MAINE HEALTH CARE AGENT DESIGNATION

[YOUR FULL LEGAL NAME]

[YOUR STREET ADDRESS]

[YOUR CITY, STATE, ZIP CODE]

[DATE OF EXECUTION]

RE: DESIGNATION OF HEALTH CARE AGENT PURSUANT TO 18-A M.R.S. § 5-802 ET SEQ.

1. DESIGNATION OF HEALTH CARE AGENT

1.1 I, [YOUR FULL LEGAL NAME], being of sound mind and at least 18 years of age, voluntarily designate the following person as my health care agent to make health care decisions for me when I am unable to make or communicate those decisions myself.

1.2 Health Care Agent Name: [HEALTH CARE AGENT FULL NAME]

1.3 Health Care Agent Street Address: [HEALTH CARE AGENT STREET ADDRESS]

1.4 Health Care Agent City, State, ZIP Code: [HEALTH CARE AGENT CITY, STATE, ZIP CODE]

1.5 Health Care Agent Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER]

1.6 Health Care Agent Relationship to Me: [RELATIONSHIP]

2. ALTERNATE HEALTH CARE AGENT

2.1 If the person I have designated as my health care agent is unable, unwilling, or unavailable to serve, I designate the following person as my alternate health care agent.

2.2 Alternate Health Care Agent Name: [ALTERNATE HEALTH CARE AGENT FULL NAME]

2.3 Alternate Health Care Agent Street Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

2.4 Alternate Health Care Agent City, State, ZIP Code: [ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP CODE]

2.5 Alternate Health Care Agent Telephone Number: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]

2.6 Alternate Health Care Agent Relationship to Me: [RELATIONSHIP]

3. EFFECTIVE DATE AND DURATION

3.1 This designation becomes effective when my attending physician and one other physician or licensed psychologist determine that I lack the capacity to make or communicate health care decisions, or when I am otherwise unable to make or communicate those decisions as determined by law.

3.2 This designation remains in effect until I revoke it, until a court appoints a guardian for me, or until my death, unless I have specified a shorter period below.

3.3 Duration Limitation (if any): [SPECIFY DURATION OR STATE "NO LIMITATION"]

4. AUTHORITY OF HEALTH CARE AGENT

4.1 My health care agent is authorized to make any and all health care decisions for me, including but not limited to the following:

4.1.1 Consent to or refuse any medical treatment, procedure, or medication.

4.1.2 Select or discharge health care providers and institutions.

4.1.3 Approve or reject diagnostic tests and surgical procedures.

4.1.4 Direct the administration or withdrawal of artificial nutrition and hydration.

4.1.5 Direct the administration or withdrawal of life-sustaining treatment, including mechanical ventilation, dialysis, and cardiopulmonary resuscitation.

4.1.6 Authorize admission to or discharge from a hospital, nursing home, hospice, or other health care facility.

4.1.7 Request, receive, and review my medical records and information.

4.1.8 Apply for and receive Medicare, Medicaid, and other health care benefits on my behalf.

4.1.9 Donate my organs, tissues, or eyes upon my death, unless I have stated otherwise in a separate document.

4.1.10 Authorize an autopsy.

4.1.11 Direct the disposition of my remains, unless I have made other arrangements.

5. LIMITATIONS ON AUTHORITY

5.1 My health care agent shall not have the authority to do the following unless I have specifically initialed the applicable line below:

5.1.1 Direct the withdrawal of artificial nutrition and hydration if I am pregnant and the fetus could develop to the point of live birth: [INITIALS]

5.1.2 Admit me to a mental health facility for treatment of a mental illness: [INITIALS]

5.1.3 Consent to psychosurgery, sterilization, or abortion: [INITIALS]

5.1.4 Other limitations: [SPECIFY LIMITATIONS OR STATE "NONE"]

6. MY WISHES AND INSTRUCTIONS

6.1 I direct my health care agent to act in accordance with the following wishes and instructions:

6.1.1 [DESCRIBE WISHES REGARDING PAIN RELIEF, QUALITY OF LIFE, RELIGIOUS OR PERSONAL BELIEFS, OR OTHER INSTRUCTIONS]

6.1.2 [CONTINUE AS NEEDED]

7. NOMINATION OF GUARDIAN

7.1 If a court finds it necessary to appoint a guardian for me, I nominate my health care agent, or if my health care agent cannot serve, my alternate health care agent, to serve as my guardian.

