ILLINOIS MEDICAL DECISION-MAKING AUTHORIZATION

[PRINCIPAL FULL NAME]

[PRINCIPAL STREET ADDRESS]

[PRINCIPAL CITY, STATE, ZIP CODE]

[PRINCIPAL DATE OF BIRTH]

[PRINCIPAL PHONE NUMBER]

RE: ILLINOIS MEDICAL DECISION-MAKING AUTHORIZATION

1. DESIGNATION OF AUTHORIZED DECISION-MAKER

1.1 Principal: I, [PRINCIPAL FULL NAME], being an adult of sound mind and residing at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], voluntarily execute this Illinois Medical Decision-Making Authorization.

1.2 Authorized Decision-Maker: I designate the following individual as my authorized decision-maker:

[AGENT FULL NAME]

[AGENT STREET ADDRESS]

[AGENT CITY, STATE, ZIP CODE]

[AGENT PHONE NUMBER]

[AGENT RELATIONSHIP TO PRINCIPAL]

1.3 Alternate Decision-Maker: If the authorized decision-maker named above is unavailable, unwilling, or unable to act, I designate the following individual as my alternate decision-maker:

[ALTERNATE AGENT FULL NAME]

[ALTERNATE AGENT STREET ADDRESS]

[ALTERNATE AGENT CITY, STATE, ZIP CODE]

[ALTERNATE AGENT PHONE NUMBER]

[ALTERNATE AGENT RELATIONSHIP TO PRINCIPAL]

2. EFFECTIVE DATE AND DURATION

2.1 Effective Date: This authorization becomes effective on [EFFECTIVE DATE], or upon my incapacity to make medical decisions as determined by [PHYSICIAN NAME OR DETERMINING PARTY].

2.2 Duration: This authorization shall remain in effect until [EXPIRATION DATE OR EVENT], unless revoked earlier in accordance with Section 7.

3. AUTHORITY GRANTED

3.1 General Authority: My authorized decision-maker shall have the authority to make medical decisions on my behalf, including but not limited to consenting to, refusing, or withdrawing medical treatment, when I am unable to make or communicate those decisions myself.

3.2 Specific Powers: My authorized decision-maker is authorized to:

(a) Consent to or refuse medical examinations, diagnostic procedures, and treatment.

(b) Consent to or refuse admission to or discharge from a hospital, nursing facility, or other health care facility.

(c) Consent to or refuse surgical procedures.

(d) Consent to or refuse the administration of medications.

(e) Authorize the release of medical records and health information in accordance with applicable law.

(f) Hire and discharge health care providers.

(g) Make decisions regarding mental health treatment, to the extent permitted by law.

(h) Make decisions regarding the withholding or withdrawal of life-sustaining treatment, subject to Section 4.

(i) [ADDITIONAL SPECIFIC POWERS, IF ANY]

3.3 Limitations: My authorized decision-maker shall not have the authority to [LIST ANY LIMITATIONS OR RESTRICTIONS].

4. LIFE-SUSTAINING TREATMENT AND END-OF-LIFE DECISIONS

4.1 Life-Sustaining Treatment: My authorized decision-maker [SHALL / SHALL NOT] have the authority to direct the withholding or withdrawal of life-sustaining treatment on my behalf.

4.2 Artificial Nutrition and Hydration: My authorized decision-maker [SHALL / SHALL NOT] have the authority to direct the withholding or withdrawal of artificially administered nutrition and hydration.

4.3 Palliative Care: I direct that my authorized decision-maker ensure that I receive appropriate palliative care and pain relief, including [SPECIFY PREFERENCES].

4.4 Organ and Tissue Donation: [SPECIFY DONATION PREFERENCES OR STATE "NO PREFERENCE"].

4.5 Anatomical Gift: [SPECIFY ANATOMICAL GIFT PREFERENCES, IF ANY].

5. INSTRUCTIONS AND PREFERENCES

5.1 Treatment Preferences: I direct my authorized decision-maker to follow the following instructions and preferences regarding my medical care:

[DESCRIBE TREATMENT PREFERENCES AND INSTRUCTIONS]

5.2 Values and Wishes: In making decisions, my authorized decision-maker should consider my personal values, religious beliefs, and wishes, including:

[DESCRIBE VALUES, BELIEFS, AND WISHES]

5.3 Primary Physician: My primary care physician is [PRIMARY PHYSICIAN NAME], located at [PHYSICIAN ADDRESS], telephone [PHYSICIAN PHONE NUMBER].

6. ACCESS TO MEDICAL INFORMATION

6.1 I authorize my authorized decision-maker to receive and review my medical records and health information to the extent necessary to make informed medical decisions on my behalf, in accordance with the Health Insurance Portability and Accountability Act (HIPAA) and applicable Illinois law.

6.2 This authorization shall serve as my written consent for the release of protected health information to my authorized decision-maker named in Section 1.

7. REVOCATION

7.1 I may revoke this authorization at any time by providing written notice to my authorized decision-maker and my health care providers, or by executing a new medical decision-making authorization.

7.2 Revocation shall be effective upon [SPECIFY MANNER OF REVOCATION].

8. NOMINATION OF GUARDIAN

8.1 If a guardian of my person is to be appointed, I nominate my authorized decision-maker named in Section 1 to serve as guardian of my person, to the extent permitted by law.

9. RELATIONSHIP AND CONFLICTS

9.1 My authorized decision-maker shall act in good faith and in accordance with my known wishes and best interests.

9.2 My authorized decision-maker shall not be entitled to compensation for services rendered under this authorization, except for reimbursement of reasonable expenses incurred on my behalf.

10. SEVERABILITY

10.1 If any provision of this authorization is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

11. GOVERNING LAW

11.1 This authorization shall be governed by and construed in accordance with the laws of the State of Illinois.

12. SIGNATURES

12.1 Principal Signature: I have read and understand this Illinois Medical Decision-Making Authorization and sign it voluntarily.

[PRINCIPAL SIGNATURE]

[PRINCIPAL FULL NAME]

[DATE SIGNED]

12.2 Witness Signature: I declare that the principal signed this authorization in my presence, appears to be of sound mind, and is not acting under duress.

[WITNESS SIGNATURE]

[WITNESS FULL NAME]

[WITNESS ADDRESS]

[DATE SIGNED]

12.3 Second Witness Signature (if required):

[SECOND WITNESS SIGNATURE]

[SECOND WITNESS FULL NAME]

[SECOND WITNESS ADDRESS]

[DATE SIGNED]

12.4 Notary Acknowledgment (if required):

State of Illinois

County of [COUNTY NAME]

This instrument was acknowledged before me on [NOTARY DATE] by [PRINCIPAL FULL NAME].

[NOTARY PUBLIC SIGNATURE]

[NOTARY PUBLIC NAME]

[NOTARY COMMISSION EXPIRATION DATE]

[NOTARY SEAL]

13. ACCEPTANCE BY AUTHORIZED DECISION-MAKER

13.1 I, [AGENT FULL NAME], accept the designation as authorized decision-maker and agree to act in accordance with the wishes and best interests of the principal.

[AGENT SIGNATURE]

[AGENT FULL NAME]

[DATE SIGNED]

13.2 I, [ALTERNATE AGENT FULL NAME], accept the designation as alternate decision-maker and agree to act in accordance with the wishes and best interests of the principal.

[ALTERNATE AGENT SIGNATURE]

[ALTERNATE AGENT FULL NAME]

[DATE SIGNED]
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