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STJ HOSPITAL SAFETY KIT
(applies to Nursing Home and Care Facilities also)

Acknowledgement:
The Durable Powers of Attorney and Advance Health Care Directive
portions in this Kit were inspired and modified from a form created by
Kenneth Kirk, P.C., Alaska Attorney at Law.
The original version may be viewed in entirety and downloaded at
www.RightToLife.com.

DURABLE POWERS OF ATTORNEY,
ADVANCE HEALTH CARE DIRECTIVE,
AND ESSENTIAL CAREGIVER DIRECTIVES.
FOR

PART 1:

DURABLE POWER OF ATTORNEY FOR HEALTH CARE DECISIONS

(1)
DESIGNATION OF AGENT: I, a [wo]man, designate the following [wo]man as My agent to
make healthcare decisions for Me: [NOTE: if you are married and want your spouse to act for you,
you must list the spouse as your first designated agent]:

Name of [wo]man You Choose as Agent

Address, City, State, Zip Code

Phone Numbers, Email Address, Other Contact Info

SECOND CHOICE: If I, a living [wo]man, revoke My agent’s authority or if My agent is not
willing, able, or reasonably available to make a health care decision for Me, I designate the
following [wo]man as My second choice for agent:

Name of [wo]man You Choose as Agent

Address, City, State, Zip Code

Phone Numbers, Email Address, Other Contact Info

THIRD CHOICE: If I, a [wo]man, revoke the authority of My agent and second choice agent
or if neither is willing, able, or reasonably available to make a health care decision for Me, I
designate the following [wo]man as My third choice for My agent:
Name of [wo]man You Choose as Agent

Address, City, State, Zip Code

Phone Numbers, Email Address, Other Contact Info

(2)
AGENT’S AUTHORITY: My agent is authorized and directed to follow My instructions and
My other wishes, to the extent known, in making all health care decisions for me. If My wishes are
not known, My agent is authorized to make these decisions in accordance with My best interest,
and in keeping with My religious beliefs.
(3)

WHEN AGENT’S AUTHORITY BECOMES EFFECTIVE [choose only one]:
My agent’s authority becomes effective when any medical condition, medication, or
procedure(s) render Me incapable of entering into legal contracts, or when My primary or
attending physician determines I am unable to make My own healthcare decisions.
My agent’s authority to make health care decisions for Me take effect immediately.

(4)
NOMINATION OF GUARDIAN: If a guardian for My health care needs to be appointed for
Me by a court, I nominate and direct the court to assign the agent designated in this form. If that
agent is not willing, able, or reasonably available to act as guardian, I nominate and direct the court
to assign the alternate agent(s) whom I have named under (1) above, in the order designated.

PART 2:

MY DIRECTIVES FOR HEALTH CARE

(5)
HOSPITAL TREATMENT: I direct that My health care agent follow My instructions as I
have marked below.
Access to Medical Records: I direct My agent to exercise the right to request,
receive, examine, copy, and consent to the disclosure of medical or other health care
information. [In accordance with Alaska Statute AS.13.52.070] I require all health care
providers, facilities, hospitals, and institutions to provide immediate access to My personal
health care information to My agent.
Hospital Discharge: If My agent believes that the care provided to Me is not in
My best interest, I authorize and direct My agent to require My immediate discharge from
that health care provider, facility, hospital, or institution, and seek health care treatment
with another health care provider, facility, hospital, institution, or other location such as
My home, [as permitted by Alaska Statute AS.13.52.060].
Isolation in Hospital or Health Care Facility: If isolation in a hospital or health care
facility precludes or prohibits visitation by My spouse, children, next of kin, or My agent, or
My essential caregiver, I authorize and direct My agent to require My immediate discharge
from that health care provider, facility, hospital, or institution and seek health care
treatment with another provider, facility, or institution, or other location such as My home,
[as permitted by Alaska Statute AS.13.52.060].

Additional Instructions:

Pain Relief: I shall always receive adequate treatment for the sole purpose of the
alleviation of pain or discomfort.
Additional Instructions:

Allergies: I decline and expressly prohibit the use of the following,

List of allergens:

Prohibited Protocols: I decline and expressly prohibit the use of the following,

Remdesivir, brand name Veklury or by any other brand, is strictly and completely
forbidden for use in My treatment whether for Covid or any other disease or condition.
Mechanical Ventilator for use in treating a Covid related disease, illness, or condition is
expressly prohibited.
Mechanical Ventilator for use in treating any Covid related disease, illness, or condition
is expressly prohibited, unless authorized in writing by My agent.
Mechanical Ventilator for use in treatment for any disease, illness or condition be it
Covid or otherwise is expressly prohibited.

