ADVANCED HEALTH CARE DIRECTIVE
for

___________________________________________________________________
1. Appointment of Healthcare Agent: 
I, __________________________ (the “Principal”) currently residing at  _______________________ ___________________, City of ____________________________, County of _________________________, State of ______________________________ hereby appoint the following person to be my healthcare agent with the duties and powers set forth herein:

Name:______________________________ (“Healthcare Agent”) Relationship:_______________________________

Address:____________________________________________________________________________________
Phone:_______________________________
2. Appointment of Alternate Healthcare Agent: 

If my Healthcare Agent is not available, willing or competent to serve and is not expected to become available, willing or competent to make a timely decision given my medical circumstances or is otherwise disqualified from serving, I appoint the following person to be my alternate healthcare agent with the duties and powers set forth herein:

Name:______________________________ (“Alternate Healthcare Agent”) Relationship:_______________________________

Address:____________________________________________________________________________________
Phone:_______________________________
3. (Optional) Appointment of Second Alternate Healthcare Agent: 

If neither my Healthcare Agent nor my Alternate Healthcare Agent is available, willing or competent to serve and is not expected to become available, willing or competent to make a timely decision given my medical circumstances or is otherwise disqualified from serving, I appoint the following person to be my second alternate healthcare agent with the duties and powers set forth herein:

Name:______________________________ (“Second Alternate Healthcare Agent”) Relationship:_______________________________

Address:____________________________________________________________________________________
Phone:_______________________________
4. Powers Given to Healthcare Agent

a. I give my Healthcare Agent full power and authority to make any and all health care decisions for me based upon my wishes and my religious and moral beliefs to the extent known by my Healthcare Agent, or if unknown, as my Healthcare Agent determines such decisions are in my best interest, including, but not limited to decisions about life-sustaining treatment subject to the provisions in this directive.
b. My Healthcare Agent shall have authority to act on my behalf only if a determination has been made that I lack the capacity to make or to communicate health care decisions for myself. This determination shall be made in writing by my attending physician according to accepted standards of medical judgment.  If my attending physician determines I have regained capacity, my Healthcare Agent’s authority shall terminate, but that authority shall be reinstated if my attending physician determines, as set forth above, that I again lack capacity.

c. The Authority of my Healthcare Agent shall cease if my attending physician determines that I have regained capacity. The authority of my Healthcare Agent shall recommence if I subsequently lose capacity and consent for treatment is required.

d. My Healthcare Agent shall endeavor to the extent possible to consult health care providers and consider acceptable medical alternatives regarding diagnosis, prognosis, treatments and their side effects when making decisions.
e. My Healthcare Agent shall have the right to receive any and all medical information necessary to make informed decisions regarding my health care, including any and all confidential medical information that I would be entitled to receive.

f. After my death, my Healthcare Agent (shall/shall not) have the power to dictate the disposition of my remains, including making anatomical gifts and authorizing an autopsy unless otherwise limited herein.
g. If a court determines that I am in need of a guardian or conservator, I hereby nominate my Healthcare Agent, or if unavailable or unwilling my Alternate Healthcare Agent to so serve.


5. Healthcare instructions and wishes. 
(Please initial)
______ My choice is to have my life sustained to the extent possible within the parameters medically acceptable standards, or
______ My choice is to not have my life sustained under the following conditions:

a. _________ If the risks and burdens of treatment substantially outweigh the benefits;

b. _________ If I have a terminal condition that will result in my death within the next ___ months.

c. _________ If I become unconscious and attending medical professionals do not expect me to regain consciousness.

Other instructions to my Agent:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6.  Instructions after my death. (Check applicable instruction)

a. __________ I wish to donate any needed organs.

b. __________ I wish to donate the following organs if needed ________________________________________________________________________________________________________________________________________________________________________________

c. __________ I do not wish to donate any part of my body.

7. Current medical professionals.

My current medical professionals are:

Name:_____________________________________

Address:__________________________________

Phone:____________________________________

Area of specialty:________________________

Name:_____________________________________

Address:__________________________________

Phone:____________________________________

Area of specialty:________________________
Name:_____________________________________

Address:__________________________________

Phone:____________________________________

Area of specialty:________________________
8. Copies and Revocation:  

I may revoke this document in writing or orally including at the time of my treatment, unless I am determined to be without capacity.  A copy of this document has the same effect as the original.

9. State Law:

This document shall be governed by the State of _________________________.

IN WITNESS WHEROF, I have signed this document on the _____ day of __________________, 20_____.
___________________________________________________
Name

Affirmation by Witness

I,  _______________________ witnessed the signature of this Advanced Healthcare Directive by the Principal, and I affirm that the Principal appeared to me to be of sound mind, was not under duress, and the Principal affirmed to me that (he/she) was aware of the nature of this Power of Attorney and signed it freely and voluntarily.

Witness:_____________________________________

Print Name: ________________________________
Acknowledgment
State of ____________________
County of __________________, s.s.
At ____________________________, in said County and State, personally appeared _______________________, the Principal, who is known to me or was otherwise suitably identified, did acknowledge to me that the execution of this Power of Attorney was his/her free act and deed.






________________________________________
Notary Public
Print Name __________________________
Commission Expires: 

Nothing herein shall be considered legal advice.  You are encouraged to seek legal advice from an attorney licensed to practice in your jurisdiction before using this form.
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