MEDICAL POWER OF ATTORNEY PROXY

This Medical Power of Attorney Proxy is made on [DATE OF EXECUTION].

PRINCIPAL

Name: [PRINCIPAL FULL LEGAL NAME]

Address: [PRINCIPAL STREET ADDRESS]

City, State, ZIP: [PRINCIPAL CITY STATE ZIP]

Phone: [PRINCIPAL PHONE NUMBER]

Date of Birth: [PRINCIPAL DATE OF BIRTH]

AGENT (HEALTH CARE PROXY)

Name: [AGENT FULL LEGAL NAME]

Address: [AGENT STREET ADDRESS]

City, State, ZIP: [AGENT CITY STATE ZIP]

Phone: [AGENT PHONE NUMBER]

Relationship to Principal: [RELATIONSHIP TO PRINCIPAL]

ALTERNATE AGENT (FIRST ALTERNATE)

Name: [FIRST ALTERNATE AGENT FULL LEGAL NAME]

Address: [FIRST ALTERNATE AGENT STREET ADDRESS]

City, State, ZIP: [FIRST ALTERNATE AGENT CITY STATE ZIP]

Phone: [FIRST ALTERNATE AGENT PHONE NUMBER]

Relationship to Principal: [RELATIONSHIP TO PRINCIPAL]

ALTERNATE AGENT (SECOND ALTERNATE)

Name: [SECOND ALTERNATE AGENT FULL LEGAL NAME]

Address: [SECOND ALTERNATE AGENT STREET ADDRESS]

City, State, ZIP: [SECOND ALTERNATE AGENT CITY STATE ZIP]

Phone: [SECOND ALTERNATE AGENT PHONE NUMBER]

Relationship to Principal: [RELATIONSHIP TO PRINCIPAL]

RE: APPOINTMENT OF HEALTH CARE AGENT AND GRANT OF AUTHORITY TO MAKE HEALTH CARE DECISIONS

1. DESIGNATION OF AGENT
1.1 I, [PRINCIPAL FULL LEGAL NAME], being of sound mind and not acting under duress, fraud, or undue influence, hereby designate [AGENT FULL LEGAL NAME] as my agent (health care proxy) to make health care decisions for me as authorized in this document.
1.2 If [AGENT FULL LEGAL NAME] is unable, unwilling, or unavailable to act as my agent, I designate [FIRST ALTERNATE AGENT FULL LEGAL NAME] as my first alternate agent.
1.3 If neither [AGENT FULL LEGAL NAME] nor [FIRST ALTERNATE AGENT FULL LEGAL NAME] is able, willing, or available to act as my agent, I designate [SECOND ALTERNATE AGENT FULL LEGAL NAME] as my second alternate agent.
1.4 My agent's authority becomes effective only when I am determined to lack the capacity to make health care decisions, unless I have initialed the optional clause in Section 4 below.

2. EFFECTIVE DATE AND DURATION
2.1 This Medical Power of Attorney Proxy becomes effective on [EFFECTIVE DATE] and shall continue until [EXPIRATION DATE OR EVENT], unless I revoke it earlier in writing.
2.2 This document shall remain valid during any period of my incapacity or incompetence.
2.3 This document shall not be affected by my subsequent disability or incapacity.

3. AUTHORITY GRANTED TO AGENT
3.1 My agent shall have the authority to make any and all health care decisions for me, including but not limited to the following:

3.1.1 Consent to or refusal of medical treatment, surgical procedures, diagnostic tests, and medications.

3.1.2 Selection and discharge of physicians, dentists, nurses, therapists, and other health care providers.

3.1.3 Admission to or discharge from hospitals, nursing homes, assisted living facilities, hospice programs, or other health care institutions.

3.1.4 Consent to or refusal of life-sustaining treatment, including but not limited to mechanical ventilation, cardiopulmonary resuscitation, dialysis, blood transfusions, and artificial nutrition and hydration.

3.1.5 Request for and receipt of medical records, reports, and information necessary to make informed health care decisions.

3.1.6 Application for and receipt of Medicare, Medicaid, insurance benefits, and other health care coverage on my behalf.

3.1.7 Consent to or refusal of psychiatric or psychological treatment, including admission to a mental health facility, to the extent permitted by law.

3.1.8 Consent to or refusal of organ donation, autopsy, and disposition of remains, unless I have made separate written instructions.

3.1.9 Consent to or refusal of pain relief measures, including palliative care and hospice care.

3.1.10 Any other health care decision that I could make if I were able, except as limited by law or by this document.
3.2 My agent shall have the authority to sign waivers, releases, and other documents necessary to carry out the powers granted in this document.
3.3 My agent shall not have the authority to make decisions regarding [SPECIFY ANY LIMITATIONS, IF ANY].

4. OPTIONAL: IMMEDIATE EFFECTIVENESS
4.1 OPTIONAL: I initial here [INITIALS] if I want my agent to have the authority to make health care decisions for me immediately, without the need for a determination that I lack capacity.
4.2 If I have initialed above, this document becomes effective immediately upon execution and continues until I revoke it in writing or until [EXPIRATION DATE OR EVENT].

5. NOMINATION OF GUARDIAN
5.1 If a court determines that a guardian of my person or estate is necessary, I nominate [AGENT FULL LEGAL NAME] to serve as guardian of my person.
5.2 If [AGENT FULL LEGAL NAME] is unable, unwilling, or unavailable to serve as guardian, I nominate [FIRST ALTERNATE AGENT FULL LEGAL NAME] to serve as guardian of my person.
5.3 If neither [AGENT FULL LEGAL NAME] nor [FIRST ALTERNATE AGENT FULL LEGAL NAME] is able, willing, or available to serve as guardian, I nominate [SECOND ALTERNATE AGENT FULL LEGAL NAME] to serve as guardian of my person.

