
MEDICAL DURABLE POWER OF ATTORNEY FOR 
HEALTH CARE DECISIONS

I, ____________________________________________, (Declarant) (Print or Type Your Name)

hereby appoint:

___________________________________________
Name of Agent

___________________________________________
Agent’s Home Telephone Number

___________________________________________
Agent’s Work Telephone Number

___________________________________________
Agent’s Home Address

as my agent to make health care decisions for me if and when I am unable to make my own health care decisions. 
This gives my agent the power to consent to giving, withholding or stopping any health care, treatment, service or 
diagnostic procedure. My agent also has the authority to talk with health care personnel, get information and sign 
forms necessary to carry out those decisions.

If the person named as my agent is not available or is unable to act as my agent, then I appoint the following 
person(s) to serve in the order listed below:

___________________________________________
(Agent Name)

___________________________________________
(Home Telephone #) (Work Telephone #)

___________________________________________
(Agent Name)

___________________________________________
(Home Telephone #) (Work Telephone #)

By this document I intend to create a Medical Durable Power of Attorney which shall take effect upon my 
incapacity to make my own health care decisions and shall continue during that incapacity.

My agent shall make health care decisions as I may direct below or as I make known to him or her in some other 
way. If I have not expressed a choice about the health care in question, my agent shall base his/her decision on 
what he/she believes to be in my best interest.


