
Dear PrimeWest Health Member:

If a time comes when someone close to you has to make health care decisions 
on your behalf, would they know what you want?

One way to make your wishes known is through a Health Care Directive. 
A Health Care Directive is a document you create as a way to plan for 
decisions about your health care that need to be made if you become 
severely ill and lose your ability to make these decisions. Inside are 
questions and answers about Health Care Directives. 

One of your basic rights is the right to make decisions about your health 
care. This includes the right to accept or refuse care after you are told 
about the options available. State law requires that PrimeWest Health tell 
you these rights when you enroll. 

PrimeWest Health has written policies and procedures that make sure your rights regarding Health Care 
Directives are protected. Specifically, PrimeWest Health cannot condition or refuse treatment or otherwise 
discriminate against you based on whether or not you have a Health Care Directive. PrimeWest Health expects 
providers to comply with your wishes to the fullest extent possible within reasonable medical practice.

Filling out a Health Care Directive form formalizes your advance health care decisions. A form that meets State 
of Minnesota requirements is included in this folder. Call PrimeWest Health Member Services at 1-866-431-0801 
if you need additional forms. TTY users call 1-800-627-3529 or 711. These calls are free.

If you have questions, be sure to discuss them with your health care provider.

Sincerely,

PrimeWest Health

PW_2007_035R_11-23/DHS_Approved_01/19/2024

Health Care 

Questions & Answers about  
Health Care Directives

Minnesota law allows you to inform others of your health 
care wishes. You have the right to state your wishes and 
appoint an agent in writing so others know what you 
want if you can’t tell them because of illness or injury. 
The information in this document is about Health Care 
Directives and how to prepare them. It does not give 
every detail of the law.

How to Get More Information
If you want more information about Health Care 
Directives, please contact your health care provider, 
your attorney, or the Minnesota Board on Aging’s 
Senior LinkAge® Line at 1-800-333-2433. The call is 
free. You can use the Minnesota Health Care Directive 
Planning Toolkit to help you create your Health 
Care Directive. You can find it online at https://
extension.umn.edu/health-care/minnesota-
health-care-directive-planning-toolkit. A Health 
Care Directive form is also included in this folder.

Directives
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What is a Health Care Directive?
A Health Care Directive is a written document that 
informs others of your wishes about your health care. 
It allows you to name a person (“agent”) to decide 
for you if you are unable to decide. It also allows you 
to name an agent if you want someone else to decide 
for you. You must be at least 18 years old to make a 
Health Care Directive.

Why have a Health Care Directive?
A Health Care Directive becomes important if 
your attending physician determines you can’t 
communicate your health care choices (because of 
physical or mental incapacity). It is also important if 
you wish to have someone else make your health care 
decisions.  In some circumstances, your directive may 
state that you want someone other than an attending 
physician to decide when you cannot make your own 
decisions.

Do I have to have a Health Care Directive? 
What happens if I don’t have one?
You don’t have to have a Health Care Directive. 
But, writing one helps to make sure your wishes are 
followed.

You will still get medical treatment if you don’t have 
a written Directive. Health care providers will listen 
to what people close to you say about your treatment 
preferences, but the best way to be sure your wishes 
are followed is to have a Health Care Directive.

How do I make a Health Care Directive?
There are forms for Health Care Directives. You can 
get them from your health care provider or attorney. 
You can use the Minnesota Health Care Directive 
Planning Toolkit to help you create your Health Care 
Directive. You can find it online at https://extension.
umn.edu/health-care/minnesota-health-care-
directive-planning-toolkit. A Health Care Directive 
form is also included in this folder. You don’t have to 
use a form, but your Health Care Directive must meet 
the following requirements to be legal:
•	 Be in writing and dated
•	 State your name
•	 Be signed by you or someone you authorize 

to sign for you, when you can understand and 
communicate your health care wishes

•	 Have your signature verified by a notary public 
or two witnesses

•	 Include the appointment of an agent to make 
health care decisions for you and/or instructions 
about the health care choices you wish to make

Before you prepare or revise your Directive, you 
should discuss your health care wishes with your 
doctor or other health care provider.

