
ADVANCE HEALTH CARE DIRECTIVE

I, ____________________ (hereinafter "principal"), hereby designate and appoint
____________________ as my agent to make health care decisions for me, as authorized
in this document.  

I. ALTERNATE AGENTS

If he/she is unable or unwilling to act as my agent, or if I revoke that person’s
appointment as my agent, then I designate ____________________ as my agent to make
health care decisions for me, as authorized in this document. If he/she is unable or
unwilling to act as my agent, or if I revoke that person’s appointment as my agent, then I
designate ____________________ as my agent to make health care decisions for me, as
authorized in this document. 

II.  EFFECTIVE DATE OF AGENT’S AUTHORITY

My agent’s authority shall become effective only when both my primary care
physician and my agent, in consultation with each other, agree that I am unable to make
my own health care decisions.  If I have attached a Designation of Primary Physician form
to this Advance Health Care Directive, then I designate the physician so named for the
purpose of capacity determination.  If my primary care physician or the physicians I have
designated on the attached form are unable or unwilling to make a determination of my
capacity to make my own health care decisions, then my attending physician shall make
this determination, in consultation with my agent.  Before using this document on my
behalf, my primary care physician and my agent shall attach written declarations under
penalty of perjury, attached to this document, that I am unable to make my own health care
decisions.

III. GENERAL AUTHORITY OF AGENT

If I become incapable of making informed health care decisions, I grant my agent
full power and authority to make health care decisions for me, and to consent to any care,
treatment, service, or procedure to maintain, diagnose, or treat my physical or mental
condition, and to make all decisions for me before or after my death, to the same extent
that I could make such decisions for myself, if I had the capacity to do so, subject to the
limitations set forth in this document.

I further give and grant to my agent full power and authority to do and perform every
act necessary and proper to be done in the exercise of any of the powers granted herein
as fully as I might or could do if personally capable.
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IV. SPECIFIC AUTHORITY OF AGENT

The powers of my agent and health care decisions authorized hereunder shall
include the following:

A.    Requesting, receiving and reviewing any information, written or verbal,
regarding my physical or mental health, including, but not limited to, medical and hospital
records. My agent shall have the power to execute all necessary instruments and perform
all necessary acts required for the execution and implementation of all authorizations
contained in this document.  My agent shall  also have the power to execute any releases
and other documents on my behalf, including, but not limited to, documents titled or
purported to be a “refusal to permit treatment” or “leaving hospital against medical advice”
and any necessary waiver or release of liability. My agent may consent to disclosure of this
information. I hereby waive any doctor-patient privilege or confidentiality as to my agent.

The powers and release of medical information contained herein shall apply to any
of my information which is governed under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA), 42 USA 1320d and 45 CFR pts 160, 164, and
California Law.  I intend my agent to be dealt with by all my health care providers, as
required by HIPAA and California Law, in the exact same way as I would be treated with
respect to my rights regarding the use and disclosure of my identifiable protected health
information or other medical records.

Pursuant to HIPAA and California Law, I authorize any covered entity, including, but
not limited to, any physician, health care professional, dentist, health plan, hospital, nursing
home, clinic, laboratory, pharmacy, or any other covered health care provider, any
insurance company, and the Medical Information Bureau, Inc., or other health care
clearinghouse that has provided treatment, consultation or other services to me or that has
paid for or is seeking to be paid for services, to give, disclose, and release to my agent,
without restriction and at my agent’s request, all of my individually identifiable health
information and medical records regarding any past, present, or future medical or mental
health condition, including, but not limited to, any and all information relating to any mental
illness (including information contained in mental health records protected by the
Lanterman-Petris-Short Act).

B.     Consulting with, selecting, discharging and advising any physicians, nurses,
therapists, dentists, or any other medical and/or health care institutions on my behalf.  All
such personnel and institutions are specifically requested to abide by any and all decisions
and instructions of my agent.

C. Authorizing, or refusing to authorize, any health care decisions, procedures
or treatments, regarding any physical or mental condition, including but not limited to
emergency care, hospitalization, diagnostic tests, surgery, therapy, programs of
medication, and/or any other kind of treatment or procedure that, in my agent’s sole
discretion, is necessary for my benefit and well being.
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D.      Refusing admittance to any person to any facility where I am a patient or
resident.

E.        Disposing of my body or parts thereof, pursuant to the Uniform Anatomical
Gifts Act of the California Health and Safety Code.

F. Authorizing an autopsy pursuant to the Health and Safety Code.

G. Consenting to the withholding of or cessation of treatment that would keep
me alive, including artificial nutrition and hydration, CPR, and all other forms of health care.
If I have an incurable or irreversible physical or mental condition, or if I am terminally ill,
even if I am not in a persistent vegetative state or some other form of unconsciousness,
I only want care and treatment that would allow me to take part in activities of daily living,
to eat and drink and to communicate meaningfully with others. I want to live my life in
dignity, and for my loved ones to have pleasant memories of my last days. I do not want
to be a burden to my family. Thus, I wish to be allowed to die without prolonging my death
with medical treatment that will not benefit me. 

My agent is to consider the relief of suffering and the quality and length of any
possible extension of my life in making decisions concerning life-sustaining treatment. I
want to die free of unnecessary pain and suffering.  I do not want artificial nutrition and
hydration unless necessary for my comfort or to alleviate pain.

Before acting, my agent shall attempt to communicate with me regarding my desires
unless such attempt would be futile. If I am unreachable by such communication, and my
desires regarding a particular health care decision are unknown, my agent should make 
health care decisions for me, guided by any preferences that I have previously expressed,
preferences stated herein, and information received from my attending physician(s)
concerning my prognosis, all the while having my best interests in mind. In determining my
best interests, my agent shall consider my personal values to the extent known by my
agent.

