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<Provider Name>                                    
Declaration of Statutory Decision Maker




Declaration of Substitute Decision Maker
(Delegate or Substitute Decision Makers Pursuant to section 2(j) of the Personal Directive Act)


1 Provide person details 

Name (full name): _____________________________________________________________________________________________________ 
Date of birth (dd/mm/yyyy): ______________________________________
Health card number: ______________________________________
2 Provide Statutory Decision Maker details 

Name (full name): _____________________________________________________________________________________________________
Mailing address: ______________________________________________________________________________________________________
____________________________________________________________
Postal code:  ____________________________________________  

Phone number:  _______________________________________________
Fax number: ____________________________________________
Indicate your relationship with a checkmark:
 FORMCHECKBOX 
 Spouse

 FORMCHECKBOX 
 Child

 FORMCHECKBOX 
 Parent

 FORMCHECKBOX 
 Person standing in loco parentis

 FORMCHECKBOX 
 Sibling 

 FORMCHECKBOX 
 Grandparent

 FORMCHECKBOX 
 Grandchildren

 FORMCHECKBOX 
 Aunt or Uncle

 FORMCHECKBOX 
 Niece or Nephew

 FORMCHECKBOX 
 Other Relative

3 Agree to declaration and sign
I agree to act as the Statutory Decision Maker on behalf of the individual identified in Section 1 Give person information and agree with the following three statements (indicate with a checkmark): 
 FORMCHECKBOX 

I am willing to assume responsibility for the provision or refusal of consent for health care decisions, decision to accept placement in a continuing care home and home care services, for the person; and
 FORMCHECKBOX 

I am of the age of majority (or a minor spouse), have the capacity and willingness to act and have had personal contact with this person over the preceding 12 months; and
 FORMCHECKBOX 

I know of no other nearest relative in a higher ranking category, as identified in Section 2 Give information on Statutory Decision Maker, who is able and willing to make health care decisions, decision to accept placement in a continuing care home and home care services for this person.
I acknowledge and agree that the statements contained in this form are true to the best of my knowledge and I will advise the Services for Persons with Disabilities Program should there be a change in any of the facts or statements I have made.
Signature: ___________________________________________________________________
Date: __________________________________
(Statutory Decision Maker)

Witness signature: _____________________________________________________________
Date: __________________________________
Witness contact information: _____________________________________________________________________________________________

Relationship of Witness to Statutory Decision Maker: __________________________________________________________________________
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