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My Disabilities, Diagnoses, or Other Health Conditions

My Communication Needs

My Medical Equipment

Birth date Address

I have (1) signed an Advance Health Care Directive, 
(2) designated a health care agent, and (3) given
that person a copy of my directive. Name & contact
information of my health care agent is:

My Advance Care Directive

My Support Person
Name
Phone
Email
Relationship to Me

I do not have an Advance Health Care Directive, but I 
want to name someone as my surrogate decision
maker for health care decisions. Name & contact 
information of my surrogate decision maker is:
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Developmental Disabilities Council, Margaret 
M. O’Neill Building, Suite 2, 410 Federal Street,  
2nd Floor, Dover, DE 19901 • 302-739-3333 
302-739-2015 TDD • ddc.delaware.gov

University of Delaware, College of Education  
and Human Development, 461 Wyoming Road, 
Newark, DE 19716 • 302-831-6974 • 302-831-4689 
TDD • cds.udel.edu
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