ALABAMA MEDICAL POWER OF ATTORNEY

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

PRINCIPAL

[PRINCIPAL FULL LEGAL NAME]

[PRINCIPAL STREET ADDRESS]

[PRINCIPAL CITY, STATE, ZIP CODE]

[PRINCIPAL TELEPHONE NUMBER]

[PRINCIPAL DATE OF BIRTH]

AGENT

[AGENT FULL LEGAL NAME]

[AGENT STREET ADDRESS]

[AGENT CITY, STATE, ZIP CODE]

[AGENT TELEPHONE NUMBER]

[AGENT RELATIONSHIP TO PRINCIPAL]

ALTERNATE AGENT

[ALTERNATE AGENT FULL LEGAL NAME]

[ALTERNATE AGENT STREET ADDRESS]

[ALTERNATE AGENT CITY, STATE, ZIP CODE]

[ALTERNATE AGENT TELEPHONE NUMBER]

[ALTERNATE AGENT RELATIONSHIP TO PRINCIPAL]

RE: APPOINTMENT OF A HEALTH CARE AGENT AND GRANT OF AUTHORITY TO MAKE HEALTH CARE DECISIONS PURSUANT TO THE ALABAMA HEALTH CARE DECISIONS ACT

1. DESIGNATION OF HEALTH CARE AGENT
1.1 Principal: I, [PRINCIPAL FULL LEGAL NAME], a resident of [COUNTY NAME] County, Alabama, being of sound mind and acting voluntarily, designate the person named below as my health care agent to make health care decisions for me as authorized in this document.
1.2 Primary Agent: I designate [AGENT FULL LEGAL NAME], whose address is [AGENT STREET ADDRESS], [AGENT CITY, STATE, ZIP CODE], and whose telephone number is [AGENT TELEPHONE NUMBER], as my health care agent.
1.3 Alternate Agent: If the person I have designated as my primary agent is unavailable, unable, unwilling, or ineligible to serve, or if my primary agent's authority is revoked or terminated, I designate [ALTERNATE AGENT FULL LEGAL NAME], whose address is [ALTERNATE AGENT STREET ADDRESS], [ALTERNATE AGENT CITY, STATE, ZIP CODE], and whose telephone number is [ALTERNATE AGENT TELEPHONE NUMBER], as my alternate health care agent.
1.4 Second Alternate Agent: If both my primary agent and my alternate agent are unavailable, unable, unwilling, or ineligible to serve, I designate [SECOND ALTERNATE AGENT FULL LEGAL NAME], whose address is [SECOND ALTERNATE AGENT STREET ADDRESS], [SECOND ALTERNATE AGENT CITY, STATE, ZIP CODE], and whose telephone number is [SECOND ALTERNATE AGENT TELEPHONE NUMBER], as my second alternate health care agent.
1.5 No Compensation: My agent shall serve without compensation but shall be entitled to reimbursement for reasonable expenses incurred in acting as my agent, upon presentation of appropriate documentation.

2. EFFECTIVE DATE AND DURATION
2.1 Effective Date: This Medical Power of Attorney becomes effective only upon a determination that I lack the capacity to make health care decisions, as certified in writing by [NUMBER] licensed physician(s) who has personally examined me, or as otherwise determined under Alabama law.
2.2 Duration: This Medical Power of Attorney shall remain in effect until I revoke it, until a court of competent jurisdiction determines that I am capable of making health care decisions, or until my death, unless I have specified a shorter period of time in Section 2.3.
2.3 Specified Duration: [SPECIFY ANY SHORTER PERIOD OF TIME OR STATE "NO SHORTER PERIOD SPECIFIED"].

3. AUTHORITY OF AGENT
3.1 General Authority: My agent shall have the authority to make any and all health care decisions for me that I could make if I were capable, including but not limited to the authority to consent to, refuse, or withdraw any medical treatment, procedure, or intervention.
3.2 Specific Authority: Without limiting the generality of Section 3.1, my agent shall have the authority to:

(a) consent to or refuse medical care, treatment, surgery, hospitalization, and diagnostic procedures;

(b) consent to or refuse the administration of medications, blood transfusions, and other medical interventions;

(c) authorize admission to or discharge from a hospital, nursing home, assisted living facility, hospice program, or other health care facility;

(d) employ or discharge physicians, nurses, and other health care providers;

(e) authorize the use of life-sustaining treatment, including mechanical ventilation, cardiopulmonary resuscitation, dialysis, and artificial nutrition and hydration, or to refuse or withdraw such treatment;

(f) authorize the administration of pain relief and comfort care, even if such measures may hasten death;

(g) authorize an autopsy and donate organs, tissues, or eyes in accordance with my wishes as expressed in [ORGAN DONATION DOCUMENT OR STATE "NO SEPARATE DOCUMENT"];

(h) authorize the release of my medical records to my agent and to other persons as necessary to carry out the authority granted in this document;

(i) take any other action necessary to carry out the authority granted in this document.
3.3 Limitations: My agent's authority is subject to the following limitations: [SPECIFY ANY LIMITATIONS ON THE AGENT'S AUTHORITY OR STATE "NO LIMITATIONS SPECIFIED"].

