DURABLE POWER OF ATTORNEY FOR HEALTH CARE

PROXY DIRECTIVE

You are to use this section to designate someone to make treatment decisions if you are unable to do so and to enforce your Living Will if one exists.  Your Living Will declaration will be in effect even if you have not designated a proxy.

I, _________________________, designate the following person as my healthcare representative to make any and all healthcare decisions for me acting in my interest, in the event that I become incapable of making decisions for myself.

Name ________________________________ Relationship ________________________________

Street _____________________________________________________________________________

City _____________________ State _____ Zip Code ______Telephone ______________________

If the person I have named above is unable to act as my healthcare representative, I hereby designate the following person(s) to do so: 

1. Name ________________________________ Relationship ________________________________

    Street ____________________________________________________________________________

    City _____________________ State _____ Zip Code ______Telephone ______________________

2. Name ________________________________ Relationship ________________________________

    Street ____________________________________________________________________________

    City _____________________ State _____ Zip Code ______Telephone ______________________

SPECIFIC DIRECTIONS: Please initial the statement below that best expresses your wishes.

 FORMCHECKBOX 

______ My healthcare representative is authorized to direct that artificially provided fluids and nutrition, such as by feeding tube or IV infusion, be withheld or withdrawn.

 FORMCHECKBOX 

______ My healthcare representative does not have the authority, and I direct that artificially provided fluids and nutrition, such as by feeding tube or IV infusion, be provided to preserve my life,  to the extent medically appropriate.

Signed ________________________________________________ Date _______________________

WITNESSES

CANNOT BE HEALTHCARE REPRESENTATIVE OR ALTERNATIVE REPRESENTATIVE IF ANY ARE NAMED.

I declare that the person who signed the document, or asked another to sign this document on his/her behalf, did so in my presence and that he/she appears at be of sound mind and free of duress or undue influence.

Signed________________________________________ Date ______________

Signed________________________________________ Date ______________

ADVANCED DIRECTIVE FOR HEALTH CARE

To my family, Doctors, and all those concerned with my care:

I, ______________________________________, being of sound mind, make this statement as a directive to be followed if for any reason I become unable to participate in decisions regarding my medical care.

Initial any that apply:

_____I want to live as long as possible regardless of the life that I may experience.  Therefore, I direct that all appropriate medical/surgical measures be provided to sustain my life regardless of my mental or physical condition.

_____I do not wish my life to be prolonged by medical or surgical treatment if:

_____My quality of life is unacceptable to me.  The following are conditions that are unacceptable to me:

· _____Permanently unconscious with a ventilator breathing for me.

· _____Permanently unconscious with a feeding tube and/or intravenous (IV)  hydration.

· _____On a ventilator when there is little or no chance of recovery.

· _____Being conscious (awake), but unable to communicate and being fed with a feeding tube and/or hydrated with IV’s to keep me alive.

· _____Living with a dementia, like Alzheimer’s disease, so severe that I am unable to recognize those who love me.

_____I am in the end stage (terminal) of a fatal or irreversible mental or physical illness, disease or condition.

_____I do not wish my life to be prolonged if the above condition(s) exist and I direct that the following procedures be withheld or withdrawn if my existence is dependent upon them for longer than:  (fill in the number)_____days _____weeks _____months.

Initial any that apply: 

_____Mechanical ventilation
_____CPR
_____Chemotherapy

_____Feeding via tubes-nasal, gastric, intravenous
_____Dialysis

_____Radiation Therapy
_____Blood Transfusions 
_____Antibiotics

If any of the above states, I want only:

_____Food/nutrition  _____Hydration-IV fluids  

_____Comfort measure (pain free)

_____Other(please list)_____________________________________________

_____Upon my death, I am willing to donate any parts of my body that may be beneficial to others.

Additional comments or exceptions:____________________________________________

The directions express my legal right to request or refuse treatment.  Therefore, I expect my family, doctor, and all those concerned with my care to regard themselves as legally and morally bound to act in accord with my wishes.

Signed______________________________________________Date__________

WITNESSES

CANNOT BE HEALTHCARE REPRESENTATIVE OR ALTERNATIVE REPRESENTATIVE IF ANY ARE NAMED.

I declare that the person who signed the document, or asked another to sign this document on his/her behalf, did so in my presence and that he/she appears at be of sound mind and free of duress or undue influence.

Signed________________________________________ Date ______________

Signed________________________________________ Date ______________

