MEDICAL POWER OF ATTORNEY AND HEALTHCARE REPRESENTATIVE DECLARATION

I, [PRINCIPAL FULL NAME], residing at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], being of sound mind and at least eighteen (18) years of age, voluntarily make this Medical Power of Attorney and Healthcare Representative Declaration (this "Declaration") on [DATE OF EXECUTION].

RE: Appointment of a healthcare agent and declaration of healthcare instructions

1. DESIGNATION OF HEALTHCARE AGENT
1.1 Healthcare Agent: I designate and appoint [HEALTHCARE AGENT FULL NAME] as my healthcare agent (also known as my healthcare representative, healthcare proxy, or attorney-in-fact for healthcare), with authority to make healthcare decisions for me as set forth in this Declaration.
1.2 Healthcare Agent Address: [HEALTHCARE AGENT STREET ADDRESS], [HEALTHCARE AGENT CITY], [HEALTHCARE AGENT STATE], [HEALTHCARE AGENT ZIP CODE].
1.3 Healthcare Agent Telephone: [HEALTHCARE AGENT TELEPHONE NUMBER].
1.4 Healthcare Agent Relationship to Principal: [RELATIONSHIP OF HEALTHCARE AGENT TO PRINCIPAL].

2. DESIGNATION OF ALTERNATE HEALTHCARE AGENTS
2.1 First Alternate Healthcare Agent: If [HEALTHCARE AGENT FULL NAME] is unavailable, unwilling, unable, or ineligible to serve, I designate [FIRST ALTERNATE AGENT FULL NAME], residing at [FIRST ALTERNATE STREET ADDRESS], [FIRST ALTERNATE CITY], [FIRST ALTERNATE STATE], [FIRST ALTERNATE ZIP CODE], telephone [FIRST ALTERNATE TELEPHONE NUMBER], as my first alternate healthcare agent.
2.2 Second Alternate Healthcare Agent: If both [HEALTHCARE AGENT FULL NAME] and [FIRST ALTERNATE AGENT FULL NAME] are unavailable, unwilling, unable, or ineligible to serve, I designate [SECOND ALTERNATE AGENT FULL NAME], residing at [SECOND ALTERNATE STREET ADDRESS], [SECOND ALTERNATE CITY], [SECOND ALTERNATE STATE], [SECOND ALTERNATE ZIP CODE], telephone [SECOND ALTERNATE TELEPHONE NUMBER], as my second alternate healthcare agent.
2.3 Order of Succession: My healthcare agents shall serve in the order named above, and each alternate shall have the same authority as the original healthcare agent.

3. EFFECTIVE DATE AND DURATION
3.1 Effective Date: This Declaration becomes effective upon [EFFECTIVE DATE OR EVENT, E.G., DATE OF EXECUTION OR UPON MY INCAPACITY].
3.2 Duration: This Declaration shall remain in effect until [TERMINATION DATE OR EVENT, E.G., REVOCATION OR MY DEATH], unless sooner revoked by me in writing.
3.3 Revocation of Prior Documents: I revoke all prior medical powers of attorney, healthcare proxies, and healthcare representative designations previously executed by me.

4. AUTHORITY OF HEALTHCARE AGENT
4.1 General Authority: My healthcare agent shall have full authority to make any and all healthcare decisions for me, including but not limited to consenting to, refusing, or withdrawing medical treatment, diagnostic procedures, surgical procedures, and medications.
4.2 Access to Medical Records: My healthcare agent shall have the authority to request, receive, review, and disclose my protected health information and medical records to the extent permitted by applicable law, including the Health Insurance Portability and Accountability Act (HIPAA).
4.3 Admission and Transfer: My healthcare agent shall have the authority to consent to my admission to or discharge from any hospital, nursing home, assisted living facility, hospice, or other healthcare facility, and to arrange for my transfer between facilities.
4.4 Hiring and Discharging Providers: My healthcare agent shall have the authority to select, employ, and discharge physicians, nurses, and other healthcare providers on my behalf.
4.5 Pain Relief: My healthcare agent shall have the authority to consent to the administration of pain-relieving medication and comfort care, even if such measures may hasten the end of my life, provided such measures are consistent with my expressed wishes and applicable law.
4.6 Mental Health Treatment: My healthcare agent shall have the authority to consent to or refuse mental health treatment for me, to the extent permitted by applicable law.
4.7 Limitations on Authority: My healthcare agent shall not have the authority to consent to [SPECIFY ANY LIMITATIONS, E.G., ABORTION, STERILIZATION, PSYCHOSURGERY, ELECTROCONVULSIVE THERAPY, ADMISSION TO A MENTAL HEALTH FACILITY, OR NONE].

