INDIANA MEDICAL POWER OF ATTORNEY TEMPLATE

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

PRINCIPAL NAME: [PRINCIPAL FULL NAME]

PRINCIPAL ADDRESS: [PRINCIPAL STREET ADDRESS]

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

PRINCIPAL DATE OF BIRTH: [PRINCIPAL DATE OF BIRTH]

PRINCIPAL TELEPHONE: [PRINCIPAL TELEPHONE NUMBER]

ATTORNEY-IN-FACT NAME: [ATTORNEY-IN-FACT FULL NAME]

ATTORNEY-IN-FACT ADDRESS: [ATTORNEY-IN-FACT STREET ADDRESS]

ATTORNEY-IN-FACT CITY, STATE, ZIP: [ATTORNEY-IN-FACT CITY, STATE, ZIP]

ATTORNEY-IN-FACT TELEPHONE: [ATTORNEY-IN-FACT TELEPHONE NUMBER]

ALTERNATE ATTORNEY-IN-FACT NAME: [ALTERNATE ATTORNEY-IN-FACT FULL NAME]

ALTERNATE ATTORNEY-IN-FACT ADDRESS: [ALTERNATE ATTORNEY-IN-FACT STREET ADDRESS]

ALTERNATE ATTORNEY-IN-FACT CITY, STATE, ZIP: [ALTERNATE ATTORNEY-IN-FACT CITY, STATE, ZIP]

ALTERNATE ATTORNEY-IN-FACT TELEPHONE: [ALTERNATE ATTORNEY-IN-FACT TELEPHONE NUMBER]

RE: APPOINTMENT OF HEALTH CARE REPRESENTATIVE AND GRANT OF HEALTH CARE POWERS

1. DESIGNATION OF HEALTH CARE REPRESENTATIVE
1.1 Principal: I, [PRINCIPAL FULL NAME], of [PRINCIPAL CITY, STATE], being an adult of sound mind, voluntarily make this Medical Power of Attorney pursuant to Indiana Code 16-36-1 (Living Wills and Life-Prolonging Procedures) and applicable Indiana law.
1.2 Health Care Representative: I designate [ATTORNEY-IN-FACT FULL NAME] as my health care representative (attorney-in-fact) to make health care decisions for me as authorized in this document.
1.3 Representative Contact Information: My health care representative may be contacted at [ATTORNEY-IN-FACT TELEPHONE NUMBER], [ATTORNEY-IN-FACT STREET ADDRESS], [ATTORNEY-IN-FACT CITY, STATE, ZIP].
1.4 Alternate Health Care Representative: If [ATTORNEY-IN-FACT FULL NAME] is unavailable, unable, unwilling, or ineligible to serve, or if my designation is revoked or terminated, I designate [ALTERNATE ATTORNEY-IN-FACT FULL NAME] as my alternate health care representative, contactable at [ALTERNATE ATTORNEY-IN-FACT TELEPHONE NUMBER], [ALTERNATE ATTORNEY-IN-FACT STREET ADDRESS], [ALTERNATE ATTORNEY-IN-FACT CITY, STATE, ZIP].
1.5 No Compensation: My health care representative shall serve without compensation, but shall be reimbursed for reasonable expenses incurred in acting on my behalf.

2. EFFECTIVE DATE AND DURATION
2.1 Effective Date: This Medical Power of Attorney becomes effective on [EFFECTIVE DATE] and remains in effect until revoked by me or terminated as provided by law.
2.2 Continuing Effect Upon Incapacity: This document shall continue in effect notwithstanding my subsequent disability, incapacity, or incompetence.
2.3 Durability: This Medical Power of Attorney is intended to be a durable power of attorney for health care and shall not be affected by my later disability or incapacity.

3. AUTHORITY OF HEALTH CARE REPRESENTATIVE
3.1 General Authority: My health care representative shall have authority to make any health care decision for me that I could make if I were able, including but not limited to consenting to, refusing, or withdrawing medical treatment, subject to the limitations stated in this document.
3.2 Specific Powers: My health care representative may, on my behalf:

(a) consent to or refuse medical, surgical, dental, diagnostic, and hospital care, treatment, and procedures;

(b) select and discharge physicians, dentists, nurses, therapists, and other health care providers;

(c) authorize admission to or discharge from a hospital, nursing facility, assisted living facility, residential care facility, or other health care institution;

(d) authorize the administration of medications and the use of medical devices;

(e) authorize or refuse the administration of pain relief, including palliative care;

(f) authorize or refuse mental health treatment, subject to applicable Indiana law;

