INDIANA HEALTHCARE PROXY AUTHORIZATION FORM

This form allows you to appoint a healthcare representative to make healthcare decisions for you if you become unable to make them yourself. It is intended to comply with the Indiana Health Care Consent Act, Indiana Code Title 16, Article

36.

PARTY INFORMATION

Principal Name: [PRINCIPAL FULL NAME]

Principal Date of Birth: [PRINCIPAL DATE OF BIRTH]

Principal Address: [PRINCIPAL STREET ADDRESS]

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

Principal Telephone Number: [PRINCIPAL TELEPHONE NUMBER]

Healthcare Representative Name: [HEALTHCARE REPRESENTATIVE FULL NAME]

Healthcare Representative Relationship to Principal: [RELATIONSHIP]

Healthcare Representative Address: [HEALTHCARE REPRESENTATIVE STREET ADDRESS]

Healthcare Representative City, State, ZIP: [HEALTHCARE REPRESENTATIVE CITY, STATE, ZIP]

Healthcare Representative Telephone Number: [HEALTHCARE REPRESENTATIVE TELEPHONE NUMBER]

Alternate Healthcare Representative Name: [ALTERNATE HEALTHCARE REPRESENTATIVE FULL NAME]

Alternate Healthcare Representative Relationship to Principal: [RELATIONSHIP]

Alternate Healthcare Representative Address: [ALTERNATE HEALTHCARE REPRESENTATIVE STREET ADDRESS]

Alternate Healthcare Representative City, State, ZIP: [ALTERNATE HEALTHCARE REPRESENTATIVE CITY, STATE, ZIP]

Alternate Healthcare Representative Telephone Number: [ALTERNATE HEALTHCARE REPRESENTATIVE TELEPHONE NUMBER]

Date of Execution: [DATE OF EXECUTION]

1. APPOINTMENT OF HEALTHCARE REPRESENTATIVE
1.1 Appointment: I, [PRINCIPAL FULL NAME], appoint [HEALTHCARE REPRESENTATIVE FULL NAME] as my healthcare representative to make healthcare decisions for me as authorized in this document.
1.2 Alternate Representative: If my healthcare representative is unable, unwilling, or unavailable to act, or if the appointment is revoked, I appoint [ALTERNATE HEALTHCARE REPRESENTATIVE FULL NAME] as my alternate healthcare representative to serve with the same authority.
1.3 Scope of Authority: My healthcare representative may make any healthcare decision for me that I could make if I were able, including decisions regarding medical treatment, surgical procedures, diagnostic testing, medication, hospitalization, nursing care, mental health treatment, and the withholding or withdrawal of life-sustaining treatment, subject to any limitations stated in this document.

2. EFFECTIVE DATE AND DURATION
2.1 Effective Date: This healthcare proxy becomes effective only when my attending physician determines, and documents in my medical record, that I am incapable of consenting to or refusing healthcare, unless I have initialed the optional provision in Section 2.3.
2.2 Duration: This healthcare proxy remains in effect until I revoke it or until my death, unless I have stated a specific expiration date in Section 2.4.
2.3 Optional Immediate Effect: Initial here [INITIALS] if you want this proxy to take effect immediately and remain in effect regardless of your capacity to consent.
2.4 Optional Expiration Date: This proxy expires on [EXPIRATION DATE, IF ANY] unless revoked earlier.

3. AUTHORITY OF HEALTHCARE REPRESENTATIVE
3.1 Consent to Treatment: My healthcare representative may consent to or refuse medical treatment on my behalf, including the administration of blood, medications, and surgical procedures.
3.2 Access to Records: My healthcare representative is authorized to receive and review my protected health information and medical records to the extent necessary to make informed healthcare decisions, consistent with the Health Insurance Portability and Accountability Act (HIPAA).
3.3 Admission and Transfer: My healthcare representative may authorize admission to or discharge from a hospital, nursing facility, assisted living facility, or other healthcare institution, and may authorize transfer between facilities.
3.4 Hiring and Discharging Providers: My healthcare representative may select, employ, and discharge physicians, nurses, and other healthcare providers on my behalf.
3.5 Mental Health Treatment: My healthcare representative may consent to mental health treatment, subject to any limitations under Indiana law, including any limitations applicable to involuntary commitment.
3.6 Pain Relief: My healthcare representative shall give high priority to my comfort and relief from pain, and may consent to the administration of pain-relieving medication even if it may hasten death, provided the intent is to relieve pain.

4. LIMITATIONS ON AUTHORITY
4.1 Statement of Limitations: My healthcare representative may not authorize the following, except as expressly permitted by law: [DESCRIBE ANY LIMITATIONS, IF NONE STATE "NONE"].
4.2 Life-Sustaining Treatment: My healthcare representative [MAY / MAY NOT] authorize the withholding or withdrawal of life-sustaining treatment, including artificial nutrition and hydration, in accordance with my wishes as stated in Section

5.
4.3 Pregnancy: If I am pregnant, my healthcare
representative's authority regarding life-sustaining treatment is subject to Indiana law governing the treatment of pregnant patients.

