






















STATE OF HAWAII DEPARTMENT OF PUBLIC SAFETY 
HEALTH CARE DIVISION 

PSD 0450 (7/23) CONFIDENTIAL 

HEALTH CARE REQUEST 
 

 MEDICAL      MENTAL HEALTH           DENTAL           MEDICAL RECORDS 
 

Name:  ______________________________________ SID #: _____________________  
Facility/Housing: ____________________________________________________ 
Concern: _________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
Incarcerated Individual Signature: _________________________________ Date: ___________ 
 
 
Seen by Qualified Health Care Professional:  Yes / No Appointment made w/: ___________________ 
Comments: ________________________________________________________ 
________________________________________________________________ 
Health Care Staff Signature, Title: _________________________________________ 
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STATE OF HAWAII DEPARTMENT OF PUBLIC SAFETY 
HEALTH CARE DIVISION 

PSD 0450 (7/23) CONFIDENTIAL 

 
Original- Health Care Yellow Copy- Incarcerated Individual 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

 
ADVANCE HEALTH CARE DIRECTIVE 

 
 

____________________________________________________________________________________ 
Name       SID   DOB            Facility 
 
PART I. INSTRUCTIONS TO THE PATIENT 
The following people must be present to complete an Advance Directive: 
a. There must be two (2) independent witnesses. The witnesses cannot be relatives or Health Care  
 employees or anyone else who will be involved in your health care. 
  OR 
      There must be a Notary Public to notarize the document. 
b. If you do not agree with the choices below or wish to add other instructions, including body and organ 
 donations, you may add pages.  Any additional pages must be signed by you and witnessed by two 
 independent people or notarized   
c. Once the Advance Directive is signed, witnessed or notarized the original document is filed in your 

medical record and you will be given a copy. 
d. An Advance Directive may be amended or revoked at any time.  You must inform the medical provider 

that you wish to amend or revoke your Advance. 
 
PART II. PATIENT’S STATEMENT OF PRINCIPLE 
The following choices on prolonging life, artificial nutrition and hydration, and relief from pain apply   
 only if: 
a.          I am close to death and life support would only postpone the moment of my death 
  OR 
b.          I am in an unconscious state such as an irreversible coma or a persistent vegetative state and it 
is   
   not probable that I will ever become conscious  
   OR 
e.       I have brain damage or a brain disease that makes me permanently unable to make health care   
            decisions and communicate those decisions 
 
CHOICE TO PROLONG OR NOT TO PROLONG LIFE 
_____  YES I want to have my life prolonged within the limits of generally accepted health care 

standards that apply to my condition. 
_____   NO I do not want my life prolonged. 
 
ARTIFICIAL NUTRITION AND HYDRATION BY TUBE INTO STOMACH OR VEIN 
_____  YES I do want artificial nutrition and hydration. 
_____   NO I do not want artificial nutrition and hydration. 
 
RELIEF FROM PAIN 
______ YES I want treatment to relieve my pain or discomfort. 
______  NO I do not want treatment to relieve my pain or discomfort. 
 
____________________________________________________________________________________ 
Patient Print Full Name     Signature    Date 
________________________________________________________________________________________________________ 
Witness Print Full Name                    Signature    Date 
________________________________________________________________________________________________________ 
Witness Print Full Name                    Signature    Date 
 
NOTARY PUBLIC 
State of Hawaii, __________County.   On this ________ day of _________, in the year ________,  
before me appeared ___________________  _______________________, personally known to me or 
proved to me on the basis of satisfactory evidence to be the person whose name is subscribe to this 
instrument and acknowledge that he or she executed it.       
                                                                              _____________________________________________ 
SEAL      Notary Public State of Hawaii   Date  
      My Commission Expires:  ________________________ 
 
     
PSD 0458A (07/13)                                           COPY   TO PATIENT                                            CONFIDENTIAL 
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