(g) authorize or refuse autopsy and anatomical gifts, subject to my stated wishes in Section 6;

(h) authorize the release of my medical records and health information to my health care representative and to third parties as necessary to carry out this document;

(i) hire and discharge health care providers and pay reasonable fees for services from my funds; and

(j) take any other action necessary to carry out the intent of this document.
3.3 Limitations: My health care representative may not authorize any act that is prohibited by Indiana law, and may not consent to my admission to a mental health facility for more than [NUMBER] days without court approval, except as permitted by law.
3.4 Life-Prolonging Procedures: My health care representative may make decisions regarding life-prolonging procedures only in accordance with my Living Will, if any, and my stated wishes in Section 5 of this document.

4. WISHES REGARDING MEDICAL TREATMENT
4.1 General Statement of Wishes: I direct that my health care representative make decisions consistent with my known wishes, values, and religious beliefs, and, if my wishes are unknown, in my best interest.
4.2 Specific Instructions: [DESCRIBE ANY SPECIFIC TREATMENT WISHES, PREFERENCES, OR RESTRICTIONS, OR STATE "NONE"].
4.3 Pain Relief: I direct that I be provided with appropriate medication and treatment to relieve pain and discomfort, even if such treatment may hasten death, to the extent permitted by Indiana law.
4.4 Artificial Nutrition and Hydration: [STATE WISHES REGARDING ARTIFICIAL NUTRITION AND HYDRATION, OR STATE "MY HEALTH CARE REPRESENTATIVE SHALL DECIDE CONSISTENT WITH MY WISHES"].

5. END-OF-LIFE DECISIONS
5.1 Terminal Condition: If I am in a terminal condition and my death is imminent, I direct that my health care representative [STATE WISHES, E.G., "AUTHORIZE WITHDRAWAL OF LIFE-PROLONGING PROCEDURES" OR "CONTINUE TREATMENT"].
5.2 Persistent Vegetative State: If I am in a persistent vegetative state, I direct that my health care representative [STATE WISHES, E.G., "AUTHORIZE WITHDRAWAL OF ARTIFICIAL NUTRITION AND HYDRATION" OR "CONTINUE TREATMENT"].
5.3 Do Not Resuscitate: I [DO / DO NOT] authorize my health care representative to consent to a do-not-resuscitate order on my behalf.
5.4 Hospice and Palliative Care: I [DO / DO NOT] authorize my health care representative to arrange for hospice and palliative care services.

6. ANATOMICAL GIFTS AND AUTOPSY
6.1 Anatomical Gifts: Upon my death, I [DO / DO NOT] wish to make an anatomical gift of [SPECIFY ORGANS OR "ANY NEEDED ORGANS AND TISSUES"] for transplantation, therapy, research, or education, in accordance with Indiana law.
6.2 Autopsy: I [DO / DO NOT] authorize an autopsy, except as required by law.
6.3 Disposition of Remains: My health care representative [SHALL / SHALL NOT] have authority to make decisions regarding the disposition of my remains, subject to any written instructions I have provided.

7. ACCESS TO MEDICAL RECORDS
7.1 Authorization: I authorize any physician, hospital, health care provider, or health care facility to disclose my protected health information to my health care representative, as necessary to carry out this document, in accordance with the Health Insurance Portability and Accountability Act (HIPAA) and Indiana law.
7.2 Release of Information: My health care representative may execute any release or authorization necessary to obtain my medical records.

8. NOMINATION OF GUARDIAN
8.1 Guardian Nomination: If a guardian of my person is necessary, I nominate [ATTORNEY-IN-FACT FULL NAME] as guardian, and if unavailable, [ALTERNATE ATTORNEY-IN-FACT FULL NAME].
8.2 Court Appointment: This nomination is not intended to avoid the appointment of a guardian by a court, but to express my preference to the court.

9. REVOCATION OF PRIOR DOCUMENTS
9.1 Revocation: I revoke all prior medical powers of attorney, health care representative designations, and similar documents previously executed by me.
9.2 Prior Living Will: This document [DOES / DOES NOT] revoke any Living Will previously executed by me. If it does not, my Living Will remains in effect.

10. REVOCATION AND AMENDMENT
10.1 Revocation by Principal: I may revoke this Medical Power of Attorney at any time while I have capacity by executing a written revocation, by physically destroying the document, or by executing a new medical power of attorney.
10.2 Revocation by Representative: My health care representative may revoke this document only if I have authorized such revocation in writing.
10.3 Amendment: This document may be amended only by a written instrument signed by me while I have capacity.

