OKLAHOMA MEDICAL POWER OF ATTORNEY TEMPLATE

This Oklahoma Medical Power of Attorney is made on [DATE].

PRINCIPAL

Name: [PRINCIPAL FULL LEGAL NAME]

Address: [PRINCIPAL STREET ADDRESS]

City, State, ZIP: [PRINCIPAL CITY, STATE, ZIP]

Phone: [PRINCIPAL PHONE NUMBER]

Date of Birth: [PRINCIPAL DATE OF BIRTH]

AGENT (HEALTH CARE PROXY)

Name: [AGENT FULL LEGAL NAME]

Address: [AGENT STREET ADDRESS]

City, State, ZIP: [AGENT CITY, STATE, ZIP]

Phone: [AGENT PHONE NUMBER]

Relationship to Principal: [RELATIONSHIP]

ALTERNATE AGENT (FIRST ALTERNATE)

Name: [FIRST ALTERNATE AGENT FULL LEGAL NAME]

Address: [FIRST ALTERNATE AGENT STREET ADDRESS]

City, State, ZIP: [FIRST ALTERNATE AGENT CITY, STATE, ZIP]

Phone: [FIRST ALTERNATE AGENT PHONE NUMBER]

Relationship to Principal: [RELATIONSHIP]

ALTERNATE AGENT (SECOND ALTERNATE)

Name: [SECOND ALTERNATE AGENT FULL LEGAL NAME]

Address: [SECOND ALTERNATE AGENT STREET ADDRESS]

City, State, ZIP: [SECOND ALTERNATE AGENT CITY, STATE, ZIP]

Phone: [SECOND ALTERNATE AGENT PHONE NUMBER]

Relationship to Principal: [RELATIONSHIP]

RE: OKLAHOMA MEDICAL POWER OF ATTORNEY AND HEALTH CARE PROXY

1. DESIGNATION OF HEALTH CARE AGENT
1.1 Appointment of Agent: I, [PRINCIPAL FULL LEGAL NAME], appoint [AGENT FULL LEGAL NAME] as my agent to make health care decisions for me as authorized in this document.
1.2 Successor Agents: If the person named as my agent is not reasonably available, willing, or competent to act, then I appoint [FIRST ALTERNATE AGENT FULL LEGAL NAME] as my first alternate agent. If the first alternate agent is not reasonably available, willing, or competent to act, then I appoint [SECOND ALTERNATE AGENT FULL LEGAL NAME] as my second alternate agent.
1.3 Effective Date: This Medical Power of Attorney becomes effective on [EFFECTIVE DATE] and remains in effect until [TERMINATION DATE OR EVENT], unless I revoke it earlier.

2. AUTHORITY OF AGENT
2.1 General Grant of Authority: My agent is authorized to make any and all health care decisions for me, including decisions about life-sustaining treatment, when I am unable to make those decisions for myself.
2.2 Specific Powers: My agent shall have the authority to:

(a) Consent to or refuse medical treatment, surgical procedures, diagnostic tests, and medications.

(b) Select and discharge health care providers and institutions.

(c) Approve or deny admission to a hospital, nursing home, hospice, or other health care facility.

(d) Request, receive, and review my medical records and information.

(e) Authorize the administration or withdrawal of life-sustaining treatment, including artificial nutrition and hydration, mechanical ventilation, and cardiopulmonary resuscitation.

(f) Make decisions about organ donation and anatomical gifts.

(g) Make decisions about autopsy and disposition of my remains.

(h) Hire and fire health care personnel.

(i) Apply for Medicare, Medicaid, and other insurance benefits on my behalf.

(j) Take any other action necessary to carry out the intent of this document.
2.3 Limitations: My agent shall not have the authority to:

(a) Consent to psychosurgery, sterilization, or abortion, except as required by law.

(b) Consent to my admission to a mental health facility for treatment of mental illness, unless authorized by law.

(c) Make decisions that conflict with my known religious or moral beliefs.

(d) [OTHER LIMITATIONS OR NONE].

3. NOMINATION OF GUARDIAN
3.1 Guardian Nomination: If a court finds it necessary to appoint a guardian for me, I nominate [GUARDIAN FULL LEGAL NAME] as guardian of my person. If that person is unable or unwilling to serve, I nominate [ALTERNATE GUARDIAN FULL LEGAL NAME] as alternate guardian of my person.

4. HIPAA AUTHORIZATION
4.1 Release of Protected Health Information: I authorize my agent to receive and review my protected health information as defined by the Health Insurance Portability and Accountability Act (HIPAA), 45 C.F.R. Parts 160 and

164. This authorization is intended to satisfy the requirements of
HIPAA and its implementing regulations.
4.2 Covered Entities: My health care providers, health plans, and health care clearinghouses are authorized to disclose my protected health information to my agent.
4.3 Duration: This HIPAA authorization remains in effect until [DATE OR EVENT], unless revoked in writing.

5. ANATOMICAL GIFTS
5.1 Organ Donation: Upon my death, I [AUTHORIZE / DO NOT AUTHORIZE] the donation of any needed organs, tissues, or eyes for transplantation, therapy, research, or education.
5.2 Specific Donations: [SPECIFY ORGANS, TISSUES, OR EYES OR STATE NONE].
5.3 Donee: [SPECIFY RECIPIENT OR ORGANIZATION OR STATE ANY].

6. MENTAL HEALTH TREATMENT
6.1 Mental Health Decisions: My agent [IS / IS NOT] authorized to make decisions regarding my mental health treatment, including consent to voluntary admission to a mental health facility, subject to applicable Oklahoma law.
6.2 Specific Instructions: [SPECIFY MENTAL HEALTH INSTRUCTIONS OR NONE].