5. INSTRUCTIONS REGARDING TREATMENT
5.1 General Instructions: I direct my healthcare agent to follow the following instructions regarding my healthcare: [DESCRIBE GENERAL TREATMENT INSTRUCTIONS].
5.2 Life-Sustaining Treatment: With respect to life-sustaining treatment, I direct that [SPECIFY INSTRUCTIONS, E.G., I WISH TO RECEIVE ALL AVAILABLE LIFE-SUSTAINING TREATMENT, OR I DO NOT WISH TO RECEIVE LIFE-SUSTAINING TREATMENT IF I AM TERMINALLY ILL OR PERMANENTLY UNCONSCIOUS].
5.3 Artificial Nutrition and Hydration: With respect to artificially administered nutrition and hydration, I direct that [SPECIFY INSTRUCTIONS].
5.4 Cardiopulmonary Resuscitation: With respect to cardiopulmonary resuscitation (CPR), I direct that [SPECIFY INSTRUCTIONS].
5.5 Mechanical Ventilation: With respect to mechanical ventilation, I direct that [SPECIFY INSTRUCTIONS].
5.6 Dialysis: With respect to dialysis, I direct that [SPECIFY INSTRUCTIONS].
5.7 Organ and Tissue Donation: Upon my death, I direct that [SPECIFY INSTRUCTIONS, E.G., I WISH TO DONATE MY ORGANS AND TISSUES, OR I DO NOT WISH TO DONATE MY ORGANS AND TISSUES].
5.8 Anatomical Gift: I [DO / DO NOT] make an anatomical gift of [SPECIFY ORGANS, TISSUES, OR ENTIRE BODY] for the purpose of [SPECIFY PURPOSE, E.G., TRANSPLANTATION, THERAPY, RESEARCH, OR EDUCATION].
5.9 Autopsy: I [DO / DO NOT] consent to an autopsy upon my death, except as required by law.
5.10 Disposition of Remains: I direct that my remains be disposed of as follows: [SPECIFY INSTRUCTIONS].

6. NOMINATION OF GUARDIAN
6.1 Guardian of the Person: If a guardian of my person is to be appointed, I nominate [NOMINATED GUARDIAN FULL NAME], residing at [NOMINATED GUARDIAN STREET ADDRESS], [NOMINATED GUARDIAN CITY], [NOMINATED GUARDIAN STATE], [NOMINATED GUARDIAN ZIP CODE], to serve as guardian of my person.
6.2 Alternate Guardian: If [NOMINATED GUARDIAN FULL NAME] is unavailable, unwilling, or unable to serve, I nominate [ALTERNATE GUARDIAN FULL NAME], residing at [ALTERNATE GUARDIAN STREET ADDRESS], [ALTERNATE GUARDIAN CITY], [ALTERNATE GUARDIAN STATE], [ALTERNATE GUARDIAN ZIP CODE], to serve as guardian of my person.

7. NOMINATION OF CONSERVATOR
7.1 Conservator of the Estate: If a conservator of my estate is to be appointed, I nominate [NOMINATED CONSERVATOR FULL NAME], residing at [NOMINATED CONSERVATOR STREET ADDRESS], [NOMINATED CONSERVATOR CITY], [NOMINATED CONSERVATOR STATE], [NOMINATED CONSERVATOR ZIP CODE], to serve as conservator of my estate.

8. HIPAA AUTHORIZATION
8.1 Authorization: I authorize any physician, hospital, healthcare facility, healthcare provider, insurer, or other covered entity to disclose my protected health information to my healthcare agent named in this Declaration, in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable state law.
8.2 Scope of Authorization: This authorization includes, without limitation, my complete medical records, diagnosis, treatment, prognosis, and billing information.
8.3 Duration of Authorization: This authorization shall remain in effect until [AUTHORIZATION EXPIRATION DATE OR EVENT].

9. REVOCATION
9.1 Method of Revocation: I may revoke this Declaration at any time by [SPECIFY METHOD, E.G., A SIGNED WRITTEN REVOCATION, PHYSICAL CANCELLATION, OR ORAL REVOCATION IN THE PRESENCE OF A WITNESS].
9.2 Effect of Revocation: Upon revocation, this Declaration shall be void and of no further effect, and any prior Declaration shall not be revived unless expressly stated.

10. SEVERABILITY
10.1 Severability: If any provision of this Declaration is held to be invalid, illegal, or unenforceable, the remaining provisions shall continue in full force and effect.

11. GOVERNING LAW
11.1 Governing Law: This Declaration shall be governed by and construed in accordance with the laws of the State of [GOVERNING STATE].

12. COPIES AND ORIGINALS
12.1 Copies: A photocopy or electronic copy of this Declaration shall have the same effect as the original.
12.2 Distribution: I direct that copies of this Declaration be provided to [SPECIFY RECIPIENTS, E.G., MY HEALTHCARE AGENT, MY PHYSICIAN, AND MY FAMILY MEMBERS].

13. SIGNATURE OF PRINCIPAL
13.1 Signature: I sign this Declaration on [DATE OF SIGNATURE] at [CITY AND STATE OF SIGNING].
13.2 Principal Signature: ______________________________________________
13.3 Principal Printed Name: [PRINCIPAL FULL NAME]

14. WITNESSES
14.1 Witness Attestation: The Principal signed this Declaration in our presence, and we believe the Principal to be of sound mind and acting voluntarily.
14.2 Witness 1 Signature: ______________________________________________
14.3 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
14.4 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]
14.5 Witness 1 Date: [WITNESS 1 DATE]
14.6 Witness 2 Signature: ______________________________________________
14.7 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
14.8 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]
14.9 Witness 2 Date: [WITNESS 2 DATE]

15. NOTARY ACKNOWLEDGMENT
15.1 State of [NOTARY STATE]
15.2 County of [NOTARY COUNTY]
15.3 On [NOTARY DATE], before me, [NOTARY PUBLIC FULL NAME], personally appeared [PRINCIPAL FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this Declaration, and who acknowledged that [HE/SHE/THEY] executed the same for the purposes therein contained.
15.4 Notary Public Signature: ______________________________________________
15.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
15.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
15.7 Notary Seal: [NOTARY SEAL]

16. ADDITIONAL PROVISIONS
16.1 Additional Provisions: [SPECIFY ANY ADDITIONAL PROVISIONS OR INSTRUCTIONS].
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