Mechanical Ventilator for use in treatment for any disease, illness or condition be it
Covid or otherwise is expressly prohibited, unless authorized in writing by My agent.

Additional Instructions:

Immunizations and Vaccinations: I decline use and prohibit as checked below, (check only one)
Under no circumstance shall I be immunized or administered any vaccine including,
but not limited to, flu vaccines, or Covid-19 mRNA therapies or other qualifying injections,
or any proposed innoculations or boosters for Covid or related variants, or for any other
old, new, or emerging illness or disease, and regardless of any history or record or
evidence of My consent to immunize or vaccinate in the past.
Under no circumstance shall I be immunized or administered any Covid-19 related
vaccine or mRNA therapy or other qualifying injection or immunization for Covid, or any
proposed innoculations or boosters for Covid or Covid variants whether old, new, or
emerging, and regardless of any history or evidence of My consent to vaccinate in the past.
I have received Covid- 19 qualifying injection therapy “vaccine” in the past, however
under no circumstance shall any new proposed innoculations or boosters for Covid be
administered regardless of My history of consent to immunize against Covid in the past.

Additional Instructions:

Required Protocols: I require that the following marked treatment protocols be fully observed
and provided and, if My condition necessitates, be administered intravenously,

Early Treatment Protocol appropriate to My condition as outlined in the accompanying
literature “Dr. George Fareed and Dr. Brian Tyson share early treatment protocol.”
Other: ____________________________________________________________________________________________
____________________________________________________________________________________________________

Additional Instructions:

Prohibited Agents: Under no circumstances shall a health care provider, facility, or
institution, act as My agent or make healthcare decisions on My behalf.
Additional Instructions:

(6)
END-OF-LIFE DECISIONS: I direct that My health care agent to follow My instructions as I
have marked below.
Permanent Coma: I want respect care only [treatment which shows respect for My
body, such as keeping me clean] and I do not want My life to be prolonged with medical
treatment if I am in a permanent coma (or vegetative state), which will last permanently
without improvement. This decision not to provide other life-sustaining medical treatment
must be made by My agent and My primary physician, in consultation with a neurologist,
based on a high degree of medical certainty that I will not recover.
Additional Instructions:

Permanent Coma – Artificial Feeding: If I am in a permanent coma or vegetative
state and have been placed on respect care only, I direct that any device for artificial
nutrition and hydration (such as a feeding tube) be withdrawn.
Additional Instructions:

Terminal Condition: I want comfort care only and I do not want My life prolonged
with medical treatment if I have an incurable or irreversible illness or injury, and without
life-sustaining medical procedures it will result in My death in a short period of time
[generally understood to be less than two months], and for which there is no reasonable
prospect of cure or recovery. Comfort care means that I am to be given only those
treatments which help keep Me comfortable and pain-free. This determination must be
made by My primary physician and My agent, based on a high degree of medical certainty.
Additional Instructions:

Artificial Nutrition and Hydration: if I am unable to safely take nutrition, fluids, or
nutrition and fluids via customary ingesting (check only one choice, or write your
instructions),
I wish to receive artificial nutrition and hydration indefinitely;

I wish to receive artificial nutrition and hydration unless, as determined by My agent,
it clearly increases My suffering or is no longer in My best interest.
I wish to receive artificial nutrition and hydration only on a limited basis to see
if I can improve.
Additional Instructions:

Relief from Pain:
If My primary care physician, or My attending physician if primary care physician is not
accessible, and my My agent, believe that I am unlikely to recover and I need serious
treatment for pain, then:
I shall always receive adequate treatment for the sole purpose of the alleviation of pain
or discomfort.
I want the minimum amount of pain treatment so my pain is treated without the loss of
my mental or cognitive abilities.
Additional Instructions:

(7)
MENTAL HEALTH: If I wish to allow My agent to make decisions regarding mental health
treatment, I will execute a separate mental health document. At this time, I do NOT authorize My
agent to consent to psychotropic medications, electro-convulsive treatments, or confinement in a
mental institution against My wishes.
If, at any time, any health care provider, facility, or institution, or hospital prescribes
any mental health treatment, to include any psychotropic medications, electro-convulsive
treatments, or confinement in a mental institution, I direct My agent to require My
immediate discharge from that health care provider, facility, hospital, or institution and
seek health care treatment with another provider, facility, hospital, or institution, or
another location such as My home, as permitted by [Alaska Statute AS.13.52.060].

