DURABLE POWER OF ATTORNEY
for health care decisions

*****
APPOINTMENT OF AGENT
I, ***** , date of birth ***** , of ***** , in the County of ***** appoint ***** of ***** , as my Agent to make health care decisions on my behalf as authorized in this document.  

Agent ***** : Home: ***** ; Cell: ***** ; Work: ***** ; Other: ***** 

SUCCESSOR AGENT: If my agent dies, becomes legally incapacitated, resigns, refuses to act, or is unavailable, I name the following as first successor to my primary agent: ***** of ***** .

Successor Agent ***** : Home: ***** ; Cell: ***** ; Work: ***** ; Other: *****
SECOND SUCCESSOR AGENT: If my agent and successor agent die, become legally incapacitated, resign, refuse to act, or are unavailable, I name the following as second successor agent: ***** of ***** .

Second Successor Agent ***** : Home: ***** ; Cell: ***** ; Work: ***** ; Other: *****
AGENT AUTHORITY

It is my intent that I live my life as independently as possible, making my own decisions, especially about my healthcare.  However, when I am no longer able to make or communicate my own decisions, I want those individuals whom I trust to make those decisions and be my voice.  I ask my agent and my health care providers to make all decisions based on my beliefs and values, as they are known.

I grant to my agent full power and authority to make health care decisions for me as described below whenever I am incapable of making an informed decision.  "Incapable of making an informed decision" means that I cannot understand or rationally evaluate the consequences, risks and benefits of health care options or alternatives, or I cannot communicate my understanding in any way.
My attending physician and a second physician or licensed clinical psychologist must personally examine me and put in writing that I am incapable of making an informed decision before my agent has any authority to make decisions for me.  The second opinion must be from a physician or licensed clinical psychologist who is not currently treating me, unless this independent opinion is not reasonably available.  If both doctors say that I am incapable of making an informed decision, I and my agent must be told about this decision.  This process is required before health care is provided or continued, withheld or withdrawn, before my agent is granted authority to make health care decisions for me, and every 180 days while I still need health care.
If any one physician examines me and decides that I have regained the ability to make my own decisions, he or she shall put that decision in writing and all further health care decisions will require my informed consent.  Once I have regained the capacity to make my own decisions, my agent shall have no authority to make decisions for me.
In making health care decisions on my behalf, my agent shall follow my wishes and preferences as stated here or as otherwise known to my agent. My agent shall make decisions based on my medical diagnosis and prognosis and the pain, risks, and side effects of treatment and nontreatment. If my agent cannot determine what health care choice I would make for myself, then he or she must make the choice based on what is best for me. 
I give my agent the power: 

A. To provide or refuse consent to any type of medical treatment, surgical or diagnostic procedure, medication and the use of any procedures that affect any bodily function.  I specifically give my agent the authority to provide or refuse consent for artificial respiration (breathing machine), artificial nutrition and hydration (feeding tube and IV), and cardiopulmonary resuscitation (CPR—chest compressions to restart the heart).  My agent shall have the authority to withdraw consent at any time if he or she decides that I would no longer want such treatment and it is no longer in my best interest.  My agent shall not make any decision for me which he knows or ought to know, goes against my religious beliefs or my basic values.  If I have any specific health care directives, they are explained later in this document.

B. To act in my place regarding end-of-life decisions when I have a terminal illness or when I am in a persistent vegetative state.  I specifically give my agent the right to refuse life-prolonging treatment and to direct that any care I receive be solely to alleviate pain.  This authorization specifically includes the power to consent to pain medication in a high enough dosage to relieve my pain, even if the dose is higher than generally recommended and may carry the risk of addiction or of inadvertently hastening my death.  If I have any specific health care directives for the end of my life, they are explained later in this document.
C. To request, receive, and review any information, verbal or written, about my physical or mental health, including but not limited to, medical and hospital records, and to consent to the disclosure of this information.  I intend that this grant of authority shall meet the requirements of  HIPAA and that my agent shall have full access and authority over my medical information. 

