MAINE HEALTH CARE POWER OF ATTORNEY

This document is a Maine Health Care Power of Attorney. It lets you name someone else to make health care decisions for you if you become unable to make them yourself.

I, [PRINCIPAL FULL NAME], of [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL COUNTY], Maine [PRINCIPAL ZIP CODE], being at least 18 years of age and of sound mind, voluntarily make this Maine Health Care Power of Attorney.

1. DESIGNATION OF HEALTH CARE AGENT
1.1 Primary Agent: I designate [PRIMARY AGENT FULL NAME] as my health care agent.
1.2 Primary Agent Address: [PRIMARY AGENT STREET ADDRESS], [PRIMARY AGENT CITY], [PRIMARY AGENT STATE], [PRIMARY AGENT ZIP CODE].
1.3 Primary Agent Telephone: [PRIMARY AGENT PHONE NUMBER].
1.4 Alternate Agent: If my primary agent is unable, unwilling, or unavailable to act, I designate [ALTERNATE AGENT FULL NAME] as my alternate health care agent.
1.5 Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS], [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP CODE].
1.6 Alternate Agent Telephone: [ALTERNATE AGENT PHONE NUMBER].
1.7 Successor Alternate Agent: If neither my primary agent nor my alternate agent is able, willing, or available to act, I designate [SUCCESSOR ALTERNATE AGENT FULL NAME] as my successor alternate health care agent.
1.8 Successor Alternate Agent Address: [SUCCESSOR ALTERNATE AGENT STREET ADDRESS], [SUCCESSOR ALTERNATE AGENT CITY], [SUCCESSOR ALTERNATE AGENT STATE], [SUCCESSOR ALTERNATE AGENT ZIP CODE].
1.9 Successor Alternate Agent Telephone: [SUCCESSOR ALTERNATE AGENT PHONE NUMBER].

2. EFFECTIVE DATE AND DURATION
2.1 Effective Date: This power of attorney becomes effective upon the date of my signature below, unless I have specified otherwise in this document.
2.2 Duration: This power of attorney remains in effect until I revoke it in writing or until my death, unless I have specified a shorter period in this document.
2.3 Revocation of Prior Documents: I revoke any prior health care power of attorney or durable power of attorney for health care decisions I have previously executed.

3. AUTHORITY OF MY HEALTH CARE AGENT
3.1 General Authority: My health care agent has the authority to make any and all health care decisions for me, including decisions about medical treatment, surgical procedures, diagnostic tests, medications, mental health treatment, and the selection and discharge of health care providers and facilities, consistent with my wishes as expressed in this document or as otherwise known to my agent.
3.2 Consent to Treatment: My health care agent may give or withhold consent for any medical treatment, procedure, or test on my behalf.
3.3 Access to Medical Records: My health care agent is authorized to receive and review my medical records and other protected health information, and to disclose such information as necessary to carry out the authority granted in this document, in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Maine law.
3.4 Admission to Facilities: My health care agent may admit me to or discharge me from a hospital, nursing home, assisted living facility, hospice program, or other health care facility.
3.5 Mental Health Treatment: My health care agent may consent to or refuse mental health treatment for me, including admission to a psychiatric facility, to the extent permitted by Maine law.
3.6 Pain Relief: My health care agent may consent to the administration of medication or other treatment to relieve pain, even if such treatment may hasten my death, provided that the primary intent is to relieve pain and not to cause death.
3.7 Organ Donation: My health care agent may make decisions regarding the donation of my organs, tissues, or eyes, unless I have made a separate anatomical gift document.
3.8 Autopsy: My health care agent may consent to or refuse an autopsy of my body.
3.9 Disposition of Remains: My health care agent may make decisions regarding the disposition of my remains, unless I have made other arrangements in writing.

4. INSTRUCTIONS REGARDING END-OF-LIFE DECISIONS
4.1 Life-Sustaining Treatment: If I am in a terminal condition, permanently unconscious, or in an irreversible coma, and my attending physician and one other physician determine that there is no reasonable hope of recovery, my health care agent may direct that life-sustaining treatment be withheld or withdrawn, except as I have stated otherwise in this document.
4.2 Artificial Nutrition and Hydration: My health care agent may direct that artificially administered nutrition and hydration be withheld or withdrawn if I am in a terminal condition or permanently unconscious, except as I have stated otherwise in this document.
4.3 Do Not Resuscitate Order: My health care agent may consent to a Do Not Resuscitate (DNR) order on my behalf if I am in a terminal condition or permanently unconscious, except as I have stated otherwise in this document.
4.4 Comfort Care: In all circumstances, my health care agent shall ensure that I receive appropriate comfort care, including pain relief, oral hygiene, and other measures to maintain my dignity and comfort.
4.5 Additional Instructions: [ADDITIONAL INSTRUCTIONS REGARDING END-OF-LIFE DECISIONS, IF ANY].

5. NOMINATION OF GUARDIAN
5.1 Nomination: If a court finds that I need a guardian, I nominate my health care agent, or if my health care agent is unable or unwilling to serve, my alternate agent, to serve as my guardian.
5.2 Effect of Nomination: This nomination is a statement of my preference and shall be given due consideration by the court.