(8)
OTHER WISHES: (if you do not agree with any of the optional choices above and wish to
write your own, or if you wish to add to the instructions you have given above, do so here.
I direct that

PART 3: ANATOMICAL GIFT AT DEATH
These are my choices regarding organ and tissue donation:

(9)

Upon my death: (choose only one)
I refuse to make an anatomical gift (skip to Part 4).
I give any needed organs, tissues, or other body parts.
I give any needed organs, tissues, or other body parts, as long as it will not
make me unsuitable for viewing.
I give any needed organs, tissues, or other body parts only:

If I have chosen to make an anatomical gift, my gift is for the following purposes (mark any
of the following you want):
(i)

Transplant

(ii)

Therapy

(iii)

Research

(iv)

Education

PART 4: PRIMARY PHYSICIAN
(10)
I designate the following physician, clinic, physician assistant, or nurse practitioner as My
primary physician (Leave this part blank if you do not have one, in which case those decisions will
be made by the attending physician):

Name:
Address:
Phone:
Email:

_________________________________________________________________________________________________

PART 5: SIGNATURE
(11)

EFFECT OF COPY: A copy of this form has the same effect as the original.

(12)

Sign and date the form here:

Date

Sign in BLUE ink for Autograph in RED ink Your Name

Print Your Name

Address, City, State, Zip Code

On this

day of
(insert name of notary)

, in the year
, appeared

(signer’s name)

, before me,
, personally

known to me (or proved to me on the basis of satisfactory evidence) to be the [wo]man whose
name is subscribed to this instrument, and acknowledged that the [wo]man executed it freely.

Notary in and for the state of ________________________
My commission Expires:
Notary Seal

PART 5: SIGNATURE
(13)

EFFECT OF COPY: A copy of this form has the same effect as the original.

(14)

Sign and date the form here:

Date

Sign in BLUE ink or Autograph in RED ink Your Name

Print Your Name

Address, City, State, Zip Code

FIRST WITNESS
I say here and shall verify in open court that all herein be true that the principal is known to me, that the
principal signed / autographed or acknowledged this durable power of attorney for health care in my
presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence,
and that I am not: (1) a health care provider employed at the health care institution or health care facility
where the principal is receiving health care; (2) an employee of the health care provider providing health
care to the principal;(3) an employee of the health care institution or health care facility where the principal
is receiving health care; (4) the person appointed as agent by this document; (5) related to the principal by
blood, marriage, or adoption; or (6) entitled to a portion of the principal's estate upon the principal's death
under a will or codicil.

Date

Print Your Name

Address, City, State, Zip Code

First Witness Signature with BLUE ink or Autograph in RED ink

SECOND WITNESS
I say here and shall verify in open court that all herein be true that the principal is known to me, that the
principal signed / autographed or acknowledged this durable power of attorney for health care in my
presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence,
and that I am not: (1) a health care provider employed at the health care institution or health care facility
where the principal is receiving health care; (2) an employee of the health care provider providing health
care to the principal;(3) an employee of the health care institution or health care facility where the principal
is receiving health care; (4) the person appointed as agent by this document; (5) related to the principal by
blood, marriage, or adoption; or (6) entitled to a portion of the principal's estate upon the principal's death
under a will or codicil.

Date

Print Your Name

Address, City, State, Zip Code

Second Witness Signature with BLUE ink or Autograph in RED ink

INSTRUCTIONS FOR SIGNING OR AUTOGRAPHING
This advance care health directive will not be valid for making health care decisions unless it is:
(A) Signed or Autographed before a notary public of your state- OR (B) Signed or Autographed by two qualified adult witnesses who are:
a. personally known to you - and b. who are present when you sign or autograph or acknowledge your signature
c. the witnesses may not be:
i. the men or women appointed as your agent by this document;
ii. a health care provider employed at the health care institution or health care
facility where you are receiving health care
iii. an employee of the health care provider who is providing health care to you
iv. an employee of the health care institution or health care facility where you
are receiving health care
d. at least one of the two witnesses may not be:
i. related to you by blood marriage, or adoption or
ii. entitled to a portion of your estate upon your death under your will or
codicil

TO USE A NOTARY PUBLIC
(C)
(D)
(E)
(F)

Bring legal identification along with your Advanced Health Care Directive
Go to your local bank or credit union and ask for a notary service.
Go to a local mail vendor such as a UPS Store or FedEx/Kinkos store.
Search the web for notary services in your area.

