ARIZONA HEALTH CARE POWER OF ATTORNEY

I, [PRINCIPAL FULL NAME], of [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], being of sound mind and at least eighteen years of age, voluntarily make this Arizona Health Care Power of Attorney.

I appoint my agent to make health care decisions for me if and when I cannot make or communicate those decisions for myself.

AGENT INFORMATION

Agent Name: [AGENT FULL NAME]

Agent Street Address: [AGENT STREET ADDRESS]

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

Agent Home Phone: [AGENT HOME PHONE]

Agent Work Phone: [AGENT WORK PHONE]

Agent Mobile Phone: [AGENT MOBILE PHONE]

Agent Relationship to Me: [AGENT RELATIONSHIP]

ALTERNATE AGENT INFORMATION

If my agent is unable, unwilling, or unavailable to serve, I appoint the following alternate agent.

Alternate Agent Name: [ALTERNATE AGENT FULL NAME]

Alternate Agent Street Address: [ALTERNATE AGENT STREET ADDRESS]

Alternate Agent City, State, ZIP: [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP CODE]

Alternate Agent Home Phone: [ALTERNATE AGENT HOME PHONE]

Alternate Agent Work Phone: [ALTERNATE AGENT WORK PHONE]

Alternate Agent Mobile Phone: [ALTERNATE AGENT MOBILE PHONE]

Alternate Agent Relationship to Me: [ALTERNATE AGENT RELATIONSHIP]

SECOND ALTERNATE AGENT INFORMATION

If neither my agent nor my first alternate agent is able, willing, or available to serve, I appoint the following second alternate agent.

Second Alternate Agent Name: [SECOND ALTERNATE AGENT FULL NAME]

Second Alternate Agent Street Address: [SECOND ALTERNATE AGENT STREET ADDRESS]

Second Alternate Agent City, State, ZIP: [SECOND ALTERNATE AGENT CITY], [SECOND ALTERNATE AGENT STATE], [SECOND ALTERNATE AGENT ZIP CODE]

Second Alternate Agent Home Phone: [SECOND ALTERNATE AGENT HOME PHONE]

Second Alternate Agent Work Phone: [SECOND ALTERNATE AGENT WORK PHONE]

Second Alternate Agent Mobile Phone: [SECOND ALTERNATE AGENT MOBILE PHONE]

Second Alternate Agent Relationship to Me: [SECOND ALTERNATE AGENT RELATIONSHIP]

1. EFFECTIVE DATE AND DURATION

1.1 This Health Care Power of Attorney becomes effective when I am unable to make or communicate health care decisions for myself, as determined by my attending physician or another health care provider authorized by law.

1.2 This Health Care Power of Attorney remains in effect until I revoke it, until a court appoints a guardian or conservator for me with authority over health care decisions, or until my death, unless I have specified otherwise in this document.

1.3 If I regain the ability to make and communicate health care decisions, my agent's authority under this document is suspended until I again become unable to make or communicate those decisions.

2. AUTHORITY OF MY AGENT

2.1 My agent may make any health care decision for me that I could make if I were able, including but not limited to the following:

2.1.1 Selecting and discharging physicians, nurses, therapists, and other health care providers.

2.1.2 Admitting me to or discharging me from a hospital, nursing facility, assisted living facility, hospice, or other health care institution.

2.1.3 Consenting to or refusing medical tests, surgical procedures, blood transfusions, medications, and other treatments.

2.1.4 Consenting to or refusing the administration of pain-relieving drugs, even if they may shorten my life, when necessary to relieve pain.

2.1.5 Consenting to or refusing cardiopulmonary resuscitation (CPR), mechanical ventilation, dialysis, artificial nutrition and hydration, and other life-sustaining measures.

2.1.6 Consenting to or refusing mental health treatment, including psychotropic medications and admission to a behavioral health facility, to the extent permitted by Arizona law.