What if I’ve already prepared a Health 
Care Directive? Is it still good?
Before August 1, 1998, Minnesota law provided for 
several other types of directives, including living 
wills, durable powers of attorney for health care, and 
mental health declarations. The law changed so people 
can use one form for all their health care instructions.

Forms created before August 1, 1998, are still legal if 
they followed the law in effect when written. They are 
also legal if they meet the requirements of the new 
law (described above). You may want to review any 
existing documents to make sure they say what you 
want and meet all requirements.

I prepared my Directive in another state. 
Is it still good?
Health Care Directives prepared in other states are 
legal if they meet the requirements of the other state’s 
laws or the Minnesota requirements. But requests for 
assisted suicide will not be followed in Minnesota.

What can I put in a Health Care Directive?
You have many choices of what to put in your Health 
Care Directive. For example, you may include the 
following:
•	 The person you trust as your agent to make 

health care decisions for you. You can name 
alternate agents in case the first agent is 
unavailable, or joint agents.

•	 Your goals, values, and preferences about health 
care

•	 The types of medical treatment you would want 
(or not want)

•	 How you want your agent or agents to decide
•	 Where you want to receive care
•	 Instructions about artificial nutrition and hydration

https://extension.umn.edu/health-care/minnesota-health-care-directive-planning-toolkit
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•	 Instructions about mental health treatments 
that use electroshock therapy or neuroleptic 
medications

•	 Instructions if you are pregnant
•	 Instructions about donation of organs, tissues, 

and eyes
•	 Funeral arrangements, including your preference 

for burial or cremation
•	 Who you would like as your guardian or 

conservator if there is a court action

You may be as specific or as general as you wish. You 
can choose which issues or treatments to deal with in 
your Health Care Directive.

Are there limits to what I can put in my 
Health Care Directive?
There are some limits about what you can put in your 
Health Care Directive. These are some examples:
•	 Your agent must be at least 18 years of age
•	 Your agent cannot be your health care provider, 

unless the health care provider is a family 
member or you give reasons for the naming of 
the agent in your Directive

•	 You cannot request health care treatment that is 
outside of reasonable medical practice

•	 You cannot request assisted suicide

How long does a Health Care Directive 
last? Can I change it?
Your Health Care Directive lasts until you change or 
cancel it. As long as the changes meet the Health Care 
Directive requirements listed above, you may cancel 
your Directive by doing any of the following:
•	 Writing a statement saying you want to cancel it
•	 Destroying it
•	 Telling at least two other people you want to 

cancel it
•	 Writing a new Health Care Directive

What should I do with my Health Care 
Directive after I have signed it?
You should inform others of your Health Care 
Directive and give people copies of it. You may wish 
to inform family members, your health care agent or 

agents, and your health care providers that you have 
a Health Care Directive. You should give them a copy. 
It’s a good idea to review and update your Directive 
as your needs change. Keep it in a safe place where it 
is easily found.

What if my health care provider refuses 
to follow my Health Care Directive?
Your health care provider generally will follow your 
Health Care Directive, or any instructions from your 
agent, as long as the health care follows reasonable 
medical practice. But, you or your agent cannot  
request treatment that will not help you or which 
the provider cannot provide. If the provider cannot 
follow your agent’s directions about life-sustaining 
treatment, the provider must inform the agent. The 
provider must also document the notice in your 
medical record. The provider must allow the agent to 
arrange to transfer you to another provider who will 
follow the agent’s directions.

What if I believe a health care provider 
has not followed Health Care Directive 
requirements?
Complaints of this type can be filed with the Office of 
Health Facility Complaints at 1-800-369-7994 (this call 
is free) or 1-651-201-4200 (Metro area).

What if I believe a health plan has 
not followed Health Care Directive 
requirements?
Complaints of this type can be filed with Managed 
Care at 1-800-657-3793 (this call is free) or 1-651-201-
5178 (Metro area).

