

ADVANCE HEALTHCARE DIRECTIVE
PRINCIPAL:








Telephone: 

AGENT:








Telephone: 

ALTERNATE AGENT:






Telephone: 

PURPOSE: The purpose of this document is to give my agent (attorney in fact) the power to make health care decisions for me.

DEFINITIONS: "Health care" means any care, treatment, service, or procedure to affect, diagnose, maintain, or treat my physical or mental condition.  "Health Care Decision" means consent, refusal of consent, or withdrawal of consent for any health care, including decisions regarding the selection and discharge of health care providers and institutions, approval or disapproval of diagnostic tests, surgical procedures, and programs of medication; and directions to provide, withhold, or withdraw artificial nutrition and hydration and all other forms of health care, including cardiopulmonary resuscitation, as well as consent to release of medical information.

THE APPOINTMENT: If I become incapable of making informed health care decisions, I hereby grant to my agent full power and authority to consent, refuse consent, or withdraw consent to any type of health care procedure (including any procedure to maintain, diagnose, or treat any physical or mental condition), or to make any other health care decision, to the same extent that I could if I had capacity to do so, subject to the terms of this instrument.


My agent shall exercise this power and authority in accordance with my expressed desires, known to my agent, whether contained in this document or not.  Before acting, my agent shall attempt to communicate with me regarding my desires unless such attempt would be futile. 


If my desires are unknown, then my agent should decide for me, having my best interests in mind.  My agent is further authorized:

To authorize, or refuse to authorize, any health care decision, or medical treatment, if I shall be physically or mentally incapacitated or otherwise unable to make such authorization for myself, including but not limited to authorization for emergency care, hospitalization, surgery, therapy, and/or any other kind of treatment or procedure that, in my agent’s sole discretion, my agent thinks necessary for my benefit and well being.

To consult with and advise any physicians, nurses, therapists, dentists, or any other medical and/or health care institutions on my behalf, as such consultations relate to my health and welfare.  All such personnel and institutions are specifically requested to abide by any and all decisions and instructions of my agent and to release to my agent any and all information that my agent may request concerning my health and well being.

To receive into my agent’s sole possession any and all items of personal property and effects that may be recovered from or about my person by any hospital, police agency, or any other person at the time of my illness, disability, or death, this to specifically include my remains, if applicable.


I trust my agent, who knows and understands my desires, and in whose judgment I have absolute faith, to exercise discretion in a manner that would be satisfactory to me if I had the capacity to give or refuse to give consent.

DESIGNATION OF ALTERNATE AGENT: If the person designated as my agent is not available and willing to make a health care decision for me, then the person designated herein as my alternate agent shall serve as my agent to make health care decisions for me as authorized in this document.

NOMINATION OF CONSERVATOR: If a conservatorship of my person is deemed necessary, I hereby nominate the individual designated herein as my agent as conservator of my person.  If my agent is not available and willing to make decisions for me, then my alternate agent shall serve as my conservator.

LIMITATIONS: My agent shall have the sole and exclusive authority to make decisions relating to my personal care, including, but not limited to determining where I will live, providing meals, hiring household employees, providing transportation, handling mail, and arranging recreation and entertainment.  Third parties I appoint to handle my finances shall act to facilitate and implement personal care decisions by my agent.  I direct that treatment to alleviate pain or discomfort be provided at all time, even if it hastens my death. 


I direct that my health care providers and others involved in my care withhold all treatments, other than those needed to keep me comfortable, and that my physician(s) allow me to die as gently as possible in the following circumstances:

$ 

If I am suffering from a terminal condition from which death is expected in a relatively short time, or

$ 

If I become unconscious, and to a reasonable degree of medical certainty, I will not regain consciousness, or

$ 

If the likely risks and burdens of treatment would outweigh the expected benefits.


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 the "life-sustaining procedures" that may be withheld or withdrawn under the conditions given above.  I direct that treatment for alleviation of pain or discomfort be provided at all times, even if it hastens my death.

AGENT'S DUTY: My agent must act in a way consistent with my desires.  If my desires are unknown, my agent must act in my best interests.  A court can take away the power of my agent to make health care decisions for me if my agent:

$ 

Authorizes anything that is illegal.

$ 

Acts contrary to my known desires, or

$ 

Where my desires are not known, does anything that is clearly contrary to my best interests.