D. To hire and fire my health care providers. 

E. To authorize my admission to or discharge from any hospital, hospice, nursing home or other medical care facility.  If I want to give my agent the power to admit me to a mental health facility, I will specifically list that authority in Section F; 

F. *****I do not authorize my agent to admit me to a facility for treatment of mental illness without my expressed informed consent.




OR

*****To authorize my admission to a mental health facility for no more than 10 calendar days provided I do not protest the admission and a physician on the staff of or designated by the proposed admitting facility examines me and states in writing that I have a mental illness and I am incapable of making an informed decision about my admission, and that I need treatment in the facility; and to authorize my discharge (including transfer to another facility) from the facility; 


OR

*****To authorize my admission to a mental health facility for no more than 10 calendar days, even over my protest, if a physician on the staff of or designated by the proposed admitting facility examines me and states in writing that I have a mental illness and I am incapable of making an informed decision about my admission, and that I need treatment in the facility; and to authorize my discharge (including transfer to another facility) from the facility. 
My physician or licensed clinical psychologist hereby attests that I am capable of making an informed decision and that I understand the consequences of this provision of my advance directive: 
Signature of physician or psychologist



Date 
Printed name of physician or psychologist



Phone number
G. To make decisions regarding visitation consistent with any wishes known by my agent during any time that I am admitted to any health care facility.
H. ***To authorize the specific types of health care identified in this advance directive [specify cross-reference to other sections of directive] even over my protest. My physician or licensed clinical psychologist hereby attests that I am capable of making an informed decision and that I understand the consequences of this provision of my advance directive:
Signature of physician or psychologist



Date 
Printed name of physician or psychologist



Phone number

I.  To authorize my participation in any health care study approved by an institutional review board or research review committee according to applicable federal or state law that offers the prospect of direct therapeutic benefit to me; 

J.  To authorize my participation in any health care study approved by an institutional review board or research review committee pursuant to applicable federal or state law that aims to increase scientific understanding of any condition that I may have or otherwise to promote human well-being, even though it offers no prospect of direct benefit to me; 
K. To take any necessary lawful actions to carry out these decisions, including granting releases of liability to medical providers. 
*****If I am found to be incapable of making an informed decision, I retain the right to protest my agents authority.  



OR

*****If I am incapable of making an informed decision, I shall not retain the right to protest my agent’s authority. 

My agent shall not be liable for the costs of health care just because he or she consented to the treatment. 
This is a durable power of attorney and shall not terminate upon my incapacity.  This power exists only as to those health care decisions for which I am unable to give informed consent.  
If it becomes necessary for a court to appoint a guardian of my person, I nominate my health care agent acting under this document to be the guardian of my person.

Prior Designations Revoked: I revoke any prior Healthcare Power of Attorney.
 ANATOMICAL GIFT; ORGAN, TISSUE OR EYE DONATION

*****It is my stated desire to be an organ and tissue donor.  Life is important to me, and if I have the opportunity to give life to others through my death, I ask that it be done.  If I need to receive extraordinary treatment until my organs can be removed for transplantation, I consent to such use of extraordinary care for a limited period of time.

Upon my death, I direct that an anatomical gift of all of my body or certain organ, tissue or eye donations may be made pursuant to the Revised Uniform Anatomical Gift Act (§ 32.1-291.1 et seq.) and in accordance with my directions, if any. I hereby appoint my agent under this Power of Attorney, to include the primary successor agent and the secondary successor agents in turn,  as my agent to make any such anatomical gift or organ, tissue or eye donation following my death. 
SIGNATURES
AFFIRMATION AND RIGHT TO REVOKE: By signing below, I state that I am mentally capable of making this advance directive and that I understand the purpose and effect of this document. I understand I may revoke all or any part of this document at any time (i) by signing and dating a written revocation; (ii) by physically destroying it myself or by directing someone else to destroy it in my presence; or (iii) by orally expressing my intent to revoke.  
*****





Date             



I attest that ***** signed this advance directive in my presence.  
(Witness) ________________________________________
(Witness) ________________________________________
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