Directives and planning for the future, 
go to publicguardian.qld.gov.au/planahead 

https://publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive/resource/f94f016c-5fff-4b27-9f77-a957bd120865
https://www.business.qld.gov.au/industries/building-property-development/titles-property-surveying/titles-property/help/transactions/power-attorney
https://publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive/resource/f94f016c-5fff-4b27-9f77-a957bd120865
https://www.publicguardian.qld.gov.au/investigations
https://www.qcat.qld.gov.au/matter-types/decision-making-for-adults
https://www.qcat.qld.gov.au/matter-types/decision-making-for-adults
https://publications.qld.gov.au/dataset/power-of-attorney-and-advance-health-directive
http://www.publicguardian.qld.gov.au/planahead
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Definitions

1. Palliative Care Australia. National Palliative Care Standards for Specialist Palliative Care Providers. 5.1 ed. Canberra (AU) PCA; 2024.
2. Australian Commission on Safety and Quality in Health Care. National Safety and Quality Health Service Standards. 2nd ed. Sydney (AU) ACSQHC; 2021.
3. Australian Commission on Safety and Quality in Health Care. National Consensus Statement: Essential elements for safe and high-quality end of life care. Sydney 
(AU) ACSQHC; 2023.
4. End of Life Law in Australia: Voluntary Assisted Dying (Internet). Queensland: QUT; 2023 (Cited 2024 June 7). Available from: https://end-of-life.qut.edu.au/
assisteddying.

Sources:

caring@home is funded by the Australian Government and led by the Brisbane South Palliative Care Collaborative (BSPCC).

Advance care 
planning

The process of preparing for likely scenarios near the end of life that usually includes 
assessment of, and discussion about, a person’s understanding of their medical condition 
and prognosis, values, preferences and personal and family resources. Advance care planning 
supports a person in communicating their wishes about their end of life.1

Carer A person who provides personal care, support and assistance to another individual who needs 
it because they have a disability, medical condition (including a terminal or chronic illness) or 
mental illness, or they are frail and aged. An individual is not a carer merely because they are a 
spouse, de facto partner, parent, child, other relative or guardian of an individual, or live with 
an individual who requires care. A person is not considered a carer if they are paid, a volunteer 
for an organisation or caring as part of a training or education program.1

Family The family is defined as the people identified by the person as family. This may include people 
who are biologically related, however it may not. People who joined the family through 
marriage or other relationships, such as kinship, as well as the chosen family, street family 
for those experiencing homelessness, and friends (including pets) may be identified by the 
person as family.1

Goals of care Goals of care are what a patient wants to achieve during an episode of care, within the context 
of their clinical situation. Goals may be clinical and personal and are determined in the context 
of a shared decision-making process. Identifying goals of care helps to organise and prioritise 
care activities and contributes to improved satisfaction, quality-of-life and self-efficacy for 
patients.2

Palliative 
approach

An approach to treatment that improves the quality of life of patients and their families 
facing life-limiting illness, through the prevention and relief of suffering. It involves early 
identification, and impeccable assessment and treatment of pain and other problems 
(physical, psychosocial and spiritual).3

Substitute 
decision-maker

Substitute decision-maker(s) are people appointed or identified by law to make substitute 
decisions on behalf of a person whose decision-making capacity is impaired. Substitute 
decision-maker(s) have legal authority to make decisions about health, medical, residential 
and other personal matters (but not financial or legal decisions); the relevant legislation varies 
between jurisdictions (states and territories). More than one substitute decision-maker may be 
appointed.1

Voluntary 
assisted dying

Voluntary assisted dying (VAD) refers to the assistance provided to a person by a health 
practitioner to end their life. It includes:

•  ‘self-administration’, where the person takes the VAD medication themselves and
•  ‘practitioner administration’, where the person is given the medication by a doctor (or in 

some Australian States, a nurse practitioner or registered nurse).

‘Voluntary’ indicates that the practice is a voluntary choice of the person, and that they are 
competent (have capacity) to decide to access VAD.4
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