ILLINOIS HEALTHCARE POWER OF ATTORNEY

This document is a Healthcare Power of Attorney made under the Illinois Power of Attorney Act, 755 ILCS 45/4-1 et seq. (Illinois Statutory Short Form Power of Attorney for Health Care). It authorizes the agent named below to make health care decisions for the principal when the principal cannot make those decisions.

1. PRINCIPAL INFORMATION
1.1 Principal Name: [PRINCIPAL FULL NAME]
1.2 Principal Date of Birth: [PRINCIPAL DATE OF BIRTH]
1.3 Principal Address: [PRINCIPAL STREET ADDRESS]
1.4 Principal City, State, ZIP: [PRINCIPAL CITY], Illinois [PRINCIPAL ZIP CODE]
1.5 Principal Telephone Number: [PRINCIPAL TELEPHONE NUMBER]

2. DESIGNATION OF HEALTH CARE AGENT
2.1 Agent Name: [AGENT FULL NAME]
2.2 Agent Relationship to Principal: [AGENT RELATIONSHIP]
2.3 Agent Address: [AGENT STREET ADDRESS]
2.4 Agent City, State, ZIP: [AGENT CITY], [AGENT STATE]
[AGENT ZIP CODE]
2.5 Agent Telephone Number: [AGENT TELEPHONE NUMBER]
2.6 Agent Alternate Telephone Number: [AGENT ALTERNATE TELEPHONE NUMBER]

3. DESIGNATION OF SUCCESSOR AGENT
3.1 Successor Agent Name: [SUCCESSOR AGENT FULL NAME]
3.2 Successor Agent Relationship to Principal: [SUCCESSOR AGENT RELATIONSHIP]
3.3 Successor Agent Address: [SUCCESSOR AGENT STREET ADDRESS]
3.4 Successor Agent City, State, ZIP: [SUCCESSOR AGENT CITY], [SUCCESSOR AGENT STATE]
[SUCCESSOR AGENT ZIP CODE]
3.5 Successor Agent Telephone Number: [SUCCESSOR AGENT TELEPHONE NUMBER]
3.6 If the agent named in Section 2 is unable, unwilling, or unavailable to act, the successor agent named in this Section 3 shall serve as my agent with the same authority.

4. EFFECTIVE DATE AND DURATION
4.1 This power of attorney becomes effective upon my disability or incapacity as determined in accordance with Section 5, and continues until my death, unless I revoke it earlier in writing.
4.2 This power of attorney shall not be affected by my subsequent disability or incapacity.

5. DETERMINATION OF INCAPACITY
5.1 My attending physician, or a physician designated by my attending physician, shall determine whether I am unable to make and communicate health care decisions.
5.2 If I am unable to make and communicate health care decisions, my agent may act on my behalf under this power of attorney.

6. AUTHORITY OF AGENT
6.1 My agent shall have full authority to make any and all health care decisions for me, including but not limited to consenting to, refusing, or withdrawing any medical treatment, procedure, or intervention.
6.2 My agent shall have authority to consent to or refuse the administration of medication, surgery, hospitalization, and diagnostic procedures.
6.3 My agent shall have authority to authorize admission to or discharge from a hospital, nursing home, assisted living facility, hospice, or other health care facility.
6.4 My agent shall have authority to arrange for home health care, hospice care, and other supportive services.
6.5 My agent shall have authority to request, receive, and review my medical records and to consent to their disclosure to the extent permitted by law.
6.6 My agent shall have authority to make decisions regarding the withholding or withdrawal of life-sustaining treatment, including but not limited to mechanical ventilation, artificial nutrition and hydration, dialysis, and cardiopulmonary resuscitation.
6.7 My agent shall have authority to make anatomical gifts and to authorize an autopsy to the extent permitted by law.
6.8 My agent shall have authority to make decisions regarding the disposition of my remains to the extent permitted by law.

