HEALTH CARE DIRECTIVE (LIVING WILL)
I, ___________________________, want everyone who cares for me to know what health care I want when I cannot let others know what I want.
SECTION 1: Quality of Life Preferences
I want my doctor to try treatments that may restore me to an acceptable quality of life. However, if my quality of life becomes unacceptable to me and my condition is irreversible, I direct that all life-extending treatments be withdrawn.
A quality of life that is unacceptable to me includes (check all that apply):
☐ Chronic unconsciousness (coma or persistent vegetative state)
☐ Inability to communicate needs
☐ Inability to recognize family or friends
☐ Total or near total dependence on others
☐ Other: ___________________________
Choose one option below:
☐ I still wish to receive food and water through a tube or IV even if I have the conditions above.
☐ I do NOT wish to receive food and water through a tube or IV if I have the conditions above.
SECTION 2: Refusal of Certain Treatments
Check the treatments you do not want under any circumstances:
☐ Cardiopulmonary Resuscitation (CPR)
☐ Ventilation (breathing machine)
☐ Feeding tube
☐ Dialysis
☐ Other: ___________________________
SECTION 3: End-of-Life Preferences
When I am near death, it is important to me that:
______________________________________________________________
______________________________________________________________
______________________________________________________________
NOTE:
• If you only want a Health Care (Medical) Power of Attorney, draw a large X through this page.
• Discuss this form with your agent, your doctor(s), and loved ones.
• Carry a copy when going to the hospital or traveling.
• Review and update this form regularly.
• You can revoke or modify this form at any time.				
HEALTH CARE (MEDICAL) POWER OF ATTORNEY
It is important to choose someone to make healthcare decisions for you when you cannot. Inform your chosen agent about your preferences.
I, ___________________________, as principal, designate ___________________________ as my health care agent (including mental health). My agent has full authority to make any and all health care decisions for me.
This power becomes effective when I am unable to make or communicate my health care decisions.
☐ (Initial here) I authorize my agent to admit me to a psychiatric facility if required.
☐ (Initial here) This directive cannot be revoked during incapacity.
Agent’s Address and Phone Number:
______________________________________________________________
Alternate Agent: ___________________________
Alternate Agent’s Address and Phone Number:
______________________________________________________________
HIPAA Release: I authorize my agent to access my health information per HIPAA guidelines.
SIGNATURE & WITNESSING
Principal’s Signature: ___________________________     Date: ________________
Witness Declaration:
I affirm that the individual signing this form is personally known to me, appears to be of sound mind, and acted voluntarily. I am not related by blood, marriage, or adoption, and have no claim against their estate.
Witness Signature: ___________________________     Date: ________________
NOTARY ACKNOWLEDGMENT (Optional)
State of ___________________________
County of ___________________________
On this _____ day of ________________, 20____, before me personally appeared ___________________________, known to me to be the person who executed this document.
In witness thereof, I hereunto set my hand and official seal.
Notary Public: ___________________________
My commission expires: ___________________
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