OKLAHOMA HEALTH CARE PROXY DESIGNATION FORM

[YOUR FULL LEGAL NAME]

[YOUR STREET ADDRESS]

[YOUR CITY, STATE, ZIP CODE]

[YOUR PHONE NUMBER]

[DATE]

RE: DESIGNATION OF HEALTH CARE PROXY AND ADVANCE DIRECTIVE FOR HEALTH CARE DECISIONS

1. DESIGNATION OF HEALTH CARE PROXY

1.1 I, [YOUR FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, hereby voluntarily designate the person named below as my Health Care Proxy to make health care decisions for me when I am unable to make those decisions for myself.

1.2 My Health Care Proxy is:

[HEALTH CARE PROXY FULL LEGAL NAME]

[HEALTH CARE PROXY STREET ADDRESS]

[HEALTH CARE PROXY CITY, STATE, ZIP CODE]

[HEALTH CARE PROXY PHONE NUMBER]

[HEALTH CARE PROXY RELATIONSHIP TO ME]

1.3 If the person named above is unavailable, unwilling, or unable to serve as my Health Care Proxy, I designate the following person as my alternate Health Care Proxy:

[ALTERNATE HEALTH CARE PROXY FULL LEGAL NAME]

[ALTERNATE HEALTH CARE PROXY STREET ADDRESS]

[ALTERNATE HEALTH CARE PROXY CITY, STATE, ZIP CODE]

[ALTERNATE HEALTH CARE PROXY PHONE NUMBER]

[ALTERNATE HEALTH CARE PROXY RELATIONSHIP TO ME]

2. EFFECTIVE DATE AND DURATION

2.1 This designation shall become effective upon my incapacity to make health care decisions, as determined by my attending physician and one other physician, unless I have specified otherwise in this document.

2.2 This designation shall remain in effect until I revoke it in writing, or until my death, unless I have specified a shorter period in this document.

2.3 I understand that I may revoke this designation at any time while I have capacity to make health care decisions by notifying my Health Care Proxy, my attending physician, or another health care provider in writing or orally.

3. AUTHORITY OF HEALTH CARE PROXY

3.1 My Health Care Proxy shall have the authority to make any and all health care decisions for me, including but not limited to the following:

3.1.1 Consenting to or refusing medical treatment, surgical procedures, diagnostic tests, and medications.

3.1.2 Selecting and discharging health care providers and facilities.

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

3.1.4 Requesting, receiving, and reviewing my medical records and health information.

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

3.1.6 Making decisions regarding mental health treatment, subject to any limitations imposed by Oklahoma law.

3.1.7 Making decisions regarding the donation of my organs, tissues, or eyes upon my death, unless I have stated otherwise in this document.

3.1.8 Making decisions regarding an autopsy and the disposition of my remains, unless I have stated otherwise in this document.

3.2 My Health Care Proxy shall have the same authority to make health care decisions for me as I would have if I were able to make those decisions myself, subject to any limitations I have stated in this document.

4. LIMITATIONS ON AUTHORITY

4.1 My Health Care Proxy shall NOT have the authority to make the following decisions on my behalf, unless I have initialed the corresponding line below:

4.1.1 Consent to my admission to a nursing home or other long-term care facility: [INITIALS IF AUTHORIZED]

4.1.2 Consent to psychosurgery, electroconvulsive therapy, or other experimental mental health treatment: [INITIALS IF AUTHORIZED]

4.1.3 Consent to the withdrawal or withholding of artificially provided nutrition and hydration: [INITIALS IF AUTHORIZED]

4.1.4 Consent to the withdrawal or withholding of life-sustaining treatment: [INITIALS IF AUTHORIZED]

4.1.5 Make decisions regarding organ donation: [INITIALS IF AUTHORIZED]

4.1.6 Make decisions regarding autopsy and disposition of remains: [INITIALS IF AUTHORIZED]

4.2 Any other limitations I wish to impose on my Health Care Proxy are as follows:

[DESCRIBE ANY ADDITIONAL LIMITATIONS]

5. ADVANCE DIRECTIVE FOR HEALTH CARE DECISIONS

5.1 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, I direct that the following be done:

5.1.1 I direct that all life-sustaining treatment be withheld or withdrawn, except as necessary to provide comfort care or alleviate pain: [INITIALS IF YES]

5.1.2 I direct that artificially provided nutrition and hydration be withheld or withdrawn: [INITIALS IF YES]

5.1.3 I direct that I be given medication to alleviate pain, even if such medication may hasten my death: [INITIALS IF YES]

5.1.4 I direct that I be permitted to die naturally without any life-sustaining treatment: [INITIALS IF YES]

5.2 If I am pregnant, my advance directive shall be given effect only to the extent permitted by Oklahoma law.

5.3 I understand that I may revoke this advance directive at any time while I have capacity to make health care decisions.

