MAINE SURROGATE HEALTH CARE DECISION FORM

[NAME OF PRINCIPAL]

[ADDRESS OF PRINCIPAL]

[CITY, STATE, ZIP CODE]

[TELEPHONE NUMBER OF PRINCIPAL]

[DATE OF BIRTH OF PRINCIPAL]

I, [NAME OF PRINCIPAL], being of sound mind and at least 18 years of age, voluntarily execute this Maine Surrogate Health Care Decision Form to appoint a surrogate to make health care decisions on my behalf if I am unable to make or communicate those decisions myself.

1. DESIGNATION OF SURROGATE

1.1 Primary Surrogate: I designate [NAME OF PRIMARY SURROGATE] as my primary surrogate to make health care decisions for me.

1.2 Primary Surrogate Address: [ADDRESS OF PRIMARY SURROGATE]

1.3 Primary Surrogate City, State, Zip: [CITY, STATE, ZIP CODE OF PRIMARY SURROGATE]

1.4 Primary Surrogate Telephone: [TELEPHONE NUMBER OF PRIMARY SURROGATE]

1.5 Alternate Surrogate: If my primary surrogate is unable, unwilling, or unavailable to serve, I designate [NAME OF ALTERNATE SURROGATE] as my alternate surrogate.

1.6 Alternate Surrogate Address: [ADDRESS OF ALTERNATE SURROGATE]

1.7 Alternate Surrogate City, State, Zip: [CITY, STATE, ZIP CODE OF ALTERNATE SURROGATE]

1.8 Alternate Surrogate Telephone: [TELEPHONE NUMBER OF ALTERNATE SURROGATE]

2. EFFECTIVE DATE AND DURATION

2.1 Effective Date: This form becomes effective when I am unable to make or communicate health care decisions, as determined by my attending physician.

2.2 Duration: This form remains in effect until I revoke it or until my death, unless I specify a shorter period.

2.3 Expiration Date (Optional): [EXPIRATION DATE, IF ANY]

3. AUTHORITY OF SURROGATE

3.1 General Authority: My surrogate shall have the authority to make any and all health care decisions for me, including but not limited to consenting to or refusing medical treatment, choosing health care providers, and authorizing admission to or discharge from health care facilities.

3.2 Specific Authority: My surrogate may specifically authorize or refuse:

3.2.1 Artificial nutrition and hydration.

3.2.2 Cardiopulmonary resuscitation (CPR).

3.2.3 Mechanical ventilation.

3.2.4 Dialysis.

3.2.5 Blood transfusions.

3.2.6 Surgery.

3.2.7 Pain relief, even if it may hasten death.

3.2.8 Mental health treatment.

3.2.9 Organ donation.

3.2.10 Autopsy.

3.3 Limitations: My surrogate shall not have authority to consent to any of the following, unless I have initialed the corresponding line:

3.3.1 Psychosurgery: [INITIALS]

3.3.2 Sterilization: [INITIALS]

3.3.3 Abortion: [INITIALS]

3.3.4 Admission to a mental health facility for more than 30 days: [INITIALS]

4. INSTRUCTIONS TO SURROGATE

4.1 General Instructions: [WRITTEN INSTRUCTIONS OR STATEMENT OF VALUES, IF ANY]

4.2 End-of-Life Instructions: [INSTRUCTIONS REGARDING END-OF-LIFE CARE, IF ANY]

4.3 Religious or Spiritual Preferences: [RELIGIOUS OR SPIRITUAL PREFERENCES, IF ANY]

5. NOMINATION OF GUARDIAN

5.1 Guardian Nomination: If a court finds it necessary to appoint a guardian for me, I nominate [NAME OF NOMINATED GUARDIAN] to serve as my guardian.

5.2 Guardian Address: [ADDRESS OF NOMINATED GUARDIAN]

5.3 Guardian City, State, Zip: [CITY, STATE, ZIP CODE OF NOMINATED GUARDIAN]

5.4 Guardian Telephone: [TELEPHONE NUMBER OF NOMINATED GUARDIAN]

6. REVOCATION OF PRIOR DOCUMENTS

6.1 Revocation: I revoke any prior surrogate health care decision forms, living wills, or durable powers of attorney for health care.

7. SIGNATURE OF PRINCIPAL

7.1 Signature: [SIGNATURE OF PRINCIPAL]

7.2 Date: [DATE OF SIGNATURE]

8. WITNESSES

8.1 Witness 1 Name: [NAME OF WITNESS 1]

8.2 Witness 1 Address: [ADDRESS OF WITNESS 1]

8.3 Witness 1 Signature: [SIGNATURE OF WITNESS 1]

8.4 Witness 1 Date: [DATE OF WITNESS 1]

8.5 Witness 2 Name: [NAME OF WITNESS 2]

8.6 Witness 2 Address: [ADDRESS OF WITNESS 2]

8.7 Witness 2 Signature: [SIGNATURE OF WITNESS 2]

8.8 Witness 2 Date: [DATE OF WITNESS 2]

9. NOTARY ACKNOWLEDGMENT

9.1 State of Maine

9.2 County of [COUNTY]

9.3 This document was acknowledged before me on [DATE OF NOTARIZATION] by [NAME OF PRINCIPAL].

9.4 Notary Public Signature: [SIGNATURE OF NOTARY PUBLIC]

9.5 Notary Public Name: [NAME OF NOTARY PUBLIC]

9.6 Notary Public Commission Expiration: [COMMISSION EXPIRATION DATE]

10. COPIES

10.1 I have provided copies of this form to my primary surrogate, my alternate surrogate, my attending physician, and the following individuals or facilities:

10.1.1 [NAME OR FACILITY 1]

10.1.2 [NAME OR FACILITY 2]

10.1.3 [NAME OR FACILITY 3]

11. ADDITIONAL PROVISIONS

11.1 [ADDITIONAL PROVISION 1]

11.2 [ADDITIONAL PROVISION 2]

11.3 [ADDITIONAL PROVISION 3]
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