MEDICAL TREATMENT AUTHORIZATION FOR ELDERLY PARENTS

I. PARTIES AND PATIENT INFORMATION

This Medical Treatment Authorization for Elderly Parents ("Authorization") is made and entered into as of [DATE OF EXECUTION].

By and between:

Authorizing Adult Child: [ADULT CHILD FULL NAME]

Address of Authorizing Adult Child: [ADULT CHILD STREET ADDRESS]

[ADULT CHILD CITY, STATE, ZIP CODE]

Phone Number of Authorizing Adult Child: [ADULT CHILD PHONE NUMBER]

Email of Authorizing Adult Child: [ADULT CHILD EMAIL ADDRESS]

Relationship to Patient: [RELATIONSHIP TO PATIENT]

Elderly Parent / Patient: [PATIENT FULL NAME]

Address of Patient: [PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

Date of Birth of Patient: [PATIENT DATE OF BIRTH]

Patient Phone Number: [PATIENT PHONE NUMBER]

Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME]

Physician Address: [PHYSICIAN STREET ADDRESS]

[PHYSICIAN CITY, STATE, ZIP CODE]

Physician Phone Number: [PHYSICIAN PHONE NUMBER]

RE: AUTHORIZATION FOR MEDICAL TREATMENT AND HEALTH CARE DECISION-MAKING

II. RECITALS

WHEREAS, the Patient is an elderly parent of the Authorizing Adult Child and desires to authorize the Authorizing Adult Child to act on the Patient's behalf with respect to medical treatment and health care decisions;

WHEREAS, the Patient wishes to ensure that necessary medical care may be obtained without delay in the event the Patient becomes unable to provide consent;

WHEREAS, the Authorizing Adult Child agrees to act in accordance with the Patient's wishes, values, and best interests;

NOW, THEREFORE, the parties agree as follows:

III. AUTHORIZATION AND SCOPE OF AUTHORITY

1. GRANT OF AUTHORIZATION
1.1 Grant of Authority: The Patient hereby authorizes the Authorizing Adult Child named above to consent to, refuse, or withdraw medical treatment on the Patient's behalf, subject to the terms of this Authorization.
1.2 Effective Date: This Authorization becomes effective on [EFFECTIVE DATE] and shall remain in effect until [EXPIRATION DATE OR EVENT], unless revoked earlier in writing.
1.3 Scope of Authority: The authority granted includes, but is not limited to, consent to routine examinations, diagnostic testing, prescription medications, surgical procedures, hospitalization, emergency treatment, and admission to or discharge from health care facilities.
1.4 Limitations: This Authorization does not authorize the Authorizing Adult Child to consent to [SPECIFY ANY LIMITATIONS, E.G., EXPERIMENTAL TREATMENT, ELECTIVE PROCEDURES], except as expressly permitted in writing by the Patient.

2. HEALTH CARE DECISION-MAKING
2.1 Medical Decisions: The Authorizing Adult Child may make health care decisions consistent with the Patient's known wishes and, where wishes are unknown, in the Patient's best interests.
2.2 Access to Records: The Authorizing Adult Child is authorized to request, receive, and review the Patient's medical records and to communicate with health care providers regarding the Patient's condition and treatment.
2.3 End-of-Life Decisions: The Authorizing Adult Child may make decisions regarding palliative care, hospice care, and life-sustaining treatment in accordance with [SPECIFY PATIENT'S INSTRUCTIONS OR REFERENCED ADVANCE DIRECTIVE].

3. EMERGENCY AUTHORIZATION
3.1 Emergency Treatment: In the event of a medical emergency, the Authorizing Adult Child is authorized to consent to emergency medical treatment on the Patient's behalf.
3.2 Emergency Contact: The Authorizing Adult Child shall be listed as the primary emergency contact with the Patient's health care providers and facilities.
3.3 Notification: Health care providers shall make reasonable efforts to notify the Authorizing Adult Child of any significant change in the Patient's condition.

4. APPOINTMENT OF ALTERNATE AGENT
4.1 Alternate Agent: If the Authorizing Adult Child is unavailable, incapacitated, or unwilling to act, the Patient appoints [ALTERNATE AGENT FULL NAME] as alternate agent.
4.2 Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]

[ALTERNATE AGENT CITY, STATE, ZIP CODE]
4.3 Alternate Agent Phone Number: [ALTERNATE AGENT PHONE NUMBER]
4.4 Authority of Alternate Agent: The alternate agent shall have the same authority granted to the Authorizing Adult Child under this Authorization.