Source: Minnesota Department of Health, “Questions and Answers about Health Care Directives,” October 4, 
2022, www.health.state.mn.us/facilities/regulation/infobulletins/advdir.html.

www.health.state.mn.us/facilities/regulation/infobulletins/advdir.html
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Minnesota Health Care Directive
Purpose of 
Form

Part 1. NAME AN AGENT
Allows you to appoint another person (an agent) to make health care decisions if a doctor 
decides you are unable. 

Part 2.	GIVE HEALTH CARE INSTRUCTIONS
Allows you to give written instructions about your wishes.

Part 3.	MAKE THIS DOCUMENT LEGAL
Requires you and others to sign and date to make this legal.

This form revokes all past living wills, Durable Powers of Attorney for Health Care, and other written advance 
health care directives you have signed.

My Personal 
Information

My name:

Address:

Preferred phone: (        ) Alternate phone: (        )

Date of birth:

Part 1. NAME AN AGENT

Agent Duties My health care agent can:
•	 Make health care decisions for me if I am unable to make and communicate decisions for 

myself
•	 Make decisions based on my instructions in Part 2 of this document or in other 

documents
•	 Make decisions based on what they know about my wishes
•	 Act in my best interests if instructions are not available

Agent Roles When naming my health care agent, I must choose one of the following.
Initial the line in front of the statement you prefer.

Act alone
_____ I appoint one person to serve as my primary health care agent to make decisions for 
me if I am unable to make or communicate these decisions for myself. My primary agent 
may act alone. If my primary agent is not able, willing, or available, each alternate agent I 
name may act alone, in the order listed.

Act together
_____ I appoint two or more people to act together as my health care agent. My primary 
agent and alternate agents must act together and be in agreement when making decisions. 
If they are not all readily available, or if they disagree, a majority of the agents who are 
readily available may make decisions for me.

Rev. 11-23
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AGENT CONTACT INFORMATION

My Primary 
Health Care 
Agent

I appoint:

Agent’s name:

Address:

Preferred phone: (        ) Alternate phone: (        )

My First 
Alternate 
Health Care 
Agent

I appoint:

Agent’s name:

Address:

Preferred phone: (        ) Alternate phone: (        )

My Second 
Alternate 
Health Care 
Agent

I appoint:

Agent’s name:

Address:

Preferred phone: (        ) Alternate phone: (        )

Reasons for 
Naming a 
Health Care 
Provider

I have named as my agent a health care provider, or employee of a health care provider, who 
is currently (or may be in the future) providing direct care to me when decisions are needed. 
Choose the option that applies: 

__________That person is related to me by blood, marriage, registered domestic partnership, 
or adoption

__________My reasons for wanting to appoint that person as my agent are:

	 _ ____________________________________________________________________

	 _ ____________________________________________________________________

	 _ ____________________________________________________________________

	 _ ____________________________________________________________________

	 _ ____________________________________________________________________

Powers of 
My Agent

If I am unable to decide or speak for myself, my agent has the power to:
•	 Consent to, refuse, or withdraw any health care, treatment, service, or procedure
•	 Stop or not start health care that is keeping or might keep me alive
•	 Choose my health care providers
•	 Choose where I live when I need health care and what personal security measures are 

needed to keep me safe
•	 Obtain copies of my medical records and allow others to see them

Minnesota Health Care Directive
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Additional 
Powers of 
My Agent

If I WANT my agent to have any of the following powers, I must initial the line in front of 
the statement.

I also authorize my agent to:
_____	 Make health care decisions for me even if I am able to decide or speak for myself
_____	 Carry out my wishes regarding a funeral, burial, or what will happen to my
	 body when I die
_____	 Make decisions about mental health treatment including electroconvulsive
	 therapy and antipsychotic medication, including neuroleptics
_____	 In the event I am pregnant, determine whether to attempt to continue my
	 pregnancy to delivery based upon my agent’s understanding of my values,
	 preferences, or instructions
_____	 Continue as my health care agent even if a dissolution, annulment, or
	 termination of our marriage or domestic partnership is in the process or has
	 been completed

Limiting the 
Powers of 
My Agent

I wish to limit the powers of my health care agent in the following way(s):

Minnesota Health Care Directive
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Part 2. GIVE HEALTH CARE INSTRUCTIONS (Please refer to https://extension.umn.edu/health-care/
minnesota-health-care-directive-planning-toolkit for more information)

I give the following instructions about my health care (my values and beliefs, what I do and do not want, 
and/or views about medical treatments, concerns, fears, etc.):

I am attaching additional instructions concerning my health care values and preferences.

