ADULT MEDICAL TREATMENT AUTHORIZATION FOR CAREGIVERS

This Adult Medical Treatment Authorization for Caregivers ("Authorization") is made on [DATE OF AUTHORIZATION] by and between the undersigned parties.

PRINCIPAL (ADULT PATIENT)

[PRINCIPAL FULL LEGAL NAME]

[PRINCIPAL STREET ADDRESS]

[PRINCIPAL CITY, STATE, ZIP CODE]

[PRINCIPAL DATE OF BIRTH]

[PRINCIPAL PHONE NUMBER]

AUTHORIZED CAREGIVER

[CAREGIVER FULL LEGAL NAME]

[CAREGIVER STREET ADDRESS]

[CAREGIVER CITY, STATE, ZIP CODE]

[CAREGIVER PHONE NUMBER]

[CAREGIVER RELATIONSHIP TO PRINCIPAL]

ALTERNATE AUTHORIZED CAREGIVER (OPTIONAL)

[ALTERNATE CAREGIVER FULL LEGAL NAME]

[ALTERNATE CAREGIVER STREET ADDRESS]

[ALTERNATE CAREGIVER CITY, STATE, ZIP CODE]

[ALTERNATE CAREGIVER PHONE NUMBER]

[ALTERNATE CAREGIVER RELATIONSHIP TO PRINCIPAL]

RE: Authorization for the Authorized Caregiver to consent to and arrange medical treatment for the Principal.

1. PURPOSE AND SCOPE OF AUTHORIZATION
1.1 Purpose: The Principal designates the Authorized Caregiver named above to act on the Principal's behalf for the limited purpose of consenting to, arranging, and facilitating medical care and treatment as described in this Authorization.
1.2 Effective Date: This Authorization takes effect on [EFFECTIVE DATE] and remains in effect until [EXPIRATION DATE] unless revoked earlier in writing.
1.3 Scope of Authority: The Authorized Caregiver may consent to routine and emergency medical treatment, authorize diagnostic procedures, arrange appointments, and communicate with health care providers, subject to the limitations stated in Section

4.

2. AUTHORITY GRANTED TO CAREGIVER
2.1 Consent to Medical Treatment: The Authorized Caregiver may give or withhold consent to medical examination, treatment, and procedures recommended by a licensed health care provider, consistent with the Principal's known wishes and this Authorization.
2.2 Emergency Treatment: The Authorized Caregiver may authorize emergency medical treatment, including ambulance transport and hospital admission, when the Principal is unable to consent and delay would risk serious harm.
2.3 Access to Medical Records: The Authorized Caregiver may request, receive, and review the Principal's medical records and information to the extent permitted by applicable law and the Principal's separate HIPAA authorization, if any.
2.4 Communication with Providers: The Authorized Caregiver may speak with physicians, nurses, pharmacists, and other providers regarding the Principal's care, medications, and treatment plans.
2.5 Arrangement of Care: The Authorized Caregiver may schedule appointments, arrange transportation, and coordinate services necessary for the Principal's care.

3. LIMITATIONS ON AUTHORITY
3.1 Excluded Treatments: This Authorization does not permit the Authorized Caregiver to consent to [LIST ANY EXCLUDED TREATMENTS OR PROCEDURES].
3.2 Life-Sustaining Treatment: Authority regarding life-sustaining treatment is limited as follows: [DESCRIBE LIMITATIONS OR REFERENCE TO ADVANCE DIRECTIVE].
3.3 Mental Health Treatment: Authority regarding mental health treatment is limited as follows: [DESCRIBE LIMITATIONS].
3.4 Research Participation: The Authorized Caregiver may not consent to participation in medical research unless separately authorized in writing.
3.5 Other Limitations: [DESCRIBE ANY ADDITIONAL LIMITATIONS].

4. PRINCIPAL'S WISHES AND INSTRUCTIONS
4.1 Known Wishes: The Principal's known wishes regarding medical care are as follows: [DESCRIBE WISHES OR REFERENCE TO ADVANCE DIRECTIVE].
4.2 Religious or Cultural Preferences: [DESCRIBE ANY RELIGIOUS OR CULTURAL PREFERENCES].
4.3 Primary Care Provider: [PRIMARY CARE PROVIDER NAME AND CONTACT INFORMATION].
4.4 Preferred Hospital or Facility: [PREFERRED HOSPITAL OR FACILITY NAME AND CONTACT INFORMATION].

5. RELATIONSHIP TO OTHER DOCUMENTS
5.1 Advance Directive: This Authorization is [IS / IS NOT] subject to a separate advance directive or living will dated [ADVANCE DIRECTIVE DATE].
5.2 Health Care Power of Attorney: This Authorization is [IS / IS NOT] subject to a health care power of attorney naming [AGENT NAME].
5.3 HIPAA Authorization: This Authorization [INCLUDES / DOES NOT INCLUDE] authorization to disclose protected health information under HIPAA.
5.4 Conflict: In the event of conflict between this Authorization and any advance directive or health care power of attorney, the [ADVANCE DIRECTIVE / HEALTH CARE POWER OF ATTORNEY / THIS AUTHORIZATION] shall control.