4. STATEMENT OF DESIRES AND PREFERENCES
4.1 General Statement: It is my desire that my agent make health care decisions for me in accordance with my wishes as expressed in this document and, where my wishes are not known, in accordance with my best interests and my personal values.
4.2 Life-Sustaining Treatment: With respect to life-sustaining treatment, my wishes are as follows: [SPECIFY WISHES REGARDING LIFE-SUSTAINING TREATMENT, INCLUDING CIRCUMSTANCES UNDER WHICH IT SHOULD BE PROVIDED OR WITHHELD].
4.3 Artificial Nutrition and Hydration: With respect to artificial nutrition and hydration, my wishes are as follows: [SPECIFY WISHES REGARDING ARTIFICIAL NUTRITION AND HYDRATION].
4.4 Pain Relief: I direct that my agent ensure that I receive adequate pain relief and comfort care, even if such measures may hasten death.
4.5 Mental Health Treatment: With respect to mental health treatment, my wishes are as follows: [SPECIFY WISHES REGARDING MENTAL HEALTH TREATMENT OR STATE "NO SPECIFIC WISHES EXPRESSED"].
4.6 Other Wishes: Additional wishes or instructions I have regarding my health care are as follows: [SPECIFY ADDITIONAL WISHES OR STATE "NONE"].

5. NOMINATION OF GUARDIAN
5.1 Nomination: If a guardian of my person is to be appointed by a court, I nominate [NOMINATED GUARDIAN FULL LEGAL NAME], whose address is [NOMINATED GUARDIAN STREET ADDRESS], [NOMINATED GUARDIAN CITY, STATE, ZIP CODE], and whose telephone number is [NOMINATED GUARDIAN TELEPHONE NUMBER], to serve as guardian of my person.
5.2 Alternate Nomination: If my nominated guardian is unavailable, unable, unwilling, or ineligible to serve, I nominate [ALTERNATE NOMINATED GUARDIAN FULL LEGAL NAME], whose address is [ALTERNATE NOMINATED GUARDIAN STREET ADDRESS], [ALTERNATE NOMINATED GUARDIAN CITY, STATE, ZIP CODE], and whose telephone number is [ALTERNATE NOMINATED GUARDIAN TELEPHONE NUMBER], to serve as guardian of my person.

6. ACCESS TO MEDICAL RECORDS
6.1 Authorization: I authorize my agent to have full access to my medical records and to receive and review all information concerning my physical and mental health, including information protected under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Alabama law.
6.2 Release of Information: I authorize any physician, health care provider, hospital, or other health care facility to release my medical records and health information to my agent upon request.

7. REVOCATION OF PRIOR DOCUMENTS
7.1 Revocation: I revoke any prior medical power of attorney, health care proxy, or similar advance directive for health care that I have executed, except as follows: [SPECIFY ANY PRIOR DOCUMENTS THAT REMAIN IN EFFECT OR STATE "NONE"].
7.2 Relationship to Living Will: This Medical Power of Attorney is intended to be consistent with any living will or advance directive for a natural death that I have executed. In the event of a conflict, the following document shall control: [SPECIFY WHICH DOCUMENT CONTROLS OR STATE "THIS MEDICAL POWER OF ATTORNEY SHALL CONTROL"].

8. REVOCATION OF THIS DOCUMENT
8.1 Method of Revocation: I may revoke this Medical Power of Attorney at any time while I have capacity to do so by executing a written revocation, by orally stating my intent to revoke in the presence of a witness, by physically destroying the document, or by executing a subsequent medical power of attorney.
8.2 Notice of Revocation: My agent's authority terminates upon my revocation of this document. Any person who is informed of my revocation shall cease to act under this document.

9. AGENT'S CERTIFICATION AND DUTIES
9.1 Acceptance: My agent shall accept the appointment by signing the Agent's Acceptance and Certification attached to this document.
9.2 Duties: My agent shall act in good faith, within the scope of authority granted in this document, and in accordance with my wishes as expressed in this document and, where my wishes are not known, in accordance with my best interests.
9.3 Consultation: My agent shall consult with my attending physician and other health care providers as appropriate and shall make health care decisions in consultation with them.
9.4 Record Keeping: My agent shall keep a record of significant health care decisions made on my behalf.