2.1.7 Authorizing an autopsy and directing the disposition of my remains, unless I have made other arrangements.

2.1.8 Making anatomical gifts of my organs, tissues, or eyes, unless I have made other arrangements.

2.1.9 Applying for and receiving Medicare, Medicaid, and other health care benefits on my behalf.

2.1.10 Accessing my medical records and authorizing their release, subject to applicable law.

2.2 My agent may not consent to any of the following on my behalf unless I have specifically authorized it in this document or by separate written instrument:

2.2.1 Psychosurgery.

2.2.2 Sterilization.

2.2.3 Abortion.

2.2.4 Admission to an inpatient psychiatric facility for more than fourteen days, except as otherwise permitted by law.

2.2.5 Any experimental treatment or research that offers no reasonable prospect of benefit to me.

3. AGENT'S DUTIES AND STANDARDS

3.1 My agent shall act in good faith and in accordance with my known wishes, values, and religious or moral beliefs.

3.2 If my wishes are unknown, my agent shall act in my best interests, considering the benefits and burdens of the proposed treatment and the likely outcome.

3.3 My agent shall consult with my attending physician and other health care providers before making significant decisions.

3.4 My agent shall keep my family members and other persons close to me reasonably informed of my condition and the decisions being made, to the extent consistent with my privacy and applicable law.

3.5 My agent shall not be liable for any act or omission made in good faith under this document.

4. NOMINATION OF GUARDIAN

4.1 If a court decides that a guardian or conservator should be appointed for me, I nominate my agent, or if my agent is unable or unwilling to serve, my alternate agent, to serve as my guardian or conservator with authority over my health care and personal care.

4.2 This nomination does not limit the authority of my agent under this document.

5. ANATOMICAL GIFTS

5.1 Upon my death, I direct that my agent have the authority to make anatomical gifts of my organs, tissues, or eyes, unless I have made a separate anatomical gift document or otherwise indicated my wishes.

5.2 My agent shall follow any anatomical gift instructions I have given in a separate document or on my driver's license or identification card.

6. MENTAL HEALTH CARE

6.1 My agent may consent to my admission to a behavioral health facility for evaluation and treatment, subject to the limitations in Section 2.2.4 and applicable Arizona law.

6.2 My agent may consent to the administration of psychotropic medications and other mental health treatments, subject to applicable law.

7. HIPAA AUTHORIZATION

7.1 I authorize my agent to receive and review my protected health information, including medical records, mental health records, and substance use disorder records, to the extent permitted by the Health Insurance Portability and Accountability Act (HIPAA) and applicable Arizona law.

7.2 This authorization is intended to satisfy the requirements of 45 C.F.R. Sections 164.508 and 164.524 and any other applicable law.

7.3 This authorization remains effective until I revoke it in writing or until this Health Care Power of Attorney is revoked or terminated.

8. REVOCATION OF PRIOR DOCUMENTS

8.1 I revoke any prior health care power of attorney, health care proxy, or similar document I have executed, except as follows: [LIST ANY PRIOR DOCUMENTS THAT REMAIN IN EFFECT OR STATE NONE].

8.2 This revocation does not affect the validity of any prior document to the extent it is required by law or by a third party who has not received notice of this revocation.

9. REVOCATION OF THIS DOCUMENT

9.1 I may revoke this Health Care Power of Attorney at any time while I am able to make and communicate health care decisions.

9.2 To revoke, I must do one of the following:

9.2.1 Execute a written revocation.

9.2.2 Verbally express my intent to revoke to my agent, my physician, or another health care provider.

9.2.3 Execute a new health care power of attorney that conflicts with this one.

9.2.4 Physically destroy or direct another person to destroy this document.

9.3 Any revocation is effective when communicated to my agent or health care provider, even if this document is not physically destroyed.

10. COPIES

10.1 A photocopy or electronic copy of this signed document has the same effect as the original.

10.2 I authorize my agent to provide copies of this document to my health care providers and others as necessary.

11. SEverability

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

12. GOVERNING LAW

12.1 This document is governed by the laws of the State of Arizona.

13. SIGNATURE OF PRINCIPAL

I have read this Health Care Power of Attorney and understand its contents. I am of sound mind and at least eighteen years of age. I sign it voluntarily.

