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Voluntary assisted dying in Western Australia

How to fill in a Written Declaration

» These instructions will help you understand which parts of the Written Declaration need to be

completed, and who needs to complete them.

= You can make a Written Declaration after your Coordinating and Consulting Practitioners have
assessed you as eligible for access to voluntary assisted dying.

e The Completing the Written Declaration information sheet has more information about the Declaration,
including who can be a witness and what to do if you aren’t able to complete the Written Declaration

yourself.
= If you need help contact:
« your Coordinating Practitioner, or

+ the Statewide Care Navigator Service
Phone: 08 9431 2755
Email: VADCareNavigator@health.wa.gov.au

Part A. Patient information

Completed by

The patient OR another person on the patient’s behalf.

Instructions
Is part A already filled in?

Yes
e Check to make sure information is correct.

e Cross out and rewrite any information that is
incorrect.

= Move on to part B. Coordinating Practitioner
information.

No
e Complete the fields highlighted in yellow.

e Other fields should also be completed if they are
relevant.

A. Patient information

Unigqua patient 1D (from VAD-1IMS) 861791
o1 Mr Mrs Ms Miss Dr Othar {pleass spacify)
il i (Alan

Citizen

AYYYY) |01/01/1950

1) | Hay Street Mall

Ferh

WA Postcode 5000

leta thi fislds below

08 9555 5555

health.wa.gov.au


https://ww2.health.wa.gov.au/-/media/Corp/Documents/Health-for/Voluntary-assisted-dying/Completing-the-Written-Declaration.pdf
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Part B. Coordinating Practitioner information

Completed by

If not already filled in by the practitioner, the patient OR
another person on the patient’s behalf can complete.

Instructions
Is part B already filled in?

Yes
e Check to make sure information is correct.
o Cross out and rewrite any information that is incorrect.
e Then move on to part C. Patient Declaration.

No
e Complete the fields highlighted in yellow.

e Other fields should also be completed if they are
relevant.

Part C. Patient Declaration

Completed by
The patient OR another person on the patient’s behalf.

Instructions

Complete the yellow section.
Can the patient sign the Declaration?

Yes
o Complete the green section.

No
e Complete the blue section.

Part D. Certification of witnesses to signing
of Written Declaration
Completed by

The first witness.
Instructions
Did the patient sign the declaration themselves?

Yes
= Complete the green section.

No
e Complete the blue section.

The yellow section must always be completed.

B. Coordinating Practitioner information

Unique practitioner 1D (from VAD-IMS) 505024
AHPRA Registration Number |MEDOD00000001
Mr Mrs Miss [#Dr Other {plaase specify)
Smith
Amy

Other given nama{s)

1 St Georges Terrace

Work address (line 2)
Perth
WA Posteode (6000
Fi Yes
If yas, please complata the fields below.
Mailing address (lina 1)
Mailing addrass (line 2)
Suberb
State Postcode
85555555

vadims bvi+Pracl@gmail com

C. Patient Declaration

Signatura of patient | Date (DDMMYYY) |

{in the presence of two eligible wilnesses)

If the patient is unable to sign the Declaration, the section below applies

Another person can sign this Declaration on the patiant’s behall, in the presence of the patient and the two
eligibla witnassas, f

= Ihe patient is unable to sign this Declaration themsahes; and

= the patient has expressly directed the persan to sign the Declaration; and

= the parson
Practitione

ither of the witnessas to this Daclzration or the Coordinating or Consulting
patient; and
= the person has reached 18 years of age

Name of person {print nama)
Sigratua of person Date (DDAMAYYYT |

{in the presance of the patient and two eligible witnessas)

D. Certification of witnesses to signing of Written Declaration

A parson 15 an “ineligible witnoss™ il thay
= are undaer 18 years of nge;
= know or believe that they are 2 beneficiary undera will of the patient,
= know or believe that they may otherwisa bengdit financially.or in any other material way from the death of
the patient;
= are a family member of the patient; and
« are the Coardinating or Consulting Practitioner for-the patiant

First witness

Ik Jam-niof kpowingly an ineligible witness and cartify that in my
iness, Narme

W
presence, and in the presencelol the second wilness, appearad

Paiend Mame
1o frealy and voluntarily siqn this Declaration
QR if pationt directs anothir-person hcsignon thiir behalf
I / . am not knowingly an ineligible witness and cartify that in my
Witnes Mare
Presence, . : appeared to freely and voluntarily direct
Patient Hame
fo sign this Declaration and
Dtyar Pornan Narrm
—— ’ signed this Declaration in the presence of
Oty Parmon Narme
. myself and the second witness.
Pier Marre:
Sigaature of firsl witness Cate (DDMMAYYYY,



Part E. Second witness

Completed by

The second witness.

Instructions
Did the patient sign the declaration themselves?
Yes

= Complete the green section.

No
e Complete the blue section.

The yellow section must always be completed.

Part F. Communication

Completed by
The patient OR another person on the patient’s behalf.

Interpreter (if used).

Instructions

Was the Written Declaration made with the assistance
of an interpreter?

No
e Place atick in the box next to ‘No’ and move on
to the Next steps part of the form.
Yes
e Place a tick in the box next to ‘Yes'.

o Allfields in the purple section must be
completed. Noting that the indicates
the certification that must be completed by the
interpreter only.

Once all sections are complete, give the Written
Declaration to your Coordinating Practitioner.
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E. Second witness

K . &m not knowingly an ineligible witness and cartify thatdn my.
Whiniess Narre L

prasance, and in tha presenca of the first witness, appeared o
Patint Name

freely and voluntarily sign this Declaration.

OR if patient directs anether parson to sign on their behalf

I, , am not knowingly an ineligible witiiess and certify that in my
Witness Neeie

prasence, appeared to fredly. and voluntagily direct
Patient Mame:

fa sign this Declaration and
Crher Parson Name

signed this Declaration in the presenca of
Cther Porson Name

. myseff and the-first witness.
Patienl Narne

F. Communication

Did you maka tha Written Daclaration with the.assistanca of an interpratar?
No
Yes

If yas, pleass complele the Interprater information below:

Interpreter information (IF APPLICABLE)
What type of inferprater sarvice was required?

Spoken tanguage othar than English

) Non-spokan communication (e.g. AUSLAN)
Title Mr Mrs Ms Miss Dr Ofther (please specify)
Family name i
Given nama
Other-given name(s)
Talephane number
Email addross

Accreditation details (Practitioner Number)

I . cartify that | have provided a true and correct transiation of
interpewior Mare

the material translated to assist 1o Mmake this Deckaration,

Putient Kame

A nust meat all of the criterts below to be an interpreter far (his patient dnder g Act.
£ / 7§
Rl

I . certify that |
injorpreier Marre

+ am accredited with tha National Acc Authority for Tr and (NAATIY;
= am not a family membar of the patient;
= do not know or balleve that | am a boneficiary under 2 will of the patient;

+ do not know or bolieva that | may otherwisa bapefit financially or in any othar matarial way from the
death of the patient;

= am not an owner, or responsible for management, of-a health Tacility where the patient ks being treated
or lwves; and

= am not directly involved in providing health services or professionsl care sarvices to the patient.

Signature of interpreter Date (DDMMYYYY)

Copyright to this material is vested in the State of Western Australia unless otherwise indicated. Apart from any
fair dealing for the purposes of private study, research, criticism or review, as permitted under the provisions
of the Copyright Act 1968, no part may be reproduced or re-used for any purposes whatsoever without written

permission of the State of Western Australia.
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