DESIGNATION OF HEALTH CARE SURROGATE
Name:

_________________________________________
Signature:

_______________________________   Date ___________________



In the event that I have been determined to be incapacitated to provide informed consent for medical treatment and surgical and diagnostic procedures, I wish to designate as my surrogate for health care decisions:  


Name ________________________________________________

Address___________________________________________  Phone___________________
If I revoke my surrogate’s authority or if surrogate is unwilling or unable to perform his/her  duties, I wish to designate as my alternate surrogate:


Name __________________________________________________

Address____________________________________________ Phone___________________
I fully understand that this designation will permit my designee to make all health care decisions and to provide, withhold, or withdraw consent on my behalf; including artificial nutrition and hydration; to apply for public benefits to defray the cost of health care; and to authorize my admission to or transfer from a health care facility.  

My agent shall make health care decisions for me in accordance with this power of attorney (designation of health care surrogate) for health care, including any instructions I give in this form, and my other wishes to the extent known by my agent.  To the extent my wishes are unknown, my agent shall make health care decisions for me in accordance with what my agent knows or determines to be in my best interest, considering my personal values. 
My agent is not authorized to make anatomical gifts of my remains.  

I direct that my health care providers and others involved in my care do NOT prolong my life if (1) I have an incurable and irreversible condition that will result in my death within a relatively short time, (2) I become unconscious and, to a reasonable degree of medical certainty, I will not regain consciousness, or (3) the likely risks and burdens of treatment would outweigh the expected benefits. 

I direct that treatment for alleviation of pain or discomfort should be provided at all times even if it hastens my death.  

If a conservator of my person needs to be appointed for me by a court, I nominate the agent designated in this form.  If that agent is not willing, able, or reasonably available to act as guardian (surrogate), I nominate the alternate agent named above. 
A copy of this form has the same effect as the original. 
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I further affirm that this designation is not being made as a condition of treatment or admission to a health care facility.  I will notify and send a copy of this document to the following persons other than my surrogate, so they may know who my surrogate is.

Name _____________________________

Name _____________________________
Name______________________________
___________________________________________________________________________________________________________





      
I declare that the person who signed this designation of health care surrogate is personally known to me, or that the signer’s identity was proven to me by convincing evidence, that the signer acknowledged this advance directive in my presence, that the individual appears to be of sound mind and under no duress, fraud or undue influence, that I am not the individual’s health care provider, an employee of the individual’s health care provider, the operator or employee of a community care facility, nor the operator or employee of a residential care facility for the elderly.  I further declare that I am not related to the signer of this surrogate form by blood, marriage or adoption, and, to the best of my knowledge, I am not entitled to any part of the estate of the signer when he/she dies. 
________________________________

___________________________________

(date)





(signature of witness)

_______________________________________

____________________________________________

(address)





(printed name of witness)

_______________________________________

____________________________________________

(city)






(state)

_______________________________________

_____________________________________________

(date)





(signature of witness)

_______________________________________

_____________________________________________

(address)





(printed name of witness)

_______________________________________

_______________________________________________

(city)






(state)
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