Initial one line:  _____ Yes		  _____ No

I authorize donation of my organs, tissue, or other body parts after my death.

Initial one line:  _____ Yes		  _____ No

Minnesota Health Care Directive
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Part 3. MAKE THIS DOCUMENT LEGAL

My Signature/ 
Mark and 
Date

I agree with everything in this document and have made this document willingly.

My signature:

Date:

Notary  
Public OR 
Witnesses

Notary Public

NOTE: Must not be named as agent or alternate agent

STATE OF MINNESOTA
County of________________________________________________________________________
This document was signed or acknowledged before me
this _____________ of _____________, _____________ by the above-named principal.
              (day)	                     (month)                 (year)

Signature of Notary Public

Two Witnesses

NOTE: Only one witness can be a direct care provider or employee of a provider on the 
     day this is signed.

This document was signed or acknowledged in my presence. I am not an agent or alternate 
agent in this document.

Witness 1 signature:

Address:

Date (month/day/year):

Witness 2 signature:

Address:

Date (month/day/year):

Minnesota Health Care Directive 
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MY HEALTH CARE GOALS
Having a sense of what is important to you can help your decision-makers make health care decisions under 
different and complex circumstances.  Read each statement below and on a scale of “0” to “4,” rate and select 
how important each of the health care goals are to you.  In this case, “4” means “Extremely Important" and 
“0” means “Not Important at All.”  Remember reasonable medical care should always include maintaining a 
person’s comfort, hygiene, and human dignity.

Minnesota Health Care Directive
Health Care Instructions Worksheet 

Health Care Goals 0 1 2 3 4

How Important Is Pain Control?

•	 Being as comfortable and free from pain as possible

•	 Having pain controlled, even if my ability to think clearly is reduced

•	 Having pain controlled, even if it shortens my life

How Important Is the Use of Life-Prolonging Treatment When:

•	 I have a reasonable chance of recovering both physically and 
mentally (50/50+)

•	 I have some physical limitations but can socially relate to those I 
care about

•	 I can live a longer life no matter what my physical or mental health

•	 I have little or no chance of doing everyday activities I enjoy

•	 I am not able to socially relate to those I care about

•	 I have a terminal illness and treatment will only prolong when I die

•	 I have severe and permanent brain injury and there is little chance of 
regaining consciousness

•	 I have severe dementia or confusion and my condition will only get 
worse

How Important Are Finances and Health Care?

•	 Having my wishes followed regardless of whether or not my 
finances are exhausted

•	 Not being a financial burden to those around me

•	 Not having my health care costs affect the financial situations of 
those I care about
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My Medical Treatment Preferences
It is helpful for others to know if and why you have strong feelings about certain medical treatments. Some 
of the more difficult medical decisions are about treatments used to prolong life, such as those listed below.  
Most medical treatments can be tried for a while and then stopped if they do not help. Discuss these medical 
treatments with a health care professional to make sure you understand what they might mean for you given 
your current as well as future health conditions.

Minnesota Health Care Directive – Health Care Instructions Worksheet

Medical Procedure When This Is Used My Feelings about This Procedure
Intubation

A Do Not Intubate (DNI) 
order is put on your 
medical record when you 
do not want this procedure

You are intubated when you 
cannot breathe on your own. A 
breathing tube is placed in your 
mouth—to your lungs—and is 
attached to a ventilator.

You cannot talk or eat by mouth 
if  you are intubated. For long-
term needs, a tracheostomy (a 
breathing tube placed in your 
neck) may be needed.

Nutrition support and 
hydration

If you cannot eat or drink by 
mouth, feeding solutions can 
provide enough nutrition to 
support life indefinitely.

Feeding solutions can be put 
through a tube in your stomach,
nose, intestine, or veins.

