 SEQ CHAPTER \h \r 1
HEALTH CARE GENERAL DURABLE POWER OF ATTORNEY

I, __________________ , the principal, presently of _____________, designate the one of the following individuals who is able and willing to act, in the order they are listed, (TYPED NAMES, IN ORDER FROM FIRST TO LAST), as my attorney in fact and agent, solely for the purposes of making decisions for me regarding my health care (subsequently herein called "Agent").


1.
Health Care.  I grant to my Agent full authority to make decisions for me regarding my health care.  In exercising this authority, my Agent shall follow my desires as stated in this document or otherwise known to my Agent.  In making any decision, my Agent shall attempt to discuss the proposed decision with me to determine my desires if I am able to communicate in any way.  If my Agent cannot determine the choice I would want made, then my Agent shall make a choice for me based upon what my Agent believes to be in my best interests.  My Agent's authority to interpret my desires is intended to be as broad as possible, except for any limitations I may state below.  Accordingly, unless specifically limited below, my Agent is authorized as follows:


(a)
With respect to any life sustaining treatment, I specifically direct my Agent to follow any health care declaration or "living will" executed by me.  
With respect to nutrition and hydration provided by means of a nasogastric tube or tube into the stomach, intestines, or veins, I wish to make it clear that I intend to include these procedures among those "life sustaining procedures" that may be withheld or withdrawn.


(b)
To consent, refuse or withdraw consent to any and all types of medical care, treatment, surgical procedures, diagnostic procedures, medication, and the use of mechanical or other procedures that affect any bodily function, including (but not limited to) artificial respiration, 
nutritional support and hydration,  and cardiopulmonary resuscitation;


(c)
To have access to medical records and information to the same extent that I am entitled to, including the right to disclose the contents to others, and in this regard I specifically authorize any physician, healthcare professional, dentist, health plan, hospital, clinic, laboratory, pharmacy, or other healthcare provider, or any insurance company or other healthcare clearinghouse that has provided treatment of services to me or that has paid for or is seeking payment from me for such services, to give, disclose, and release to my Agent, without restriction, all of my individually identifiable health information and medical records regarding any past, present, or future medical or mental health condition, including all information relating to the diagnosis and treatment of pregnancy, HIV, AIDS, sexually transmitted diseases, mental illness, and drug or alcohol abuse.  


In addition to the other powers granted by this document, I grant to my Agent the power and authority to serve as my personal representative for all purposes under the Health Insurance Portability and Accountability Act of 1996, as amended from time to time, and its regulations (HIPAA) during any time that my Agent (hereinafter referred to in the subsequent clauses of this section as my "HIPAA personal representative") is exercising authority under this document.. Pursuant to HIPAA, I specifically authorize my HIPAA personal representative to request, receive and review any information regarding my physical or mental health, including without limitation, all HIPAA protected health information, medical and hospital records; to execute on my behalf any authorizations, releases, or other documents that may be required in order to obtain this information and to consent to the disclosure of this information.  I further authorize my HIPPA personal representative to execute on my behalf any documents necessary or desirable to implement the health care decisions that my HIPAA personal representative is authorized to make under this document. 



(i)
By signing this document, I specifically empower and authorize my physician, hospital or healthcare provider to release any and all medical records to my HIPAA personal representative or to my HIPAA personal representative's designee. 


(ii)  
The authority given to my Agent shall supersede any prior agreement that I may have made with my health care providers to restrict access to or disclosure of my individually identifiable health information.


(d)
To authorize my admission to or discharge (even against medical advice) from any hospital, nursing home, residential care, assisted living or similar facility or service;


(e)
To contract on my behalf for any health care related service or facility on my behalf, without my Agent incurring personal financial liability for such contracts;


(f)
To hire and fire medical, social service, and other support personnel responsible for my care;


(g)
To authorize any medication or procedure intended to relieve pain, even though such use may lead to physical damage, addiction, or hasten the moment of (but not intentionally cause) my death;


(h)
To authorize an autopsy and direct the disposition of my remains, to the extent permitted by law;


(i)
To take any other action necessary to do what I authorize here, including (but not limited to) granting any waiver or release from liability required by any hospital, physician, or other health care provider; signing any documents relating to refusals of treatment or the leaving of a facility against medical advice, and pursuing any legal action in my name, and at the expense of my estate to force compliance with my wishes as determined by my Agent, or to seek actual or punitive damages for the failure to comply.


2.
Interpretation and Governing Law.  This instrument is executed and delivered in the State of __________________, and the laws of the State of __________________ shall govern all questions as to the validity of this power and the construction of its provisions.


3.
Third Party Reliance.  Third parties may rely upon the representations of my Agent as to all matters relating to any health care power granted to my Agent, and no person who may act in reliance upon the representation of my Agent or the authority granted to my Agent shall incur any liability to me or my estate as a result of permitting my Agent to exercise any power.


4.
Subsequent Disability or Incapacity of Principal. This health care power of attorney shall not be affected by the subsequent disability or incapacity of the principal or lapse of time.


5.
Revocation and Termination.  This power of attorney may be amended, revoked, or terminated by the Principal by a written revocation statement signed by the Principal and acknowledged by a notary public, which written revocation statement shall be delivered to the designated Agent. This written revocation statement shall also be filed in the office of the County Clerk and Recorder of _____________ County, ________________. If the Principal executes any subsequent power of attorney, it shall not amend, revoke or terminate this power of attorney unless the subsequent power of attorney specifically indicates an intent to amend, revoke or cancel this power of attorney by express reference to this power of attorney by date of exercise and otherwise conforms to the provisions of this paragraph.  The death of the Principal shall be deemed a revocation of this power.  If the designated Agent is the spouse of the Principal, a decree of divorce, dissolution or separation shall also be deemed a revocation of such power.  The authority given to my designated Agent has no expiration date and shall expire only in the event that I revoke the authority in writing pursuant to this paragraph.


6.
Nomination of Guardian.  If protective proceedings for my person or estate are hereinafter commenced, I nominate my Agent to be guardian of my person.


7.
Substitute Agent.  If _______________________ ceases to act as my Agent due to (his/her)_______ death, incapacity or resignation, I appoint ___________________________, presently of ____________________,________________ as my attorney in fact and Agent.


IN WITNESS WHEREOF, I have executed this health care power of attorney, and I have directed that photostatic copies of this power be made, which shall have the same force and affect as the original.



DATED this ____ day of _________, 200___.

                                                                        ___________________________________

                                                                        (signature of Principal)

                                                                        ___________________________________













(typed legal name of Principal)

STATE  OF  _____________
)




     
: ss.

County of _______________
)


This instrument was acknowledged before me on the         day of _____________, 200____, by ________________.







______________________________________







(notary signature)







______________________________________







(typed  or printed notary name)


(SEAL)



Notary Public for the State of ______________







Residing at ________________,_____________







My Commission Expires: ____________
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�At next stop code select "y" to include language 'With respect to nutrition and hydration provided by means of a nasogastric tube or tube into the stomach . . .' or "n" not to include this language - Type Alt + Enter to proceed to next stop code or click on continue


�At next stop code select "y" to include language re nutritional support and hydration or "n" not to include this language - Type Alt + Enter to proceed to next stop code or click on continue







