MISSOURI HEALTHCARE POWER OF ATTORNEY FORM

I, [PRINCIPAL FULL NAME], of [PRINCIPAL CITY], [PRINCIPAL COUNTY], Missouri, being at least eighteen (18) years of age and of sound mind, voluntarily make this Healthcare Power of Attorney (this "Document") on [DATE OF SIGNING].

RE: Appointment of a healthcare agent and execution of a durable power of attorney for healthcare decisions under Chapter 404 of the Missouri Revised Statutes.

1. DESIGNATION OF HEALTHCARE AGENT
1.1 I designate the following person as my Healthcare Agent (also referred to as my attorney in fact) to make healthcare decisions for me when I am unable to make them for myself:

Agent Name: [AGENT FULL NAME]

Agent Address: [AGENT STREET ADDRESS]

Agent City, State, ZIP: [AGENT CITY], [AGENT STATE], [AGENT ZIP]

Agent Telephone: [AGENT TELEPHONE NUMBER]

Agent Relationship to Me: [AGENT RELATIONSHIP]
1.2 If the person named above is unavailable, unable, or unwilling to serve, or if my designation is revoked or otherwise becomes ineffective, I designate the following person as my alternate Healthcare Agent:

Alternate Agent Name: [ALTERNATE AGENT FULL NAME]

Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]

Alternate Agent City, State, ZIP: [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP]

Alternate Agent Telephone: [ALTERNATE AGENT TELEPHONE NUMBER]

Alternate Agent Relationship to Me: [ALTERNATE AGENT RELATIONSHIP]

2. EFFECTIVE DATE AND DURABILITY
2.1 This Document becomes effective upon my incapacity to make healthcare decisions for myself, as determined by my attending physician, and shall remain in effect during any period of incapacity.
2.2 This Document is intended to be a durable power of attorney and shall not be affected by my subsequent disability, incapacity, or incompetence.
2.3 This Document shall remain in effect until my death unless I revoke it in writing or execute a subsequent healthcare power of attorney.

3. AUTHORITY OF HEALTHCARE AGENT
3.1 My Healthcare Agent shall have full authority to make any and all healthcare decisions for me that I could make if I were able, including but not limited to consenting to, refusing, or withdrawing medical treatment, surgery, medication, and diagnostic procedures.
3.2 My Healthcare Agent shall have authority to admit me to or discharge me from a hospital, nursing home, residential care facility, hospice, or other healthcare institution, and to arrange for my care and treatment.
3.3 My Healthcare Agent shall have authority to request, receive, review, and authorize the release of my medical records and healthcare information, consistent with applicable privacy laws.
3.4 My Healthcare Agent shall have authority to employ and discharge physicians, nurses, and other healthcare providers, and to arrange for payment for my healthcare services from available resources.
3.5 My Healthcare Agent shall have authority to make decisions regarding the withholding or withdrawal of life-sustaining treatment, including artificially provided nutrition and hydration, subject to any limitations stated in this Document and consistent with Missouri law.

4. LIMITATIONS ON AUTHORITY
4.1 My Healthcare Agent shall not have authority to consent to any of the following, except as expressly permitted by law or by a separate written directive signed by me: [SPECIFY ANY LIMITATIONS OR STATE "NONE"].
4.2 My Healthcare Agent shall exercise authority consistent with my known wishes, values, and religious beliefs, and, where my wishes are unknown, in my best interest.

5. STATEMENT OF WISHES AND PREFERENCES
5.1 I direct that my Healthcare Agent be guided by the following wishes and preferences regarding my care: [DESCRIBE WISHES AND PREFERENCES].
5.2 I direct that my Healthcare Agent be guided by the following religious or moral beliefs: [DESCRIBE RELIGIOUS OR MORAL BELIEFS].

6. NOMINATION OF GUARDIAN
6.1 If a guardian of my person is to be appointed, I nominate my Healthcare Agent, or if my Healthcare Agent is unable or unwilling to serve, my Alternate Agent, to serve as guardian of my person.

7. REVOCATION OF PRIOR DOCUMENTS
7.1 I revoke any prior healthcare power of attorney, durable power of attorney for healthcare, or similar healthcare directive previously executed by me.

8. HIPAA AUTHORIZATION
8.1 I authorize any physician, hospital, healthcare facility, insurer, or other covered entity to disclose my protected health information to my Healthcare Agent and Alternate Agent named in this Document, consistent with the Health Insurance Portability and Accountability Act (HIPAA) and applicable Missouri law.

9. COMPENSATION AND REIMBURSEMENT
9.1 My Healthcare Agent shall serve without compensation but shall be entitled to reimbursement for reasonable expenses incurred on my behalf.

10. RELIANCE AND INDEMNIFICATION
10.1 No person who relies in good faith on the authority of my Healthcare Agent under this Document shall be liable to me or my estate for any act or omission taken in such reliance.

11. SEverability
11.1 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 This Document shall be governed by and construed in accordance with the laws of the State of Missouri.

13. SIGNATURE OF PRINCIPAL
13.1 I sign this Document voluntarily and while of sound mind, on [DATE OF SIGNING].

Principal Signature: _______________________________________

Principal Printed Name: [PRINCIPAL FULL NAME]

Principal Address: [PRINCIPAL STREET ADDRESS]

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

14. WITNESSES
14.1 The Principal signed this Document in our presence, and we believe the Principal to be of sound mind and acting voluntarily. We are not the Healthcare Agent or Alternate Agent named in this Document, and we are not related to the Principal by blood, marriage, or adoption.

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], [WITNESS 1 STATE], [WITNESS 1 ZIP]

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], [WITNESS 2 STATE], [WITNESS 2 ZIP]

15. NOTARY ACKNOWLEDGMENT
15.1 State of Missouri
15.2 County of [COUNTY OF NOTARIZATION]
15.3 On this [DAY] day of [MONTH], [YEAR], 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 Document, and acknowledged that [HE/SHE] executed the same for the purposes therein contained.
15.4 In witness whereof, I have hereunto set my hand and official seal.

Notary Public Signature: _______________________________________

Notary Printed Name: [NOTARY PUBLIC FULL NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

16. ACCEPTANCE BY HEALTHCARE AGENT
16.1 I, [AGENT FULL NAME], accept the designation as Healthcare Agent under this Document and agree to act in accordance with the Principal's wishes and in the Principal's best interest.

Agent Signature: _______________________________________

Agent Printed Name: [AGENT FULL NAME]

Date: [DATE OF AGENT ACCEPTANCE]

17. ACCEPTANCE BY ALTERNATE HEALTHCARE AGENT
17.1 I, [ALTERNATE AGENT FULL NAME], accept the designation as Alternate Healthcare Agent under this Document and agree to act in accordance with the Principal's wishes and in the Principal's best interest if called to serve.

Alternate Agent Signature: _______________________________________

Alternate Agent Printed Name: [ALTERNATE AGENT FULL NAME]

Date: [DATE OF ALTERNATE AGENT ACCEPTANCE]
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