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Durable Power of Attorney
for Health Care

This is an important legal document.
You should discuss it with your doctor
and attorney if you have questions.
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Consult this column
for guidance. &

Here you name
someone to act for
you regarding your
care, custody and
treatment. This
person is called a
“Patient Advocate.”
You may name
anyone who is at
least eighteen years
old and of sound
mind. You may also
name one or more
persons to act if
your first choice
cannot.

If you change your
mind, you may
revoke your
appointment of a
Patient Advocate at
any time.

To My Family, Doctors and All Concerned
with My Care:

These instructions express my wishes about my health care. [ want my family,
doctors, and everyone else concerned with my care to act in accordance with
them.

Appointment of Patient Advocate

I, appoint the

print your name

following person to be my Patient Advocate:

Patient Advocate’s Name

type or print

Address

Appointment of Successor Patient Advocate(s)

I appoint the following person(s) as my Successor Patient Advocate if my Patient
Advocate does not accept my appointment, is incapacitated, resigns or is removed.
My Successor Patient Advocate is to have the same powers and rights as my
Patient Advocate.

Name .
type or print

Address

Name i
type or print

Address

My Patient Advocate or Successor Patient Patient Advocate may delegate his/her
powers to the next Successor Patient Advocate if he or she is not able to act.

My Patient Advocate or Successor Patient Advocate may act only if [ am unable
to participate in making decisions regarding my medical treatment.




Instructions for Care

1. General Instructions

My Patient Advocate shall have the authority to make all decisions and to take
all actions regarding my care, custody and medical treatment including but not
limited to the following:

a. Have access to, obtain copies of and authorize release of my
medical and other personal information.

b. Employ and discharge physicians, nurses, therapists, and any
other health care providers, and arrange to pay them reasonable
compensation.

c. Consent to, refuse or withdraw for me any medical care;
diagnostic, surgical, or therapeutic procedure; or other treatment
of any type or nature, including life-sustaining treatments. I
understand that life-sustaining treatment includes but is not
limited to breathing with the use of a machine and receiving
food, water and other liquids through tubes. I also understand
that these decisions could or would allow me to die. I have
listed below any specific instructions I have related to life-
sustaining treatments.

2. Specific Instructions
My Patient Advocate is to be guided in making medical decisions for me by what
[ have told him/her about my personal preferences regarding my care. Some of my

preferences are recorded below and on the following pages.

a. Specific Instructions Regarding Care 1 DO want.

b. Specific Instructions Regarding Care I DO NOT want.

This section gives
instructions for
your care. Cross out
and initial any
instructions you do
not want.

Under instruction
|.b., your Patient
Advocate has the
right to make
arrangements for
your care but is not
required personally
to pay the cost of
your care.

Note: Current law
does not permit
your Patient
Advocate to make
decisions to
withhold or
withdraw treatment
if you are pregnant
if that decision
would result in your
death, to engage in
homocide or
euthanasia, or to
force medical
treatment you do
not want because
of your religious
beliefs.

You may list specific
care and treatment
you do or do not
want. Otherwise,
your general
instructions will
stand for your
wishes.