Cardiopulmonary
Resuscitation (CPR)

A Do Not Resuscitate 
(DNR) order is put on 
your medical record when 
you do not want this 
procedure. 

CPR is used if your heart and 
lungs stop working. CPR can 
include chest compressions, 
defibrillation (electric shock), 
medications, and/or a tube in 
your throat.

Dialysis If your kidneys are not working, 
a dialysis machine can be used to 
clean your blood. You may need 
to be hooked up to this machine 
several hours a day.
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Minnesota Health Care Directive – Health Care Instructions Worksheet

My decision makers should know the following about how my religious/spiritual beliefs should affect my 
health care: 

My religion/spirituality is:

My congregation/spiritual community (name, city, state):

I wish to have my (priest/pastor/rabbi/shaman/spiritual leader) consulted.     _____ Yes          _____ No

Contact Information (name/phone number): _______________________________________________________

_______________________________________________________________________________________________

My Religious and Spiritual Beliefs
Religious or spiritual beliefs and traditions influence how people feel about certain medical treatments, what 
quality of life means to them, and how they wish to be treated when they are dying or when they have died.

My Feelings about Quality and Length of Life

I have the following beliefs about whether life should be preserved as long as possible:

The following kinds of mental or physical conditions would make me think that medical treatment should 
no longer be used to keep me alive:

 At home

 At a hospital. Which one?

 At a nursing home. Which one?

 Through hospice services/care. Which one?

 From other health care providers. Which ones?

Other wishes I have about my care if I am dying:   

My Preferences for Care When Dying
If a choice is possible and reasonable when I am dying, I would prefer to receive care:
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Minnesota Health Care Directive – Health Care Instructions Worksheet

_______  I DO wish to donate organs, tissue, or other body parts when I die

_______ Any needed organs, tissue, or other body parts

_______ Only the following listed organs, tissue, or body parts

Limitations or special wishes I have include:

_______  I DO NOT wish to donate organs, tissue, or other body parts when I die

My Wishes about Donating Organs, Tissues, or Other Body Parts
Initial the lines that apply to you:

My Additional Health Care Goals and Instructions

My Signature

My decision-makers should also know these things about me to help them make decisions about my health care:

I am concerned about...

I have a fear of...

I hope that my end of life care will...

I agree that these are my health care instructions and have completed this willingly.

My signature:

Date completed (month/day/year):

This worksheet is an attachment to my Health Care Directive:

Initial one line:  _____ Yes		  _____ No



Member Services 
1-866-431-0801 
Monday – Friday, 8 a.m. – 8 p.m.

TTY  
1-800-627-3529 or 711 
These calls are free.

Website
PrimeWest.org

Address
PrimeWest Health
3905 Dakota St
Alexandria, MN 56308



1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711 
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Civil Rights Notice                                                           

Discrimination is against the law. PrimeWest Health does not discriminate on the basis of any of the 
following: 

• race 
• color 
• national origin 
• creed 
• religion 
• sexual orientation 
• public assistance 

status 

• age 
• disability (including  

physical or mental 
impairment) 

• sex (including sex  
stereotypes and  
gender identity) 

• marital status 

• political beliefs 
• medical condition 
• health status 
• receipt of health care  

services 
• claims experience 
• medical history 
• genetic information

 
You have the right to file a discrimination complaint if you believe you were treated in a discriminatory 
way by PrimeWest Health. You can file a complaint and ask for help filing a complaint in person or by 
mail, phone, fax, or email at:  

Civil Rights Coordinator 
PrimeWest Health 
3905 Dakota St 
Alexandria, MN 56308 
Toll Free: 1-866-431-0801 
TTY: 1-800-627-3529 or 711  
Fax: 1-320-762-8750 
Email: compliance@primewest.org

Auxiliary Aids and Services: PrimeWest Health provides auxiliary aids and 
services, like qualified interpreters or information in accessible formats, free of charge 
and in a timely manner to ensure an equal opportunity to participate in our health 
care programs. Contact PrimeWest Health at memberservices@primewest.org, 
or call Member Services at 1-866-431-0801 or TTY 1-800-627-3529 or 711. The 
call is free. 
 