6. DURATION AND REVOCATION
6.1 Duration: This Authorization remains in effect until [EXPIRATION DATE] or until revoked.
6.2 Revocation: The Principal may revoke this Authorization at any time by written notice delivered to the Authorized Caregiver and to the Principal's health care providers.
6.3 Effect of Revocation: Upon revocation, the Authorized Caregiver's authority under this Authorization terminates immediately, except for actions already taken in good faith.
6.4 Death of Principal: This Authorization terminates upon the death of the Principal.

7. CAREGIVER ACKNOWLEDGMENT
7.1 Acceptance: The Authorized Caregiver accepts the responsibilities described in this Authorization and agrees to act consistent with the Principal's wishes and applicable law.
7.2 Standard of Care: The Authorized Caregiver agrees to act in good faith and in the best interest of the Principal.
7.3 No Compensation: The Authorized Caregiver [WILL / WILL NOT] receive compensation for acting under this Authorization.

8. HEALTH CARE PROVIDER RELIANCE
8.1 Reliance: Health care providers may rely on this Authorization until they receive actual notice of revocation.
8.2 Verification: Providers may request verification of the Authorized Caregiver's identity and authority.
8.3 Immunity: Health care providers acting in good faith reliance on this Authorization shall be held harmless to the extent permitted by law.

9. INDEMNIFICATION AND LIABILITY
9.1 Good Faith Actions: The Authorized Caregiver shall not be liable for actions taken in good faith under this Authorization.
9.2 Indemnification: The Principal agrees to indemnify and hold harmless the Authorized Caregiver from claims arising from good faith actions under this Authorization, to the extent permitted by law.

10. GOVERNING LAW
10.1 Governing Law: This Authorization shall be governed by the laws of the State of [STATE].
10.2 Severability: If any provision is held invalid, the remaining provisions shall remain in full force and effect.
10.3 Entire Agreement: This Authorization constitutes the entire agreement regarding its subject matter and supersedes prior understandings.

11. SIGNATURES
11.1 Principal Signature: By signing below, the Principal confirms that this Authorization is made voluntarily and with full understanding of its contents.

PRINCIPAL SIGNATURE: ______________________________

PRINCIPAL PRINTED NAME: [PRINCIPAL FULL LEGAL NAME]

DATE: [DATE SIGNED BY PRINCIPAL]
11.2 Authorized Caregiver Signature: By signing below, the Authorized Caregiver accepts the authority and responsibilities described in this Authorization.

AUTHORIZED CAREGIVER SIGNATURE: ______________________________

AUTHORIZED CAREGIVER PRINTED NAME: [CAREGIVER FULL LEGAL NAME]

DATE: [DATE SIGNED BY CAREGIVER]
11.3 Alternate Authorized Caregiver Signature (Optional):

ALTERNATE CAREGIVER SIGNATURE: ______________________________

ALTERNATE CAREGIVER PRINTED NAME: [ALTERNATE CAREGIVER FULL LEGAL NAME]

DATE: [DATE SIGNED BY ALTERNATE CAREGIVER]

12. WITNESSES
12.1 Witness One: I confirm that the Principal signed this Authorization in my presence and appeared to understand its contents.

WITNESS ONE SIGNATURE: ______________________________

WITNESS ONE PRINTED NAME: [WITNESS ONE FULL NAME]

WITNESS ONE ADDRESS: [WITNESS ONE ADDRESS]

DATE: [DATE SIGNED BY WITNESS ONE]
12.2 Witness Two: I confirm that the Principal signed this Authorization in my presence and appeared to understand its contents.

WITNESS TWO SIGNATURE: ______________________________

WITNESS TWO PRINTED NAME: [WITNESS TWO FULL NAME]

WITNESS TWO ADDRESS: [WITNESS TWO ADDRESS]

DATE: [DATE SIGNED BY WITNESS TWO]

13. NOTARY ACKNOWLEDGMENT (IF REQUIRED BY STATE LAW)

STATE OF [STATE]

COUNTY OF [COUNTY]

On [NOTARY DATE], before me, [NOTARY PUBLIC NAME], personally appeared [PRINCIPAL FULL LEGAL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that they executed the same in their authorized capacity and that by their signature on the instrument, the person executed the instrument.

NOTARY PUBLIC SIGNATURE: ______________________________

NOTARY PUBLIC PRINTED NAME: [NOTARY PUBLIC NAME]

NOTARY COMMISSION EXPIRATION DATE: [NOTARY COMMISSION EXPIRATION DATE]

SEAL: [NOTARY SEAL]
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