5. HIPAA AUTHORIZATION
5.1 Release of Information: The Patient authorizes the release of protected health information to the Authorizing Adult Child and the alternate agent for purposes of making health care decisions.
5.2 Covered Entities: This authorization applies to all physicians, hospitals, clinics, insurers, and other covered entities as defined under the Health Insurance Portability and Accountability Act (HIPAA).
5.3 Duration of HIPAA Authorization: This HIPAA authorization remains effective until [HIPAA EXPIRATION DATE OR EVENT], unless revoked in writing.

6. REVOCATION
6.1 Right to Revoke: The Patient may revoke this Authorization at any time by providing written notice to the Authorizing Adult Child and the Patient's health care providers.
6.2 Effect of Revocation: Upon revocation, the authority granted under this Authorization shall terminate, except as to actions already taken in good faith.
6.3 Revocation Notice Address: [REVOCATION NOTICE ADDRESS]

7. REPRESENTATIONS AND WARRANTIES
7.1 Patient Capacity: The Patient represents that he or she has the capacity to execute this Authorization and does so voluntarily.
7.2 Good Faith: The Authorizing Adult Child agrees to act in good faith and in accordance with the Patient's wishes and applicable law.
7.3 No Compensation: The Authorizing Adult Child shall not receive compensation for acting under this Authorization, except reimbursement for reasonable expenses approved by the Patient.

8. INDEMNIFICATION AND LIABILITY
8.1 Reliance by Providers: Health care providers may rely on this Authorization in good faith without liability for actions taken pursuant to it.
8.2 Indemnification: The Patient agrees to indemnify and hold harmless the Authorizing Adult Child from claims arising from actions taken in good faith under this Authorization, except in cases of gross negligence or willful misconduct.
8.3 Limitation of Liability: The Authorizing Adult Child shall not be liable for decisions made in good faith and in the Patient's best interests.

9. GOVERNING LAW AND DISPUTE RESOLUTION
9.1 Governing Law: This Authorization shall be governed by the laws of the State of [STATE OF GOVERNING LAW].
9.2 Dispute Resolution: Any dispute arising under this Authorization shall be resolved through [MEDIATION/ARBITRATION/LITIGATION] in [COUNTY, STATE].
9.3 Severability: If any provision of this Authorization is held invalid, the remaining provisions shall remain in full force and effect.

10. GENERAL PROVISIONS
10.1 Entire Agreement: This Authorization constitutes the entire agreement between the parties regarding its subject matter.
10.2 Amendments: This Authorization may be amended only in writing signed by the Patient and the Authorizing Adult Child.
10.3 Copies: A photocopy or electronic copy of this Authorization shall have the same effect as the original.
10.4 Notices: All notices under this Authorization shall be in writing and delivered to the addresses listed above.

11. SIGNATURES
11.1 Patient Signature: By signing below, the Patient acknowledges reading and understanding this Authorization and voluntarily grants the authority described herein.

Patient Signature: ______________________________

Patient Printed Name: [PATIENT FULL NAME]

Date: [PATIENT SIGNATURE DATE]
11.2 Authorizing Adult Child Signature: By signing below, the Authorizing Adult Child accepts the authority and responsibilities described in this Authorization.

Authorizing Adult Child Signature: ______________________________

Authorizing Adult Child Printed Name: [ADULT CHILD FULL NAME]

Date: [ADULT CHILD SIGNATURE DATE]
11.3 Alternate Agent Signature (if applicable):

Alternate Agent Signature: ______________________________

Alternate Agent Printed Name: [ALTERNATE AGENT FULL NAME]

Date: [ALTERNATE AGENT SIGNATURE DATE]

12. WITNESSES
12.1 Witness 1 Signature: ______________________________

Witness 1 Printed Name: [WITNESS 1 FULL NAME]

Witness 1 Address: [WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY, STATE, ZIP CODE]

Date: [WITNESS 1 SIGNATURE DATE]
12.2 Witness 2 Signature: ______________________________

Witness 2 Printed Name: [WITNESS 2 FULL NAME]

Witness 2 Address: [WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY, STATE, ZIP CODE]

Date: [WITNESS 2 SIGNATURE DATE]

13. NOTARY ACKNOWLEDGMENT

State of [STATE]

County of [COUNTY]

On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me (or satisfactorily proven) to be the person whose name is subscribed to the within instrument, and acknowledged that he or she executed the same for the purposes therein contained.

Notary Public Signature: ______________________________

Notary Printed Name: [NOTARY PUBLIC NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

[NOTARY SEAL]
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