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Medical Durable Power of Attorney
I, _________________________________________ declare that if I have become
incapacitated and cannot make personal and health care decisions for myself, I
authorize the following person as my agent to consent to, approve on my behalf or
refuse on my behalf any medical or other professional care, counsel, treatment of or
service to me by any licensed or certified professional person or institution engaged in
the practice of or providing a healing art. My agent shall have full authority to make any
and all decisions for me regarding my health care.

For purposes of compliance with the Health Insurance Portability and Accountability Act
of 1996 (HIPAA) privacy rules, all health care providers shall treat my acting health care
agent as my Personal Representative. As required by 45 CFR 164.524, I hereby
expressly authorize any physician, hospital and any other person or organization to
release and disclose to my agent any information any of them may have concerning any
treatment, diagnosis, recommendation, or other facts which they may have concerning
my physical condition and any health care, counsel, treatment, or assistance provided
to me. My Personal Representative may authorize disclosure of my protected health
information to others. Health care providers covered by HIPAA include, but are not
limited to, the physician, health care professional, dentist, health plan, hospital, clinic,
laboratory, pharmacy, insurance company, and health care clearinghouses.

Name ___________________________________ Relationship __________________

Address
_____________________________________________________________________

If the person I have named above is unable to act on my behalf, I authorize the following
person to act as my agent:

Name ___________________________________ Relationship __________________

Address
______________________________________________________________________

I have discussed my wishes with these persons and trust their judgment on my behalf.

In accordance with my state’s law, I declare that in the event any of my organs and/or
tissue can be utilized for donation to another person upon my death, it is my express
desire that my agent authorize and advocate such anatomical gift(s) at that time. My
agent shall have the final decision-making authority to sign any documents related to
anatomical gift(s) on my behalf.

This Power of Attorney shall be effective immediately upon the date set forth below and
shall not be affected by my subsequent incapacity.
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It is my intention and desire that the authority conferred upon my agent under this
Power of Attorney shall eliminate the need, under any future circumstances, for the
appointment of a guardian for my person. However, in the event of the commencement
of any proceeding relative to the appointment of a guardian to the extent that I am
permitted by law to do so, I hereby nominate and appoint my agent to serve as guardian
in that event. I request in the strongest possible terms that any court of competent
jurisdiction that may receive and be asked to adjudicate a petition by any person to
appoint a guardian on my behalf, give the greatest possible weight to this request. If my
agent is unable or unwilling to serve or to continue to serve as my guardian, then I
nominate my successor agent to serve in this capacity.

This power of Attorney is intended to be valid in any jurisdiction in which it is presented
and for any such jurisdiction to refer to (my states’s) law to interpret and determine the
validity of this document and any of the powers granted under this document. I hereby
authorize the use of a photocopy of this Power of Attorney in lieu of the original copy
executed by me, for purposes of effectuating the terms and provisions hereof.

Declarant _____________________________________________________________

Date ___________________________

We, _________________________________ and ____________________________,
the witnesses, sign our names to this instrument, being first duly sworn, and do hereby
declare to the undersigned authority that “NAME” signs and executes this Medical
Durable Power of Attorney, and that he/she signs it willingly, and that he/she executes it
as his/her free and voluntary act for the purposes therein expressed.

Witness __________________________________

Witness __________________________________

STATE OF ______________ )
) ss.

COUNTY OF ____________ )

Subscribed and sworn to before me by “NAME”, the declarant, and the Witnesses, as
the voluntary act and deed of the declarant, this _____ day of ____________________,
20_______.

__________________________________________
Notary Public

My commission expires: _______________________