PACKETTE DISTRIBUTION:
● After completion of the full packette and signing/autographing with your witnesses or
notary, make copies sufficient that each designated Health Care Agent AND each Essential
Caregiver has a complete packette.
● Make a few extras for backup, and to place on record at any care facility or hospital at your
time of admission.
● NOTE: Remove the top page, instruction sheets, and any unused portions to create a more
compact and streamline package for your Agents, Caregivers, and facility.
● Keep in a safe and dry place where it’s easy to locate, should you need it.

ESSENTIAL CAREGIVER DESIGNATION
DESIGNATED PRIMARY ESSENTIAL CAREGIVER: I, __________________________________________, a
living [wo]man, designate the following [wo]man as My primary essential caregiver and direct that
they make eyes-on, hands-on, daily, essential caregiving visits to the health care facility and
oversee the completion of the Essential Caregiver Daily Checklist, and any other necessary tasks
Daily until My discharge from care providing facility;
___________________________________________________________________________________________________________
Name

___________________________________________________________________________________________________________
Address, city, state, zip code

___________________________________________________________________________________________________________
Phone numbers, emails, other contact info.

SECONDARY ESSENTIAL CAREGIVER: I, designate the following [wo]man as My secondary
essential caregiver and I direct that they assist the Primary Essential Caregiver, as needed, to make
eyes-on, hands-on, daily, essential care giving visits to the health care facility and oversee the
completion of the Essential Caregiver Checklist in the event that the Primary Essential Caregiver is
unable or unwilling, and any other necessary tasks Daily until My discharge:
___________________________________________________________________________________________________________
Name

___________________________________________________________________________________________________________
Address, city, state, zip code

___________________________________________________________________________________________________________
Phone numbers, emails, other contact info.

THIRD ESSENTIAL CAREGIVER: I, designate the following [wo]man as My third essential
caregiver and I direct that they assist the Primary Essential Caregiver, as needed, to make eyes-on,
hands-on, daily, essential care giving visits to the health care facility and oversee the completion of
the Essential Caregiver Checklist in the event that the Primary Essential Caregiver is unable or
unwilling, and any other necessary tasks Daily until My discharge:
____________________________________________________________________________________________________________
Name

___________________________________________________________________________________________________________
Address, city, state, zip code

___________________________________________________________________________________________________________
Phone numbers, emails, other contact info.

Designated under my hand on _____ day of _________________ month in the year of our
Lord 2021.
By: _____________________________________
All God-given rights

Print Name: ______________________________

ESSENTIAL CAREGIVER DAILY CHECKLIST
Patient Name: __________________________________________________Date: _______________________________
A.M. Caregiver: _________________________________ P.M. Caregiver: ___________________________________
AM

PM

DAILY IMMUNE SUPPORT

MEDICATION

Vitamin D - 5,000 IU (2x)

Name

Vitamin C – 1,000 mg (2x)

Ivermectin or HCQ (use
instead of Quercetin or EGCG)
Aspirin thins blood prevent
blood clots – discuss w/ doctor

Elemental Zinc 25 mg (2x)
Quercetin 250 mg (2x) if on Thyroid
med – discuss w/doctor

Time

Dosage / By
As prescribed:
325mg (w/ food)
Discuss with doctor

IF no Quercetin
use EGCG – 400 mg (daily)
NO Remdesivir!! NO Veklury!!
*Add medications info from the Patient Chart. (Take chart photos daily.)
AM

PM

MEANINGFUL CONNECTION
Prayer – silent or out loud

NUTRITION
Meal

Time

Amount / By

Chat – share daily events
Read – My favorite interests
Share – letters, note, stories
Breath –essential oil favorites
Hand/Foot-moisture massage
Face/Body-moisture massage
*Use the Patient Chart and ask questions to fill out this section.
Assist with meals and hydration and add to the checklist above.
AM

