

	[bookmark: _5exaix6meugj]Medical Power of Attorney
[bookmark: _t2hc5nf5kvcb]Personal Information
Full Name: ________________________
Date of Birth: _____________________
Address: __________________________
Phone: ___________________________
[bookmark: _u9hnx5vgbis7]Healthcare Agent
I appoint the following person to make healthcare decisions for me if I cannot do so.
Agent Name: _______________________
Relationship: _____________________
Phone: ___________________________
Address: __________________________
[bookmark: _3whj13na4880]Alternate Agent (Optional)
Name: ____________________________
Relationship: _____________________
Phone: ___________________________
[bookmark: _9v9414x4axyg]Authority
My healthcare agent may:
☐ Talk with my doctors
☐ Approve or refuse treatment
☐ Access my medical records
☐ Choose healthcare facilities
[bookmark: _651gcrsnulpg]Special Instructions

[bookmark: _2kydnfge7hm7]Signature
Signature: ______________________
Date: ___________________________

[bookmark: _1xm4msvluypk]Witnesses
Witness 1: ______________________
Signature: ______________________
Date: ___________________________
Witness 2: ______________________
Signature: ______________________
Date: ___________________________

[bookmark: _ymbrftylgi16]Notary (If Required)
Notary Signature: ________________
Date: ___________________________
Seal: ___________________________




