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Voluntary assisted dying in Western Australia

How to fill in a Contact Person

Appointment Form

o These instructions will help you understand which parts of the Contact Person Appointment Form
need to be completed, and who needs to complete them.

= You must appoint a Contact Person (using this form) if you make a self-administration decision in

relation to voluntary assisted dying.

e The Choosing the Contact Person and Being the Contact Person information sheets have more

information about the role of the Contact Person, including who can be a Contact Person and what

they have to do.
= 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
s Check to make sure information is correct.

o 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.

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

A. Patient information

Unigqua patient ID {from VAD-IMS) 861791

7 Mr Mrs
Alan

Citizen

MAYYYY) (0170171950
1) | Hay Street Mall
Home address (line 2)

Perth

WA

@ the fields below

Malling Address (line 1)

Mailing Address (line 2}

Suburb

lease specify)

'nstoode 6000

health.wa.gov.au


https://ww2.health.wa.gov.au/-/media/Corp/Documents/Health-for/Voluntary-assisted-dying/Choosing-the-Contact-Person.pdf
https://ww2.health.wa.gov.au/-/media/Corp/Documents/Health-for/Voluntary-assisted-dying/Being-the-Contact-Person.pdf
mailto:VADCareNavigator%40health.wa.gov.au?subject=

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
s Check to make sure information is correct.

e Cross out and rewrite any information that is
incorrect.

= Then move on to part C. Patient Declaration.

No
o Complete the fields highlighted in yellow.

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

Part C. Contact Person information

Completed by

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

Instructions
Complete the fields highlighted in yellow.

Other fields should also be completed if they are
relevant.

Part D. Communication

Completed by

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

Instructions

Was the Contact Person appointed with the assistance
of an interpreter?
No

o Place a tick in the box next to ‘No’ and move on to
part E. Statement of the Contact Person.

Yes

e Place a tick in the box next to ‘Yes’ and complete
the purple section.

B. Coordinating Practitioner information

VAD-IMS) 1505024
MED0000000001
Mrs Ms Miss [ Dr Other (please specify)

Smith

Amy

1 St Georges Termrace

Perth

WA Poslcoda 600D

95555555

vadims bvi+Prac1@gmail com

C. Contact Person information

Mr Wrs Ms Miss Dr Other (plaasa specify)

Other given name(s
Dtz of birth (DDMMAYYYY)

Ho

=5 (line 1)

Homa address (lina 2)

If yes, pleasa complate the fields below.

Slate Postcode

0. Communication

Did you make the appainimant of the Con

ntact Person with the assistance of an misrpreter?

If yes, please complete the interpreter information balow,
Interpreter information (IF APPLICABLE)
What type of inlerprater service was required?

| Spoken language ofher than English

| Mon-spokon communication (e,g, ALSLAN)

Note: interprefers must meet all of the criteria below 1o be an inferpraer for Mis patien! under the
A Act,

[ The intarpreter has conflirmad 1o me that tey:
= are scoredited wilh the Mational Accredialion Authority for Transiators and Interpraters (NAATI)
= are not a family member of tha patient
= 0 not know or bolieve thal they are a benaficiary undar a will of the patient,

« do not know or bolieve that thay may otherwise banafit fingncially or in any other material way from the
dealh of tha patiant,

= are nol an owner, or rasponsible for managemant. of a heslth facility whera the palient is being Ireated or
lves; and

+ am not directly imvolvad in providing naalin services or professional care services 10 Iha patient
Titte Mr CiMes [CIMs CIMiss [10r (3 Other (pleass speclly) |
Family name
Given name
Other gven nameqs)
Telephone number
Emsil address

Accraditation datails (Practitionar Numbar) [



Part E. Statement of Contact Person

consant lo my appointment as Conlact Parson for

Completed by

The Contact Person.

Instructions

Place a tick in one of the checkboxes highlighted in e

ye”OW (Consent or do not Consent). + tothe oluntary sted Dying B_oard contacting r:'-?to advisa ln.al the ;‘.’C-S_;'I:JC':I voluntary assisted
dying substance for the patient has been supplied 1o a person olher than me

Complete all of the other fields. By RreRATN

Part F. Consent statement and signature of patient

Completed b
P y

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

gren Alan N
car s have appointed

Instructions as my Conlact Person,
Place a tick in one of the checkboxes highlighted in Y
yellow (consent or do not consent). o8
do not consent
Complete all of the other fields above the green section. jountary Assisted Dying Board informing I et he

. . prs d voluntary assisted dying substance has been supplied for me.
Can the patient sign the Form?
Signature of patient Date (DDMMAYYYY) :
Yes ;
If the patient Is unable to sign, the section below applies
° Complete the green SeCtion. Anaother ;T-ér‘.l‘.l.:3'\.<:c:-|||;‘.lﬂl»"."|~. [Il”“l:'\'“'m-;lr'. e ehalf |1“
= the patienl is unable o 5 1 selves; and
= lhe patient has din
No

= the person signs the form in the presence of Lhe patient

e Complete the blue section.

Nama of parson {print name} l_ ]

S —

Signaturs of parson

{in thie presence of tha patianty

Once all sections are complete, give the Contact
Person Appointment Form to your Coordinating
Practitioner.
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