7.2 Guardian Nominee Name: [GUARDIAN NOMINEE FULL NAME]

7.3 Guardian Nominee Relationship to Me: [RELATIONSHIP]

8. REVOCATION OF PRIOR DESIGNATIONS

8.1 I revoke any and all prior health care agent designations, durable powers of attorney for health care, and similar advance directives previously executed by me.

9. HIPAA AUTHORIZATION

9.1 I authorize my health care agent to receive my protected health information under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Maine law.

9.2 This authorization applies to all health care providers, health plans, and health care clearinghouses that have provided treatment, payment, or health care operations services to me.

10. COPIES AND ORIGINALS

10.1 A photocopy or electronic copy of this designation shall have the same force and effect as the original.

10.2 I have given copies of this designation to the following persons:

10.2.1 [NAME AND RELATIONSHIP]

10.2.2 [NAME AND RELATIONSHIP]

10.2.3 [NAME AND RELATIONSHIP]

11. SIGNATURE OF PRINCIPAL

11.1 I sign this designation voluntarily and while of sound mind.

11.2 Principal Signature: [YOUR SIGNATURE]

11.3 Printed Name: [YOUR FULL LEGAL NAME]

11.4 Date: [DATE OF SIGNATURE]

12. WITNESSES

12.1 This designation must be signed by two adult witnesses who are not my health care agent, alternate health care agent, or a person who would be entitled to any portion of my estate upon my death.

12.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]

12.3 Witness 1 Printed Name: [WITNESS 1 FULL NAME]

12.4 Witness 1 Address: [WITNESS 1 ADDRESS]

12.5 Witness 1 Date: [WITNESS 1 DATE]

12.6 Witness 2 Signature: [WITNESS 2 SIGNATURE]

12.7 Witness 2 Printed Name: [WITNESS 2 FULL NAME]

12.8 Witness 2 Address: [WITNESS 2 ADDRESS]

12.9 Witness 2 Date: [WITNESS 2 DATE]

13. NOTARY ACKNOWLEDGMENT

13.1 State of Maine

13.2 County of [COUNTY]

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

13.4 Notary Public Signature: [NOTARY SIGNATURE]

13.5 Notary Public Printed Name: [NOTARY FULL NAME]

13.6 Notary Public Commission Expiration Date: [COMMISSION EXPIRATION DATE]

13.7 Notary Public Seal: [NOTARY SEAL]

14. OPTIONAL: ANATOMICAL GIFT DECLARATION

14.1 I wish to make an anatomical gift upon my death as follows:

14.1.1 Any needed organs, tissues, or eyes: [INITIALS]

14.1.2 Only the following organs, tissues, or eyes: [SPECIFY]

14.1.3 I do not wish to make an anatomical gift: [INITIALS]

14.2 My health care agent is authorized to make an anatomical gift on my behalf if I have not made a declaration above.

15. OPTIONAL: PRIMARY PHYSICIAN INFORMATION

15.1 Primary Physician Name: [PRIMARY PHYSICIAN FULL NAME]

15.2 Primary Physician Practice or Hospital: [PRACTICE OR HOSPITAL NAME]

15.3 Primary Physician Telephone Number: [PRIMARY PHYSICIAN TELEPHONE NUMBER]

15.4 Primary Physician Address: [PRIMARY PHYSICIAN ADDRESS]

16. OPTIONAL: HEALTH CARE PROVIDER ACKNOWLEDGMENT

16.1 I have discussed my health care wishes with my health care agent and alternate health care agent.

16.2 Health Care Agent Acknowledgment Signature: [HEALTH CARE AGENT SIGNATURE]

16.3 Health Care Agent Printed Name: [HEALTH CARE AGENT FULL NAME]

16.4 Health Care Agent Date: [HEALTH CARE AGENT DATE]

16.5 Alternate Health Care Agent Acknowledgment Signature: [ALTERNATE HEALTH CARE AGENT SIGNATURE]

16.6 Alternate Health Care Agent Printed Name: [ALTERNATE HEALTH CARE AGENT FULL NAME]

16.7 Alternate Health Care Agent Date: [ALTERNATE HEALTH CARE AGENT DATE]
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