7. SPECIFIC INSTRUCTIONS AND LIMITATIONS
7.1 The following are my specific instructions regarding my health care, which my agent shall follow to the extent known and applicable: [SPECIFIC INSTRUCTIONS]
7.2 The following limitations, if any, apply to the authority of my agent: [LIMITATIONS ON AGENT AUTHORITY]

8. STATEMENT OF DESIRES REGARDING LIFE-SUSTAINING TREATMENT
8.1 If I am diagnosed with a terminal condition, permanent unconsciousness, or an incurable and irreversible condition, my wishes regarding life-sustaining treatment are as follows: [WISHES REGARDING LIFE-SUSTAINING TREATMENT]
8.2 My wishes regarding artificial nutrition and hydration are as follows: [WISHES REGARDING ARTIFICIAL NUTRITION AND HYDRATION]
8.3 My wishes regarding cardiopulmonary resuscitation are as follows: [WISHES REGARDING CARDIOPULMONARY RESUSCITATION]
8.4 My wishes regarding pain relief and comfort care are as follows: [WISHES REGARDING PAIN RELIEF AND COMFORT CARE]

9. NOMINATION OF GUARDIAN
9.1 If a guardian of my person is to be appointed, I nominate my agent named in Section 2, or if that agent is unable or unwilling to serve, my successor agent named in Section 3, to serve as guardian of my person.

10. HIPAA AUTHORIZATION
10.1 I authorize my agent to have access to my protected health information, including my medical records, to the full extent permitted by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Illinois law.
10.2 This authorization applies to all health care providers, health plans, and health care clearinghouses that have provided treatment, payment, or health care operations services to me.

11. REVOCATION OF PRIOR DOCUMENTS
11.1 I revoke all prior healthcare powers of attorney, living wills, and similar advance directives previously executed by me, to the extent inconsistent with this document.

12. NAMED PERSONS TO BE NOTIFIED
12.1 Name: [PERSON TO NOTIFY NAME]
12.2 Relationship: [PERSON TO NOTIFY RELATIONSHIP]
12.3 Address: [PERSON TO NOTIFY ADDRESS]
12.4 Telephone Number: [PERSON TO NOTIFY TELEPHONE NUMBER]

13. COPIES AND ORIGINALS
13.1 A photocopy or electronic copy of this executed document shall have the same force and effect as the original.

14. SIGNATURE OF PRINCIPAL
14.1 I sign this Healthcare Power of Attorney on [DATE OF SIGNATURE].
14.2 Principal Signature: [PRINCIPAL SIGNATURE]
14.3 Principal Printed Name: [PRINCIPAL FULL NAME]

15. WITNESSES
15.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]
15.2 Witness 1 Printed Name: [WITNESS 1 NAME]
15.3 Witness 1 Address: [WITNESS 1 ADDRESS]
15.4 Witness 1 Date: [WITNESS 1 DATE]
15.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]
15.6 Witness 2 Printed Name: [WITNESS 2 NAME]
15.7 Witness 2 Address: [WITNESS 2 ADDRESS]
15.8 Witness 2 Date: [WITNESS 2 DATE]
15.9 Each witness declares that the principal signed this document in the witness's presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence, and that the witness is not the agent, successor agent, or a person related to the principal by blood, marriage, or adoption.

16. NOTARY ACKNOWLEDGMENT
16.1 State of Illinois
16.2 County of [COUNTY NAME]
16.3 This document was acknowledged before me on [NOTARY DATE] by [PRINCIPAL FULL NAME].
16.4 Notary Public Signature: [NOTARY SIGNATURE]
16.5 Notary Printed Name: [NOTARY NAME]
16.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
16.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

17. ACCEPTANCE BY AGENT
17.1 I accept the designation as agent under this Healthcare Power of Attorney.
17.2 Agent Signature: [AGENT SIGNATURE]
17.3 Agent Printed Name: [AGENT FULL NAME]
17.4 Date: [AGENT ACCEPTANCE DATE]

18. ACCEPTANCE BY SUCCESSOR AGENT
18.1 I accept the designation as successor agent under this Healthcare Power of Attorney.
18.2 Successor Agent Signature: [SUCCESSOR AGENT SIGNATURE]
18.3 Successor Agent Printed Name: [SUCCESSOR AGENT FULL NAME]
18.4 Date: [SUCCESSOR AGENT ACCEPTANCE DATE]
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