STOPPING TREATMENT: Unless I specify otherwise in this document, the power to make health care decisions for me includes the power to consent to my doctor withholding or stopping treatment necessary to keep me alive.

MY CONSENT: Despite this document, I have the right to make health care decisions for myself so long as I can give informed consent.  No treatment may be given to me over my objection.  Health care necessary to keep me alive may not be stopped or withheld if I object at the time.

REVOCATION: I have the right to revoke the appointment of my agent by telling him or her about the revocation orally or in writing.  I have the right to revoke the authority granted by this document by telling the treating physician, hospital, or other health care provider orally or in writing of the revocation.

RECORDS: Subject to any limitations in this document, my agent has the power and authority to request, review, and receive any information, verbal or written, regarding my physical or mental health, including, but not limited to, any medical and/or hospital records, and consent to disclosure of this information.

POST-DEATH POWERS: Subject to any limitations in this document, my agent has the power and authority to do all of the following:

$ 

Authorize an autopsy under Section 7113 of the Health and Safety Code.

$ 

Make a disposition of a part or parts of my body under the Uniform Anatomical Gift Act (Chapter 3.5 (commencing with Section 7150) of Part 1 of Division 7 of the Health and Safety Code) for transplantation only.

$ 

Direct the disposition of my remains under §7100 of the Health and Safety Code.

HOSPITAL VISITS: If I am hospitalized for any reason and my treating physician, hospital, or other health care provider decides that there will be a limit on the visitors admitted to see me, I direct that my agent, and any other persons designated by him or her, be given preference over anyone else whether related to me by law or blood.

PRIOR DESIGNATIONS: I revoke any prior durable power of attorney for health care, advanced directive, individual healthcare instructions, and/or National Death Act Declaration.

EXECUTION OF DOCUMENTS AND RELEASES: Where necessary to implement the health care decisions that my agent is authorized by this document to make, my agent has the power and authority to execute on my behalf all of the following documents:

$ 

Documents titled or purporting to be a "Refusal to Permit Treatment" and "Leaving Hospital Against Medical Advice."

$ 

Any necessary waiver or release from liability required by a hospital or physician.

$ 

Any releases or other documents that may be required in order to obtain information regarding my physical or mental health, including a valid authorization under the provisions of the Health Insurance Portability and Accountability Act of 1996 and/or under the provisions of the California Confidentiality of Medical Information Act, or any similar state law to obtain any or all of my medical records, including but not limited to psychiatric information and psychotherapy notes. 

EFFECT OF COPY: A photocopy or facsimile of this form has the same effect as the original.

RESTRICTION IN POWER OF ATTORNEY OF AUTHORITY TO PETITION: Pursuant to Probate Code Section 4753, I hereby eliminate the authority of any person listed in Probate Code Section 4765 other than myself to petition the court under Probate Code Sections 4750 - 4771 to the maximum extent possible.


I have read this important legal document entirely.  I have asked my lawyer to explain anything in it that I did not understand.  My lawyer has explained to me my rights in connection with this document, and the consequences of signing it or not signing it.  I fully understand this document.

Dated:____________________, 2010
____________________________________

WITNESS STATEMENTS
I declare under penalty of perjury under the laws of the State of California that the individual who signed or acknowledged this Advance Healthcare Directive is personally known to me, or that the individual's identity was proven to me by convincing evidence; that the individual signed or acknowledged this document in my presence; that the individual appears to be of sound mind and under no duress, fraud, or undue influence; that I am not a person appointed as agent by this Advance Healthcare Directive; and that I am not the individual's health care provider, an employee of the individual's health care provider, the operator of a community care facility, an employee of an operator of a community care facility, the operator of a residential care facility for the elderly, nor an employee of an operator of a residential care facility for the elderly.

I further declare under penalty of perjury under the laws of the State of California that I am not related to the individual executing this Advance Healthcare Directive by blood, marriage, or adoption, and, to the best of my knowledge, I am not entitled to any part of the individual's estate upon his or her death under a will now existing, or by operation of law.

Dated:____________________, 2010
____________________________________

Dated:____________________, 2010
____________________________________


LAWYER'S STATEMENT
I certify that I am a lawyer authorized to practice law in the state where this Advance Healthcare Directive was executed, and the principal was my client at the time this document was executed.  I have advised my client concerning his or her rights in connection with this document and the applicable law and the consequences of signing or not signing this document, and my client, after being so advised, has executed this Advance Healthcare Directive.

Dated:____________________, 2010
____________________________________
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