10. HEALTH CARE PROVIDER IMMUNITY
10.1 Reliance: Any health care provider who acts in good faith reliance on the authority of my agent under this document shall be protected from liability to the same extent as if the provider had acted with my direct authorization.
10.2 No Duty to Inquire: A health care provider who is presented with this document shall not be required to inquire into the validity of the document or the authority of my agent, except as required by Alabama law.

11. SEverability
11.1 Severability: If any provision of this Medical Power of Attorney is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

12. GOVERNING LAW
12.1 Governing Law: This Medical Power of Attorney shall be governed by and construed in accordance with the laws of the State of Alabama, including the Alabama Health Care Decisions Act, Alabama Code Section 22-8A-1 et seq.

13. EXECUTION
13.1 Principal's Signature: I sign this Medical Power of Attorney on [DATE OF EXECUTION], at [CITY, STATE OF EXECUTION], Alabama, and declare that I am of sound mind and acting voluntarily.

PRINCIPAL SIGNATURE: _______________________________________

PRINCIPAL PRINTED NAME: [PRINCIPAL FULL LEGAL NAME]

DATE: [DATE OF EXECUTION]

14. WITNESSES
14.1 Witness Statement: The principal has signed this Medical Power of Attorney in our presence, and we believe the principal to be of sound mind and acting voluntarily. We are not the agent, the alternate agent, a health care provider attending the principal, or an employee of a health care provider attending the principal, and we are not related to the principal by blood, marriage, or adoption.

WITNESS 1 SIGNATURE: _______________________________________

WITNESS 1 PRINTED NAME: [WITNESS 1 FULL LEGAL NAME]

WITNESS 1 ADDRESS: [WITNESS 1 STREET ADDRESS]

WITNESS 1 CITY, STATE, ZIP CODE: [WITNESS 1 CITY, STATE, ZIP CODE]

WITNESS 1 DATE: [WITNESS 1 DATE]

WITNESS 2 SIGNATURE: _______________________________________

WITNESS 2 PRINTED NAME: [WITNESS 2 FULL LEGAL NAME]

WITNESS 2 ADDRESS: [WITNESS 2 STREET ADDRESS]

WITNESS 2 CITY, STATE, ZIP CODE: [WITNESS 2 CITY, STATE, ZIP CODE]

WITNESS 2 DATE: [WITNESS 2 DATE]

15. NOTARY ACKNOWLEDGMENT
15.1 State of Alabama
15.2 County of [COUNTY NAME]
15.3 Acknowledgment: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL LEGAL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to the within instrument, and acknowledged that [HE/SHE] executed the same for the purposes therein contained.
15.4 Notary Signature: _______________________________________
15.5 Notary Printed Name: [NOTARY PUBLIC FULL LEGAL NAME]
15.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
15.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
15.8 My commission expires: [NOTARY COMMISSION EXPIRATION DATE]

16. AGENT'S ACCEPTANCE AND CERTIFICATION
16.1 Acceptance: I, [AGENT FULL LEGAL NAME], have read this Medical Power of Attorney and accept the appointment as health care agent for [PRINCIPAL FULL LEGAL NAME]. I agree to act in accordance with the principal's wishes as expressed in this document and, where those wishes are not known, in accordance with the principal's best interests.
16.2 Certification: I certify that I am not the principal's health care provider, an employee of the principal's health care provider, or a person who is otherwise prohibited by Alabama law from serving as a health care agent.

AGENT SIGNATURE: _______________________________________

AGENT PRINTED NAME: [AGENT FULL LEGAL NAME]

DATE: [AGENT ACCEPTANCE DATE]

17. ALTERNATE AGENT'S ACCEPTANCE AND CERTIFICATION
17.1 Acceptance: I, [ALTERNATE AGENT FULL LEGAL NAME], have read this Medical Power of Attorney and accept the appointment as alternate health care agent for [PRINCIPAL FULL LEGAL NAME]. I agree to act in accordance with the principal's wishes as expressed in this document and, where those wishes are not known, in accordance with the principal's best interests.
17.2 Certification: I certify that I am not the principal's health care provider, an employee of the principal's health care provider, or a person who is otherwise prohibited by Alabama law from serving as a health care agent.

ALTERNATE AGENT SIGNATURE: _______________________________________

ALTERNATE AGENT PRINTED NAME: [ALTERNATE AGENT FULL LEGAL NAME]

DATE: [ALTERNATE AGENT ACCEPTANCE DATE]

18. COPIES
18.1 Copies: A photocopy or electronic copy of this executed Medical Power of Attorney shall have the same force and effect as the original.
18.2 Distribution: I have provided copies of this document to the following persons: [LIST PERSONS RECEIVING COPIES OR STATE "NONE"].
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