6. ANATOMICAL GIFTS
6.1 Gift Authorization: I authorize the following anatomical gifts: [SPECIFY ORGANS, TISSUES, OR EYES TO BE DONATED, OR STATE "ANY NEEDED ORGANS, TISSUES, OR EYES"].
6.2 Recipient: I direct that my anatomical gift be made to: [SPECIFY RECIPIENT, SUCH AS A SPECIFIC PERSON, HOSPITAL, OR ORGAN PROCUREMENT ORGANIZATION].
6.3 Agent's Authority: If I have not made a separate anatomical gift document, my health care agent may make an anatomical gift on my behalf.

7. REVOCATION
7.1 Revocation by Principal: I may revoke this power of attorney at any time while I am competent by notifying my health care agent, my attending physician, or another health care provider in writing or orally.
7.2 Effect of Revocation: Upon revocation, the authority of my health care agent terminates.
7.3 Revocation by Agent: My health care agent may resign by giving written notice to me, if I am competent, or to my attending physician.

8. AGENT'S AUTHORITY TO ACT AS MY PERSONAL REPRESENTATIVE
8.1 HIPAA Authorization: My health care agent is designated as my personal representative under HIPAA for the purpose of receiving and disclosing my protected health information.
8.2 Scope of Authority: This authority extends to all of my health information, including information related to mental health, substance abuse, and communicable diseases, to the extent permitted by law.

9. MISCELLANEOUS PROVISIONS
9.1 Governing Law: This power of attorney is governed by the laws of the State of Maine.
9.2 Severability: If any provision of this document is held invalid, the remaining provisions shall remain in effect.
9.3 Copies: A photocopy or electronic copy of this document shall have the same force and effect as the original.
9.4 Reliance: Any health care provider, facility, or other person may rely on this document and the authority granted to my health care agent.
9.5 Agent's Compensation: My health care agent shall serve without compensation, but shall be reimbursed for reasonable expenses incurred on my behalf.
9.6 Agent's Liability: My health care agent shall not be liable for any act or omission made in good faith under this document.

10. SIGNATURE OF PRINCIPAL
10.1 I sign this Maine Health Care Power of Attorney on [DATE OF SIGNATURE].
10.2 Signature of Principal: [PRINCIPAL SIGNATURE].
10.3 Printed Name: [PRINCIPAL FULL NAME].

11. WITNESSES
11.1 I declare that the principal is personally known to me, that the principal signed this document in my presence, and that the principal appears to be of sound mind and under no duress, fraud, or undue influence.
11.2 Witness 1 Signature: [WITNESS 1 SIGNATURE].
11.3 Witness 1 Printed Name: [WITNESS 1 FULL NAME].
11.4 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE].
11.5 Witness 2 Signature: [WITNESS 2 SIGNATURE].
11.6 Witness 2 Printed Name: [WITNESS 2 FULL NAME].
11.7 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE].

12. NOTARY ACKNOWLEDGMENT
12.1 State of Maine, County of [COUNTY OF NOTARIZATION].
12.2 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this document, and acknowledged to me that [HE/SHE/THEY] executed the same in [HIS/HER/THEIR] authorized capacity, and that by [HIS/HER/THEIR] signature on this document, the person executed the document.
12.3 Notary Public Signature: [NOTARY PUBLIC SIGNATURE].
12.4 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME].
12.5 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].
12.6 Notary Public Address: [NOTARY PUBLIC STREET ADDRESS], [NOTARY PUBLIC CITY], [NOTARY PUBLIC STATE], [NOTARY PUBLIC ZIP CODE].

13. ACCEPTANCE OF APPOINTMENT BY HEALTH CARE AGENT
13.1 I, [PRIMARY AGENT FULL NAME], accept the appointment as health care agent for [PRINCIPAL FULL NAME] and agree to act in accordance with the wishes of the principal as expressed in this document.
13.2 Signature of Primary Agent: [PRIMARY AGENT SIGNATURE].
13.3 Date: [DATE OF AGENT SIGNATURE].
13.4 I, [ALTERNATE AGENT FULL NAME], accept the appointment as alternate health care agent for [PRINCIPAL FULL NAME] and agree to act in accordance with the wishes of the principal as expressed in this document.
13.5 Signature of Alternate Agent: [ALTERNATE AGENT SIGNATURE].
13.6 Date: [DATE OF ALTERNATE AGENT SIGNATURE].
13.7 I, [SUCCESSOR ALTERNATE AGENT FULL NAME], accept the appointment as successor alternate health care agent for [PRINCIPAL FULL NAME] and agree to act in accordance with the wishes of the principal as expressed in this document.
13.8 Signature of Successor Alternate Agent: [SUCCESSOR ALTERNATE AGENT SIGNATURE].
13.9 Date: [DATE OF SUCCESSOR ALTERNATE AGENT SIGNATURE].

14. COPIES AND DISTRIBUTION
14.1 I have provided copies of this document to the following persons: [LIST PERSONS RECEIVING COPIES, INCLUDING NAMES AND RELATIONSHIPS].
14.2 Original Location: The original of this document is located at: [LOCATION OF ORIGINAL DOCUMENT].

15. ADDITIONAL PROVISIONS
15.1 [ADDITIONAL PROVISION 1].
15.2 [ADDITIONAL PROVISION 2].
15.3 [ADDITIONAL PROVISION 3].
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