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Advance Care Plan (ACP) – Preferred Plan of Care (PPC) 

Instructions to the healthcare team: 

This PPC reflects the preferences of the patient and/or 

the Nominated Healthcare Spokesperson (NHS) for the 

patient. This is useful in times of emergency or when 

the patient loses mental capacity or patient is a minor. 

The attending doctor and primary care team should 

always act in the best interests of the patient. The ACP 

should be reviewed with the patient and NHS/family if 

there is a change in the health status of the patient. 

Patient’s Particulars 

*Name: 
 (as per NRIC) 

 

*NRIC / ID No:   
*Citizenship: 
(Pink/Blue IC, Work Pass or Others) 

 

*Gender:   
*Date of Birth:   
*Home Address:  

*Institution/ Programme Name: 
 

Place of Documentation:  

*Date of Session:  

*This plan is based on discussion(s) with (Select all appropriate options)  
  Patient 
  Primary Nominated Healthcare Spokesperson (NHS) 
  Secondary Nominated Healthcare Spokesperson (NHS) 

 
  This discussion was held with the patient’s Nominated Healthcare Spokesperson(s) because 

_________________________________________________________________________________________________________________  
 (Please state reason, e.g., the patient lacks mental capacity to make his/her own healthcare decisions, critical illnesses such as brain tumour, 
advanced dementia, child/young person is unable to communicate his/her preferences etc.)  

A Understanding of Medical Condition, Values and Goals of Care 

A1 Patient’s and NHS’s understanding about the patient’s condition, possible complications, and prognosis (if appropriate) 

 

 
i. I/The NHS know I/the patient have the following conditions ____________________ (including current condition, possible 

complications etc.) 
 
 
 
 

ii. How have these conditions affected my/the patient’s physical activities over the years? 
 

 
 
 

A2 Patient’s priorities and concerns  

 

i. What does living well mean to me/the patient? (e.g., to be independent, to be mentally aware etc.) 
 

 
 

ii. What are my/the patient’s biggest concerns (e.g., pain, finances, being a burden)? 
 
 
 

iii. What matters most to me/the patient? (e.g., functions and abilities that are important to me/the patient etc.) 
 

 
 
 

B Goals of Medical Care 

B1 
*Cardiopulmonary Resuscitation (CPR): 
(When the patient is in cardiopulmonary arrest and is not breathing or has no pulse) 

 

 
   To proceed with CPR / attempt resuscitation.                            

   DO NOT attempt CPR (allow natural death). 
    
When not in cardiopulmonary arrest, refer to preferences in B2, C and D 
 
 
 
 
 



                                                                                                                                                                                                                            

LM/ACP-PPC/F-V7.2/05022026 

This form will only be shared with other systems such as National Electronic Health Record (NEHR) if all signatures/consent from 

patient and NHS have been obtained.   Page 2 of 2 

 

B2 
*Medical Intervention Guidelines:  
(When the patient has a pulse and is breathing) 

 

  PRIORITISE COMFORT 
Patient is to be treated with dignity and respect. Reasonable measures are made to offer food and fluids. Medications, 

oxygen and other measures may be used as needed for comfort. Do not intubate. These measures may be used where the patient 
resides. Consider transfer only if comfort needs cannot be met in current location. 

  ADDITIONAL INTERVENTIONS  
 Includes care described above. To initiate limited trial of treatment. May include oral/intravenous medications. Do not use 
endotracheal intubation or long-term life support measures. May consider non-invasive ventilation support. Transfer to hospital if 
indicated. Avoid transfer to intensive care unit and continue with comfort measures if there is no clinical improvement. 

  PRIORITISE LIFE EXTENSION   
 Includes care described above. May consider intubation, mechanical ventilation, and cardioversion. Management may include 
transfer to intensive care if indicated. These measures are subject to the assessment and decisions of the hospital care team. 

Other Preferences (e.g., dialysis, artificially administered nutrition, use of antibiotics, blood transfusions etc.): 
  

C *Preferred place of medical treatment and care in event of deterioration  

 Remain to be cared at home / nursing home / hospice / hospital (please select one) 
 Trial of treatment in own home / nursing home / hospice before considering transfer to hospital (please select one) 
 Transfer to hospital 
 Others (transfer to hospice, etc) ______________________________________________  
 No Preference 
 Not Decided ______________________________________________ 

D *Preferred Place of Death in event of deterioration 
 Nursing Home 
 Own Home 
 Hospital  

 Inpatient Hospice 
 Others:  

___________________ 

 No Preference  
 Not Decided:  

___________________ 

E Other important notes 

 
 

 

Consent by Patient and/or Nominated Healthcare Spokesperson(s) (“NHS”): 
(1) ACP is done with Patient and/or NHS and aligns with Patient’s known desires and best interest. 
(2) Personal Data Protection Act (PDPA)  

I consent to my personal information being collected by, shared between, disclosed to, and/or used by: 
(i) the Ministry of Health (“MOH”); 
(ii) the Agency for Integrated Care Pte Ltd (“AIC”); 
(iii) any government agency or government-related entity approved by MOH; and 
(iv) any healthcare provider involved in or assisting with my care; 

        For the purposes of: 
(a) facilitating the patient’s care; 
(b) facilitating the administration, monitoring and improvement of healthcare-related programmes, schemes, or services;  
(c) improving the quality of public healthcare services; 
(d) developing and reviewing public policies; and/or 
(e) any other purposes reasonably related to the above purposes. 

*Patient’s Name (as per NRIC): 
*Contact No: 

Email address: 

*Signature:  
 

 

*Date of Signing:  

*Primary NHS’s Name (as per NRIC): 

*Relationship: 

*Contact No: 

Email address: 

*Signature: 
 

*Date of Signing: 

*Secondary NHS’s Name (as per 
NRIC): 

*Relationship: 

*Contact No: 

Email address: 

*Signature: 
 

*Date of Signing: 

*Facilitator’s Name (as per NRIC): 

*Last 4 characters of NRIC:  

*Institutions:  

*Signature:  

*Date of Signing: 

 

Declaration by Facilitator: 

If no Patient and/or NHS signature(s) 

 I declare: 

(i) ACP is done with Patient and/or NHS and aligns with 
Patient’s known desires and best interest. 

(ii) Patient and/or NHS have been informed of, and 
have consented to, the collection, use and/or 
disclosure of their personal data for purposes stated 
in the PDPA section of this form. 

*Physician-in-Charge’s Name (as per 
NRIC): 

*MCR No:  

 

(Optional) Acknowledgement by 
Physician-in-charge:  

 My signature below indicates my 

awareness of the patient’s care preferences 

indicated in the ACP. 

 

Signature: 
 

Date of Signing: 

Contact Details of ACP Office 
 

For changes to care preferences or 
Nominated Healthcare Spokesperson’s 
information, please contact the ACP 
office at the following phone number (s) 
during office hours. 
 

Phone No: 