7. LIFE-SUSTAINING TREATMENT AND END-OF-LIFE DECISIONS
7.1 Life-Sustaining Treatment: My agent [IS / IS NOT] authorized to make decisions regarding the withholding or withdrawal of life-sustaining treatment.
7.2 Artificial Nutrition and Hydration: My agent [IS / IS NOT] authorized to make decisions regarding the withholding or withdrawal of artificial nutrition and hydration.
7.3 Cardiopulmonary Resuscitation: My agent [IS / IS NOT] authorized to make decisions regarding the administration of cardiopulmonary resuscitation.
7.4 Pain Relief: My agent shall ensure that I receive appropriate pain relief, even if it may hasten my death, as long as the primary intent is to relieve pain.
7.5 Specific Instructions: [SPECIFY LIFE-SUSTAINING TREATMENT INSTRUCTIONS OR NONE].

8. AGENT'S OBLIGATIONS
8.1 Duties of Agent: My agent shall:

(a) Act in good faith and in my best interests.

(b) Consult with me, if possible, before making decisions.

(c) Consider my religious and moral beliefs, values, and preferences.

(d) Consult with my health care providers and other persons who may have knowledge of my wishes.

(e) Keep records of decisions made on my behalf.
8.2 Standard of Care: My agent shall exercise the degree of care, diligence, and skill that a reasonably prudent person would exercise in similar circumstances.

9. REVOCATION OF PRIOR DOCUMENTS
9.1 Revocation: I revoke any and all prior medical powers of attorney, health care proxies, living wills, and advance directives previously executed by me.
9.2 Prior Documents: This document supersedes any prior medical power of attorney or health care proxy, including [LIST PRIOR DOCUMENTS OR STATE NONE].

10. REVOCATION OF THIS DOCUMENT
10.1 Right to Revoke: I may revoke this Medical Power of Attorney at any time by:

(a) Executing a written revocation.

(b) Orally expressing my intent to revoke in the presence of a witness.

(c) Physically destroying the document.

(d) Any other manner recognized by Oklahoma law.
10.2 Effect of Revocation: Upon revocation, my agent's authority shall terminate immediately, and I shall notify my health care providers in writing.

11. AGENT'S ACCEPTANCE
11.1 Acceptance: By signing below, my agent accepts the appointment and agrees to act in accordance with this document and applicable Oklahoma law.
11.2 Agent's Signature: [AGENT FULL LEGAL NAME] signs: _________________________ Date: [DATE]
11.3 Alternate Agent's Signature: [FIRST ALTERNATE AGENT FULL LEGAL NAME] signs: _________________________ Date: [DATE]
11.4 Second Alternate Agent's Signature: [SECOND ALTERNATE AGENT FULL LEGAL NAME] signs: _________________________ Date: [DATE]

12. WITNESSES
12.1 Witness Requirement: This document must be signed by two competent adult witnesses who are not related to me by blood, marriage, or adoption and who are not entitled to any portion of my estate.
12.2 Witness One:

Name: [WITNESS ONE FULL LEGAL NAME]

Address: [WITNESS ONE STREET ADDRESS]

City, State, ZIP: [WITNESS ONE CITY, STATE, ZIP]

Signature: _________________________ Date: [DATE]
12.3 Witness Two:

Name: [WITNESS TWO FULL LEGAL NAME]

Address: [WITNESS TWO STREET ADDRESS]

City, State, ZIP: [WITNESS TWO CITY, STATE, ZIP]

Signature: _________________________ Date: [DATE]

13. NOTARY ACKNOWLEDGMENT
13.1 Notary Public: This document was acknowledged before me on [DATE] by [PRINCIPAL FULL LEGAL NAME], who is personally known to me or who produced [IDENTIFICATION TYPE AND NUMBER] as identification.
13.2 Notary Signature: _________________________ Date: [DATE]
13.3 Notary Public Name: [NOTARY PUBLIC FULL LEGAL NAME]
13.4 My Commission Expires: [COMMISSION EXPIRATION DATE]
13.5 Notary Seal: [NOTARY SEAL]

14. PRINCIPAL'S SIGNATURE
14.1 Execution: I, [PRINCIPAL FULL LEGAL NAME], sign this Oklahoma Medical Power of Attorney on [DATE], intending it to be effective as my durable medical power of attorney and health care proxy.
14.2 Principal's Signature: _________________________ Date: [DATE]

15. COPIES AND ORIGINALS
15.1 Original Document: The original of this document shall be kept at [LOCATION OF ORIGINAL DOCUMENT].
15.2 Copies: Copies of this document shall be provided to my agent, alternate agents, primary physician, and [OTHER PERSONS OR INSTITUTIONS].
15.3 Photocopies: A photocopy of this document shall have the same effect as the original.

16. SEverability
16.1 Severability: If any provision of this document is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

17. GOVERNING LAW
17.1 Governing Law: This document shall be governed by and construed in accordance with the laws of the State of Oklahoma.

18. ADDITIONAL INSTRUCTIONS
18.1 Additional Instructions: [SPECIFY ANY ADDITIONAL INSTRUCTIONS OR STATE NONE].

19. DECLARATION
19.1 Declaration: I declare that I am of sound mind and under no duress, fraud, or undue influence at the time of signing this document.
19.2 Principal's Initials: _________

20. SIGNATURES AND DATES
20.1 Principal Signature: _________________________ Date: [DATE]
20.2 Agent Signature: _________________________ Date: [DATE]
20.3 First Alternate Agent Signature: _________________________ Date: [DATE]
20.4 Second Alternate Agent Signature: _________________________ Date: [DATE]
20.5 Witness One Signature: _________________________ Date: [DATE]
20.6 Witness Two Signature: _________________________ Date: [DATE]
20.7 Notary Signature: _________________________ Date: [DATE]
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