11. NOMINATION OF HEALTH CARE REPRESENTATIVE BY OTHERS
11.1 No Conflict: If any person is nominated as my health care representative by another document or by operation of law, the designation in this document shall control to the extent permitted by Indiana law.

12. SEVERABILITY
12.1 Severability: If any provision of this Medical Power of Attorney is held invalid or unenforceable, the remaining provisions shall continue in full force and effect.

13. GOVERNING LAW
13.1 Governing Law: This Medical Power of Attorney shall be governed by and construed in accordance with the laws of the State of Indiana.

14. SIGNATURE OF PRINCIPAL
14.1 Execution: I sign this Medical Power of Attorney on [DATE], at [CITY, STATE], Indiana, and declare that I have read and understand its contents and that I am of sound mind and acting voluntarily.

PRINCIPAL SIGNATURE: ________________________________________

PRINCIPAL PRINTED NAME: [PRINCIPAL FULL NAME]

DATE SIGNED: [DATE]

15. WITNESSES
15.1 Witness Statement: We, the undersigned witnesses, each declare that the Principal signed this Medical Power of Attorney in our presence, that the Principal appeared to be of sound mind and not under duress, fraud, or undue influence, and that we are not the health care representative, alternate health care representative, or a person related to the Principal by blood, marriage, or adoption, and are not entitled to any portion of the Principal's estate.

WITNESS 1 SIGNATURE: ________________________________________

WITNESS 1 PRINTED NAME: [WITNESS 1 FULL NAME]

WITNESS 1 ADDRESS: [WITNESS 1 STREET ADDRESS]

WITNESS 1 CITY, STATE, ZIP: [WITNESS 1 CITY, STATE, ZIP]

WITNESS 1 DATE: [DATE]

WITNESS 2 SIGNATURE: ________________________________________

WITNESS 2 PRINTED NAME: [WITNESS 2 FULL NAME]

WITNESS 2 ADDRESS: [WITNESS 2 STREET ADDRESS]

WITNESS 2 CITY, STATE, ZIP: [WITNESS 2 CITY, STATE, ZIP]

WITNESS 2 DATE: [DATE]

16. NOTARY ACKNOWLEDGMENT (OPTIONAL)
16.1 Acknowledgment: State of Indiana, County of [COUNTY].
16.2 Notary Statement: 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 [HE / SHE / THEY] executed the same for the purposes therein contained.

NOTARY PUBLIC SIGNATURE: ________________________________________

NOTARY PRINTED NAME: [NOTARY FULL NAME]

NOTARY COMMISSION EXPIRATION DATE: [NOTARY COMMISSION EXPIRATION DATE]

NOTARY SEAL: [NOTARY SEAL]

MY COMMISSION EXPIRES: [NOTARY COMMISSION EXPIRATION DATE]

17. ACCEPTANCE BY HEALTH CARE REPRESENTATIVE
17.1 Acceptance: I, [ATTORNEY-IN-FACT FULL NAME], accept the designation as health care representative under this Medical Power of Attorney and agree to act in accordance with the Principal's wishes and this document.

HEALTH CARE REPRESENTATIVE SIGNATURE: ________________________________________

HEALTH CARE REPRESENTATIVE PRINTED NAME: [ATTORNEY-IN-FACT FULL NAME]

DATE: [DATE]

18. ACCEPTANCE BY ALTERNATE HEALTH CARE REPRESENTATIVE
18.1 Acceptance: I, [ALTERNATE ATTORNEY-IN-FACT FULL NAME], accept the designation as alternate health care representative under this Medical Power of Attorney and agree to act in accordance with the Principal's wishes and this document if called to serve.

ALTERNATE HEALTH CARE REPRESENTATIVE SIGNATURE: ________________________________________

ALTERNATE HEALTH CARE REPRESENTATIVE PRINTED NAME: [ALTERNATE ATTORNEY-IN-FACT FULL NAME]

DATE: [DATE]

19. COPIES
19.1 Copies: A photocopy or electronic copy of this executed Medical Power of Attorney shall have the same force and effect as the original.

20. ADDITIONAL PROVISIONS
20.1 Additional Instructions: [INSERT ANY ADDITIONAL INSTRUCTIONS OR STATE "NONE"].
20.2 Distribution: Copies of this document have been provided to [NAME OF HEALTH CARE REPRESENTATIVE], [NAME OF ALTERNATE HEALTH CARE REPRESENTATIVE], [NAME OF PHYSICIAN OR HEALTH CARE PROVIDER], and [OTHER RECIPIENT NAME].
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