5. STATEMENT OF WISHES AND PREFERENCES
5.1 General Wishes: My healthcare representative should follow my wishes and preferences as expressed in this document and in any conversations we have had. If my wishes are unknown, my representative should act in my best interest, considering my values and beliefs.
5.2 Quality of Life: I wish to be treated with dignity and to receive comfort care. I [DO / DO NOT] wish to receive life-prolonging treatment if I have an incurable and irreversible condition that will result in my death within a relatively short time.
5.3 Artificial Nutrition and Hydration: I [DO / DO NOT] wish to receive artificial nutrition and hydration if I am in a terminal condition or a persistent vegetative state.
5.4 Organ Donation: Upon my death, I [WISH TO / DO NOT WISH TO] donate my organs and tissues for transplantation, in accordance with my wishes and applicable law.
5.5 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR PREFERENCES, IF NONE STATE "NONE"].

6. NOMINATION OF GUARDIAN
6.1 Guardian Nomination: If a guardian of my person is needed, I nominate [NOMINATED GUARDIAN NAME] to serve as my guardian, to be appointed by a court of competent jurisdiction.

7. REVOCATION OF PRIOR DOCUMENTS
7.1 Revocation: I revoke all prior healthcare proxies, durable powers of attorney for healthcare, living wills, and similar advance directives previously executed by me, to the extent inconsistent with this document.

8. REVOCATION OF THIS DOCUMENT
8.1 Method of Revocation: I may revoke this healthcare proxy at any time by a signed and dated written revocation, by orally informing my healthcare representative or attending physician, by executing a new healthcare proxy, or by any other method recognized under Indiana law.
8.2 Effect of Revocation: Upon revocation, the authority of my healthcare representative and alternate healthcare representative terminates.

9. RELATIONSHIP AND CONFLICTS
9.1 No Compensation: My healthcare representative shall serve without compensation, but shall be reimbursed for reasonable expenses incurred in acting on my behalf.
9.2 Conflicts of Interest: My healthcare representative shall not use this authority for personal financial gain and shall act solely in my interest.

10. HIPAA AUTHORIZATION
10.1 Release of Information: I authorize any physician, hospital, healthcare facility, insurer, or other covered entity to disclose my protected health information to my healthcare representative and alternate healthcare representative for the purpose of making healthcare decisions on my behalf.

11. SEVERABILITY
11.1 Severability: If any provision of this document is held invalid or unenforceable, the remaining provisions shall continue in full force and effect.

12. GOVERNING LAW
12.1 Governing Law: This document shall be governed by and construed in accordance with the laws of the State of Indiana.

13. SIGNATURE OF PRINCIPAL
13.1 Signature: I sign this healthcare proxy voluntarily and while of sound mind, and I understand its purpose and effect.

Principal Signature: [PRINCIPAL SIGNATURE]

Principal Printed Name: [PRINCIPAL FULL NAME]

Date Signed: [DATE SIGNED]

14. WITNESSES
14.1 Witness Attestation: The principal signed this document in our presence, and we believe the principal to be of sound mind and acting voluntarily. Neither of us is the healthcare representative, the alternate healthcare representative, a person related to the principal by blood, marriage, or adoption, or a person entitled to any portion of the principal's estate.

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Address: [WITNESS 1 ADDRESS]

Witness 1 Date: [WITNESS 1 DATE]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Address: [WITNESS 2 ADDRESS]

Witness 2 Date: [WITNESS 2 DATE]

15. NOTARY ACKNOWLEDGMENT (OPTIONAL)
15.1 Acknowledgment: State of Indiana, County of [COUNTY NAME]. Before me, the undersigned notary public, personally appeared [PRINCIPAL FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that they executed the same for the purposes therein contained.

Notary Public Signature: [NOTARY SIGNATURE]

Notary Printed Name: [NOTARY PRINTED NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

My Commission Expires: [COMMISSION EXPIRATION DATE]

Date: [NOTARY DATE]

16. ACCEPTANCE BY HEALTHCARE REPRESENTATIVE (OPTIONAL)
16.1 Acceptance: I accept the appointment as healthcare representative under this document and agree to act in accordance with the principal's wishes and best interests.

Healthcare Representative Signature: [HEALTHCARE REPRESENTATIVE SIGNATURE]

Healthcare Representative Printed Name: [HEALTHCARE REPRESENTATIVE FULL NAME]

Date: [ACCEPTANCE DATE]

Alternate Healthcare Representative Signature: [ALTERNATE HEALTHCARE REPRESENTATIVE SIGNATURE]

Alternate Healthcare Representative Printed Name: [ALTERNATE HEALTHCARE REPRESENTATIVE FULL NAME]

Date: [ALTERNATE ACCEPTANCE DATE]

17. COPIES AND DISTRIBUTION
17.1 Copies: A photocopy or electronic copy of this signed document shall have the same effect as the original. I have provided copies to my healthcare representative, my alternate healthcare representative, my attending physician, and my family members as appropriate.
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