6. ANATOMICAL GIFTS

6.1 Upon my death, I direct that the following anatomical gifts be made:

6.1.1 Any needed organs, tissues, or eyes: [INITIALS IF YES]

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

6.1.3 I do not wish to make any anatomical gifts: [INITIALS IF YES]

6.2 My Health Care Proxy shall have the authority to make anatomical gift decisions on my behalf if I have not made a decision in this document.

7. NOMINATION OF GUARDIAN

7.1 If a guardian of my person is necessary, I nominate my Health Care Proxy, if qualified and willing to serve, to be appointed as my guardian.

7.2 If my Health Care Proxy is unable or unwilling to serve as my guardian, I nominate the following person:

[GUARDIAN NOMINEE FULL LEGAL NAME]

[GUARDIAN NOMINEE STREET ADDRESS]

[GUARDIAN NOMINEE CITY, STATE, ZIP CODE]

[GUARDIAN NOMINEE PHONE NUMBER]

[GUARDIAN NOMINEE RELATIONSHIP TO ME]

8. HIPAA AUTHORIZATION

8.1 I authorize my Health Care Proxy to receive my protected health information under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulations.

8.2 This authorization shall remain in effect until my death or until I revoke it in writing.

8.3 I understand that my health care providers may disclose my protected health information to my Health Care Proxy for the purpose of making health care decisions on my behalf.

9. REVOCATION OF PRIOR DOCUMENTS

9.1 I hereby revoke any and all prior health care proxy designations, living wills, advance directives, and durable powers of attorney for health care that I have previously executed.

9.2 This document shall be the sole and exclusive expression of my wishes regarding health care decisions and the designation of my Health Care Proxy.

10. COPIES AND ORIGINALS

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

10.2 I have provided copies of this document to my Health Care Proxy, my alternate Health Care Proxy, my attending physician, and the following persons or institutions:

[NAME AND ADDRESS OF RECIPIENT 1]

[NAME AND ADDRESS OF RECIPIENT 2]

[NAME AND ADDRESS OF RECIPIENT 3]

11. SIGNATURE OF PRINCIPAL

11.1 I have read this document, I understand its contents, and I am signing it voluntarily and of my own free will.

11.2 I understand that this document will remain in effect until I revoke it.

11.3 I understand that I may revoke this document at any time while I have capacity to make health care decisions.

SIGNED this [DAY] day of [MONTH], [YEAR].

[YOUR FULL LEGAL NAME]

[YOUR SIGNATURE]

12. WITNESSES

12.1 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.

12.2 I am not the Health Care Proxy, the alternate Health Care Proxy, the attending physician, or an employee of the attending physician.

12.3 I am not related to the principal by blood, marriage, or adoption.

12.4 I am not entitled to any portion of the principal's estate under any will or by operation of law.

WITNESS 1:

[WITNESS 1 FULL LEGAL NAME]

[WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY, STATE, ZIP CODE]

[WITNESS 1 SIGNATURE]

[DATE]

WITNESS 2:

[WITNESS 2 FULL LEGAL NAME]

[WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY, STATE, ZIP CODE]

[WITNESS 2 SIGNATURE]

[DATE]

13. NOTARY ACKNOWLEDGMENT

STATE OF OKLAHOMA

COUNTY OF [COUNTY NAME]

13.1 Before me, the undersigned notary public, personally appeared [YOUR FULL LEGAL NAME], who is personally known to me or who produced [TYPE OF IDENTIFICATION] as identification, and who acknowledged to me that [HE/SHE] executed the foregoing instrument for the purposes therein contained.

13.2 IN WITNESS WHEREOF, I have hereunto set my hand and official seal this [DAY] day of [MONTH], [YEAR].

[NOTARY PUBLIC SIGNATURE]

[NOTARY PUBLIC PRINTED NAME]

[NOTARY PUBLIC COMMISSION NUMBER]

[NOTARY PUBLIC COMMISSION EXPIRATION DATE]

[NOTARY PUBLIC SEAL]


Downloaded from www.printablelegaldoc.com
https://www.printablelegaldoc.com/