Principal Signature: [PRINCIPAL SIGNATURE]

Date Signed: [DATE SIGNED]

14. WITNESSES

I declare that the principal is personally known to me, appears to be of sound mind, and signed this document in my presence. I am not the agent, alternate agent, or a person who is entitled to any portion of the principal's estate under a will or by operation of law.

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]

Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]

Date: [WITNESS 1 DATE]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]

Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]

Date: [WITNESS 2 DATE]

15. NOTARY ACKNOWLEDGMENT

STATE OF ARIZONA

COUNTY OF [COUNTY NAME]

This document was acknowledged before me on [NOTARY DATE] by [PRINCIPAL FULL NAME], who is personally known to me or who produced [IDENTIFICATION TYPE AND NUMBER] as identification.

Notary Public Signature: [NOTARY SIGNATURE]

Notary Public Printed Name: [NOTARY PRINTED NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

Notary Seal: [NOTARY SEAL]

16. AGENT'S ACCEPTANCE

I accept the appointment as agent under this Health Care Power of Attorney. I agree to act in accordance with the principal's wishes and this document.

Agent Signature: [AGENT SIGNATURE]

Agent Printed Name: [AGENT PRINTED NAME]

Date: [AGENT ACCEPTANCE DATE]

ALTERNATE AGENT'S ACCEPTANCE

I accept the appointment as alternate agent under this Health Care Power of Attorney. I agree to act in accordance with the principal's wishes and this document.

Alternate Agent Signature: [ALTERNATE AGENT SIGNATURE]

Alternate Agent Printed Name: [ALTERNATE AGENT PRINTED NAME]

Date: [ALTERNATE AGENT ACCEPTANCE DATE]

SECOND ALTERNATE AGENT'S ACCEPTANCE

I accept the appointment as second alternate agent under this Health Care Power of Attorney. I agree to act in accordance with the principal's wishes and this document.

Second Alternate Agent Signature: [SECOND ALTERNATE AGENT SIGNATURE]

Second Alternate Agent Printed Name: [SECOND ALTERNATE AGENT PRINTED NAME]

Date: [SECOND ALTERNATE AGENT ACCEPTANCE DATE]

17. ADDITIONAL INSTRUCTIONS OR LIMITATIONS

[INSERT ANY ADDITIONAL INSTRUCTIONS, LIMITATIONS, OR SPECIAL PROVISIONS HERE. IF NONE, STATE NONE.]

18. COPIES PROVIDED TO

18.1 I have provided copies of this document to the following persons:

Name: [RECIPIENT 1 NAME]

Relationship: [RECIPIENT 1 RELATIONSHIP]

Date Provided: [RECIPIENT 1 DATE PROVIDED]

Name: [RECIPIENT 2 NAME]

Relationship: [RECIPIENT 2 RELATIONSHIP]

Date Provided: [RECIPIENT 2 DATE PROVIDED]

Name: [RECIPIENT 3 NAME]

Relationship: [RECIPIENT 3 RELATIONSHIP]

Date Provided: [RECIPIENT 3 DATE PROVIDED]

19. IMPORTANT INFORMATION FOR AGENT

19.1 This document gives you broad authority to make health care decisions for the principal. You should discuss the principal's wishes with the principal and with the principal's health care providers.

19.2 You have the right to receive information about the principal's health and medical care and to consent to or refuse treatment on the principal's behalf.

19.3 You may not use this document to make decisions that conflict with the principal's known wishes or that are not in the principal's best interests.

19.4 If you are unsure about your authority or responsibilities, you should seek legal advice or contact the principal's health care provider.

20. EXECUTION

20.1 This document is signed and witnessed on the date set forth in Section 13.

20.2 This document is effective as of the date set forth in Section 13, subject to the provisions of Section 1.
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