Language Assistance Services: PrimeWest Health provides translated 
documents and spoken language interpreting, free of charge and in a timely 
manner, when language assistance services are necessary to ensure limited 
English speakers have meaningful access to our information and services. 
Contact PrimeWest Health at memberservices@primewest.org, or call 
Member Services at 1-866-431-0801 or TTY 1-800-627-3529 or 711. The call is 
free. 
 
Civil Rights Complaints 
You have the right to file a discrimination complaint if you believe you were treated in a discriminatory 
way by PrimeWest Health. You may also contact any of the following agencies directly to file a 
discrimination complaint. 
 



 

  CB5 (MCOs) (10-2021) 

PW_10-22_320/DHS_Accepted_10/12/2022  

U.S. Department of Health and Human Services Office for Civil Rights (OCR) 
You have the right to file a complaint with the OCR, a federal agency, if you believe you have been 
discriminated against because of any of the following: 

• race 
• color 
• national origin 

• age 
• disability 
• sex 

• religion (in some 
cases) 

 
Contact the OCR directly to file a complaint:  

Office for Civil Rights 
U.S. Department of Health and Human Services 
Midwest Region 
233 N. Michigan Avenue, Suite 240 
Chicago, IL 60601 
Customer Response Center: Toll-free: 800-368-1019 
TDD Toll-free: 800-537-7697 
Email: ocrmail@hhs.gov 

 
Minnesota Department of Human Rights (MDHR) 
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated 
against because of any of the following: 

• race 
• color 
• national origin 
• religion 

• creed  
• sex 
• sexual orientation 
• marital status 

• public assistance 
status 

• disability 

 
Contact the MDHR directly to file a complaint: 

Minnesota Department of Human Rights 
540 Fairview Avenue North, Suite 201 
St. Paul, MN 55104 
651-539-1100 (voice) 
800-657-3704 (toll-free) 
711 or 800-627-3529 (MN Relay) 
651-296-9042 (fax) 
Info.MDHR@state.mn.us (email) 
 

Minnesota Department of Human Services (DHS) 
You have the right to file a complaint with DHS if you believe you have been discriminated against in 
our health care programs because of any of the following: 

• race 
• color  
• national origin 
• religion (in some cases) 
• age 

• disability (including physical or mental 
impairment) 

• sex (including sex stereotypes and 
gender identity

mailto:ocrmail@hhs.gov
mailto:Info.MDHR@state.mn.us
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Complaints must be in writing and filed within 180 days of the date you discovered the alleged 
discrimination. The complaint must contain your name and address and describe the discrimination 
you are complaining about. We will review it and notify you in writing about whether we have 
authority to investigate. If we do, we will investigate the complaint.  
 
DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you 
disagree with the decision. To appeal, you must send a written request to have DHS review the 
investigation outcome. Be brief and state why you disagree with the decision. Include additional 
information you think is important.  
 
If you file a complaint in this way, the people who work for the agency named in the complaint cannot 
retaliate against you. This means they cannot punish you in any way for filing a complaint. Filing a 
complaint in this way does not stop you from seeking out other legal or administrative actions. 
 
Contact DHS directly to file a discrimination complaint: 

Civil Rights Coordinator 
Minnesota Department of Human Services 
Equal Opportunity and Access Division 
P.O. Box 64997 
St. Paul, MN 55164-0997 
651-431-3040 (voice) or use your preferred relay service 

 
 

 
 

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics. We 
will not require prior approval or impose any conditions for you to get services at these clinics. For 
elders age 65 years and older this includes Elderly Waiver (EW) services accessed through the 
tribe. If a doctor or other provider in a tribal or IHS clinic refers you to a provider in our network, 
we will not require you to see your primary care provider prior to the referral. 

 



1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711 

ATTENTION: If you speak English, free language assistance services are available to you free of 
charge and without unnecessary delay. Additionally, appropriate auxiliary aids and services to 
provide information in accessible formats are available free of charge and in a timely manner. 
Please call the number above or speak to your provider. English 

 



1-866-431-0801 (toll free); TTY 1-800-627-3529 or 711 
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