PM

HOUSEKEEPING
Interface w/Physician daily

PT / PHYSICAL ACTIVITY
Activity

Time

Duration / By

Interface w/Nurse AM & PM
Confirm Medications are appropriate
& as desired
Check I.V. contents, lines and insertion
points.
Room Clean & Attended
Bed –Fresh, WARM, adjusted for
comfort/ avoid bed sores.
Room Temp: comfortable

___AM ___PM Frequent Body Repositioning to prevent bedsores
___AM ___PM Check I.V.s insertion/crimping issues to avoid air bubbles

HYGIENE
Teeth Brushed

BATHROOM
Activity

Time

Amount & Quality

Floss (or proxy brush)
Facial – wash and hydrate
Hair - brush, comb, or wash
Hands & Nails –clean, filed, warm
Feet & Nails –clean, filed, warm
Shower/Sponge Bath or moisturize

*Use the Patient Chart and ask questions to fill out this section.

ESSENTIAL CAREGIVER WITNESS(ES)
EFFECT OF COPY: A copy of this form has the same effect as the original.

Sign/ Autograph here: By__________________________________________________
All Rights Reserved

___________________________________________

__________________________________________________

Date

Print Your Name

________________________________________________________________________________________________________________
Address, City, State, Zip Code

Witness 1: I say here and shall verify in open court that all herein be true that the principal is known to me,
that the principal signed/ autographed or acknowledged this durable power of attorney for health care in
my presence, that the principal appears to be of sound mind and under no duress, fraud, or undue
influence, and that I am not the person appointed as agent by this document;
Sign/ Autograph ___________________________ County and State___________________________
Printed name:

___________________________

Witness 2: I say here and shall verify in open court that all herein be true that the principal is known to me,
that the principal signed/ autographed or acknowledged this durable power of attorney for health care in
my presence, that the principal appears to be of sound mind and under no duress, fraud, or undue
influence, and that I am not the person appointed as agent by this document;
Sign/ Autograph ___________________________ County and State___________________________
Printed name:

___________________________

- AND / OR Sign/ Autograph in the presence of the notary. Photo I.D. must be presented to the notary.

Public Notary Seal
on this ________ day of _____________________month in the year 2021, I was visited
by___________________________________ and he/she did present appropriate
identification and did autograph his/her name; my commission expires on
________________________.

ESSENTIAL CAREGIVER KIT INSTRUCTIONS
DESIGNATION OF ESSENTIAL CAREGIVERS:
●

At least one Essential Caregiver should also be your Designated Health Care Agent with
Durable Power of Attorney (as assigned in Advanced Healthcare Directives), in case extra
legal ‘umph’ is needed to get through the doors.

●

Your designated Essential Caregivers should be family and friends who live in proximity to
you and/or would be willing to leave their local and to come assist with your care for an
extended period, if needed, or if you are being cared for at a facility that is outside of your
local area.

●

You may want to discuss with and make sure your desired Essential Caregivers are open
and willing to take on the commitment.

●

Two essential Caregivers for minimum, and three or more is optimal.

●

In the event that none of your designated Essential Caregivers are able or willing to perform
the duties, or additional help is needed, you or your Health Care Agent (appointed by you in
your Advance Healthcare Directives) can designate or hire an Essential Caregiver.

●

NOTE: While the paperwork and having people with assigned titles and duties is important,
they will need to be able to walk in authority of their Right to secure your wishes... as stated
in the Declaration of Independence... government derives it’s just powers by consent of the
governed. That’s you. That’s me. That’s your assigned Caregiver and Agent. Walk in it!

ESSENTIAL CAREGIVER DAILY CHECKLIST:
● The included sample for an Essential Caregiver Daily Checklist may be used as is,
modified, line item crossed out or amended, or you can make your own checklist of
responsibilities.
● A Checklist provides direction to your Essential Caregivers so they can effectively
advocate for entry into the facility to attend to your needs and verify that you are being
properly cared for.
● A Clipboard and Checklist are customary “tools of the trade” in health care settings
and helps put your Essential Caregiver on equal footing with the staff.
● A good Checklist helps your well-meaning but not necessarily well-trained Essential
Caregiver build confidence to become the quality control advocate you need to
ensure you're getting both the emotional comfort and health care support you need
for a successful recovery!
● NOTE: Daily Immune Support suggestions on the Essential Caregiver Daily
Checklist were derived from the two included Early Treatment Protocols. (See
below,) Please study and amend to meet your body, convictions, and preferences!

