HEALTH CARE PROXY FORM

DURABLE POWER OF ATTORNEY FOR HEALTH CARE

*** Appointment ***

By this document I intend to create a Durable Power of Attorney for Health Care.

I revoke any prior appointment of a Proxy or Attorney-in-fact or health care agent. 

This power of attorney shall not be affected by my subsequent incapacity or disability.  I, 



 




, hereby appoint as my proxy, 

Name:











Address:











Telephone:











To act as proxy /health care agent (attorney‑in‑fact) to make any and all health care decisions for me except to the extent I state otherwise in this document. 

This health care proxy shall take effect in the event that I become unable to make my own health care decisions.

I agree to indemnify and hold harmless my proxy /health care agent from and against all claims, damages, costs and expenses (including reasonable attorney's fees) with respect to any decision, act, transaction or omission made or done in good faith in his/her capacity as my proxy /health care agent.

I understand that, unless I revoke it, this proxy will remain in effect.

**** INSTRUCTIONS  ***
The following are instructions and wishes provided for guidance of my proxy's decisions on my behalf: 

HEALTH CARE  PROXY  FORM
In addition I direct that my Proxy /Attorney‑in‑fact have explicit authority to make decisions regarding both of the following:  (initial each option desired)


 Withholding or withdrawal of life‑sustaining procedures with the understanding that death may result.


 Withholding or withdrawal of artificially administered hydration  or nutrition or both with the understanding that death may result. 

I direct my proxy /agent to make health care decisions in accordance with my wishes and instructions as stated above or as otherwise known to my proxy. I also direct my proxy  to abide by any limitations on the proxy's  authority as stated above or as otherwise known to my proxy. 

*** Alternate ***

In the event the person I appoint above is unable, unwilling or unavailable to act as my proxy /health care agent, I hereby appoint    as my health care agent or proxy.

Name:










Address:









Telephone:






*** Expiration ***

I understand that, unless I revoke it, this proxy will remain in effect.

*** Signature ***

Signature: 











Address: 











Date: 











HEALTH  CARE  PROXY  FORM
*** Witnesses ***
I declare that the person who signed or asked another to sign this document is personally known to me and appears to be of sound mind and acting willingly and free from duress.  The declarant signed (or asked another to sign for the declarant) this document in my presence.

1. I am not the person appointed as agent by this document.

2. I am not related to the declarant by blood or marriage.

3. I am not entitled to any portion of the declarant's  estate either by will or codicil, or according to the  laws of intestate succession.

4. I am not directly financially responsible for the declarant's medical care.

5. I am not an employee or patient in the facility where the declarant is a patient.

Witness: 










Address: 










Witness: 











Address: 










*** NOTARIZATION ***
State of 


)

) ss.

County of 


)

Subscribed and sworn to before me by 




, 

Declarant and 








, 

Witness and 








, 

Witness, as the voluntary act and deed of the declarant on this 

 day of 



, 20
.

My commission expires:





,

Notary Public

 HEALTH  CARE  PROXY  FORM
ACCEPTANCE OF APPOINTMENT OF DURABLE POWER OF ATTORNEY

ACCEPTANCE OF APPOINTMENT OF POWER OF ATTORNEY

ACCEPTANCE OF APPOINTMENT OF HEALTH CARE AGENT

ACCEPTANCE OF APPOINTMENT OF HEALTH CARE PROXY

I have discussed this matter with 






 






(principal) and I agree to serve as proxy or attorney‑in‑fact for health care decisions. I understand I have a duty to act consistently with the desires of the principal as expressed in this appointment. I understand that this document gives me authority over health care decisions for the principal only if the principal becomes incapable or otherwise disabled.  I understand that I must act in good faith in exercising my authority under this power of attorney or proxy appointment.  I understand that the principal may revoke this power of attorney at any time in any manner.

Signature of Proxy /Attorney‑in‑fact

Date

Signature of Proxy /Attorney‑in‑fact

Date