6. HIPAA AUTHORIZATION
6.1 I authorize my agent to receive and disclose my protected health information, including but not limited to medical records, diagnoses, treatment plans, and billing information, as necessary to carry out the authority granted in this document.
6.2 This authorization is intended to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulations.
6.3 This authorization shall remain in effect until [EXPIRATION DATE OR EVENT], unless I revoke it in writing.

7. REVOCATION OF PRIOR DOCUMENTS
7.1 I hereby revoke any and all prior medical powers of attorney, health care proxies, and similar documents previously executed by me.
7.2 This revocation does not affect any actions taken by a prior agent in good faith before receiving notice of this revocation.

8. AGENT'S DUTIES AND LIMITATIONS
8.1 My agent shall act in good faith and in accordance with my known wishes, values, and beliefs.
8.2 If my wishes are unknown, my agent shall act in my best interests, considering the benefits and burdens of proposed treatments.
8.3 My agent shall not have the authority to make decisions that are prohibited by law or that would constitute euthanasia or assisted suicide.
8.4 My agent shall not be entitled to compensation for serving as my agent, unless I have agreed otherwise in writing.
8.5 My agent shall be entitled to reimbursement for reasonable expenses incurred in carrying out the duties under this document.

9. INDEMNIFICATION AND HOLD HARMLESS
9.1 I hereby indemnify and hold harmless my agent, and any health care provider acting in reliance on this document, from any and all claims, liabilities, damages, and expenses arising from actions taken in good faith under this document.
9.2 This indemnification shall survive the termination of this document.

10. SEverability
10.1 If any provision of this document is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

11. GOVERNING LAW
11.1 This document shall be governed by and construed in accordance with the laws of the State of [STATE OF GOVERNING LAW].
11.2 This document is intended to be valid in any jurisdiction where it is presented, to the extent permitted by law.

12. WITNESSES
12.1 I have signed this document in the presence of the following witnesses, who are at least eighteen (18) years of age and not related to me by blood, marriage, or adoption, and who are not my agent or alternate agents.

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Address: [WITNESS 1 ADDRESS]

Witness 1 Date: [WITNESS 1 DATE]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Address: [WITNESS 2 ADDRESS]

Witness 2 Date: [WITNESS 2 DATE]

13. NOTARY ACKNOWLEDGMENT
13.1 State of [STATE]
13.2 County of [COUNTY]
13.3 On this [DATE] day of [MONTH] [YEAR], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL LEGAL NAME], known to me or proven by satisfactory evidence to be the person whose name is subscribed to this document, and acknowledged to me that they executed the same for the purposes therein contained.
13.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
13.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
13.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

14. PRINCIPAL SIGNATURE
14.1 I have read and understand this Medical Power of Attorney Proxy and have signed it voluntarily.
14.2 Principal Signature: [PRINCIPAL SIGNATURE]
14.3 Principal Printed Name: [PRINCIPAL PRINTED NAME]
14.4 Date: [DATE OF SIGNATURE]

15. AGENT ACCEPTANCE
15.1 I, [AGENT FULL LEGAL NAME], have read and understand this Medical Power of Attorney Proxy and accept the appointment as agent.
15.2 Agent Signature: [AGENT SIGNATURE]
15.3 Agent Printed Name: [AGENT PRINTED NAME]
15.4 Date: [DATE OF AGENT SIGNATURE]

16. ALTERNATE AGENT ACCEPTANCE (FIRST ALTERNATE)
16.1 I, [FIRST ALTERNATE AGENT FULL LEGAL NAME], have read and understand this Medical Power of Attorney Proxy and accept the appointment as first alternate agent.
16.2 First Alternate Agent Signature: [FIRST ALTERNATE AGENT SIGNATURE]
16.3 First Alternate Agent Printed Name: [FIRST ALTERNATE AGENT PRINTED NAME]
16.4 Date: [DATE OF FIRST ALTERNATE AGENT SIGNATURE]

17. ALTERNATE AGENT ACCEPTANCE (SECOND ALTERNATE)
17.1 I, [SECOND ALTERNATE AGENT FULL LEGAL NAME], have read and understand this Medical Power of Attorney Proxy and accept the appointment as second alternate agent.
17.2 Second Alternate Agent Signature: [SECOND ALTERNATE AGENT SIGNATURE]
17.3 Second Alternate Agent Printed Name: [SECOND ALTERNATE AGENT PRINTED NAME]
17.4 Date: [DATE OF SECOND ALTERNATE AGENT SIGNATURE]

18. COPIES
18.1 A photocopy or electronic copy of this document shall have the same force and effect as the original.
18.2 I authorize any health care provider to rely on a copy of this document.

19. ADDITIONAL INSTRUCTIONS OR LIMITATIONS
19.1 [SPECIFY ANY ADDITIONAL INSTRUCTIONS OR LIMITATIONS, IF ANY]
19.2 [SPECIFY ANY ADDITIONAL INSTRUCTIONS OR LIMITATIONS, IF ANY]

20. FINAL PROVISIONS
20.1 This document contains the entire understanding between the parties regarding the subject matter hereof and supersedes all prior agreements and understandings, whether written or oral.
20.2 This document may be amended or revoked only in writing signed by the principal.
20.3 This document shall be binding upon and inure to the benefit of the parties and their respective heirs, executors, administrators, successors, and assigns.
20.4 The headings in this document are for convenience only and shall not affect the interpretation of any provision.
20.5 This document may be executed in counterparts, each of which shall be deemed an original, but all of which together shall constitute one and the same instrument.
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