Regarding any decision to withhold or withdraw life-sustaining treatment, I desire
that my agent act after allowing a reasonable period of time for observation and diagnosis.

I desire that my agent order whatever is appropriate to keep me as comfortable and
as free of pain as is reasonably possible, including (1) pain-relieving drugs, (2) surgical or
medical procedures calculated to relieve pain, and (3) unconventional pain-relief therapies
that my agent believes may be helpful, subject to restrictions on life-sustaining treatment
set forth above. My agent may order such drugs or procedures even though they may have
adverse side effects, may cause addiction, or may hasten the moment of my death.

H.       Executing all necessary instruments and performing all necessary acts
required for the execution and implementation of all decisions that my agent is authorized
by this document to make.
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I.     Receiving 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.

J.       If I develop Alzheimer’s disease or dementia, I would like all noninvasive life-
prolonging treatments such as artificial nutrition, fluids, and antibiotics so long as I have the
ability to meaningfully interact with my family and friends, and am physically independent,
but I do not want highly intrusive treatments such as CPR, mechanical ventilation, or kidney
dialysis. However, if I lose the capacity for meaningful interaction and physical
independence, I then want only treatments that would make me more comfortable and free
from pain. I would then not want artificial hydration or nutrition.

K. I have complete trust and confidence in my agent, who knows and
understands my desires, and in whose judgment I have absolute faith, to exercise his or
her discretion, in a manner that would be satisfactory to me, if I had the capacity to give
or refuse to give consent. My agent shall exercise the powers set forth in this document in
accordance with my expressed desires, as known to my agent, whether or not contained
in this document.

L. If my health care provider refuses to honor my agent's decisions as stated
in this document, I empower my agent to direct my health care provider to transfer my care
to another health care provider who will honor my wishes. If my health care provider fails
to honor my wishes as stated in the document, I further direct and authorize my agent to
take appropriate legal action, if necessary in my agent's judgment, to enforce my right of
self determination as I have intended by executing this document.

M.      My agent may make decisions relating to my personal care, including, but not
limited to, determining where I will live, what meals I will eat, hiring household employees,
providing transportation, handling mail, and arranging recreation and entertainment. 

N.    My agent is not authorized to make decisions to commit or place me in a
mental health treatment facility. My agent may not authorize convulsive treatment,
psychosurgery or sterilization.

V. SUBSEQUENT INCAPACITY

This Advance Health Care Directive shall not be affected by my subsequent
incapacity.

VI. APPOINTMENT OF CONSERVATOR

A.     If it becomes necessary to appoint a Conservator of my person, I  nominate
my agent as the Conservator of my person.
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B.     I grant my Conservator all the powers specified in the California Probate Code.
I have complete trust and confidence in persons I have nominated, and request that the
Court appoint any of them as my Conservator without bond, or if a bond is required, I
request that a minimum bond be set.  I revoke all prior Conservatorship nominations.

VII. DURATION

This Advance Health Care Directive shall exist for an indefinite period of time and
shall not expire.

VIII. COPIES

A copy of this document shall have the same effect as the original.

IX. PRIOR DESIGNATIONS REVOKED

I revoke any prior durable power of attorney for health care and Advance Health
Care Directive.

I am executing this Advance Health Care Directive at __________________,
California, on ____________________ (date).

                                                                                                        (sig n)

By (printed name): _________________________, Principal
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STATEMENT OF WITNESSES

I declare under penalty of perjury under the laws of California (1) that the individual
who signed or acknowledged this advance health care directive is personally known to me,
or that the individual's identity was proven to me by convincing evidence (2) that the
individual signed or acknowledged this advance directive in my presence, (3) that the
individual appears to be of sound mind and under no duress, fraud, or undue influence, (4)
that I am not a person appointed as agent by this advance directive, and (5) 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.

  First witness    Second witness

  ________________________________     ________________________________
  (print name)       (print name)

  ________________________________     ________________________________
    (address)                   (address)

  ________________________________     ________________________________
              (city)                        (state)      (city)                           (state)

  ________________________________     ________________________________
                (signature of witness) (signature of witness) 

  ________________________________     ________________________________
      (date)                      (date)

ADDITIONAL STATEMENT OF WITNESSES

At least one of the above witnesses must also sign the following declaration:

I further declare under penalty of perjury under the laws of California that I am not
related to the individual executing this advance health care 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.

________________________________     ________________________________
                (signature of witness) (signature of witness) 
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SPECIAL WITNESS REQUIREMENT

The following statement is required only if you are a patient in a skilled nursing
facility--a health care facility that provides the following basic services: skilled nursing care
and supportive care to patients whose primary need is for availability of skilled nursing care
on an extended basis. The patient advocate or ombudsman must sign the following
statement:

STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN

I declare under penalty of perjury under the laws of California that I am a patient
advocate or ombudsman as designated by the State Department of Aging and that I am
serving as a witness as required by Section 4675 of the Probate Code.

________________________________     ________________________________
                             (date)             (sign your name)

________________________________     ________________________________
                          (address) (print your name) 
 

________________________________    
            (city)                           (state)
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DESIGNATION OF PRIMARY PHYSICIAN

For all purposes under this Advance Health Care Directive, I designate as my
primary physician the following persons in the order listed below:

PRIMARY PHYSICIAN: ____________________________________

ADDRESS: _____________________________________________

TELEPHONE: ___________________________________________

FIRST ALTERNATE PHYSICIAN: ____________________________

ADDRESS: _____________________________________________

TELEPHONE: ___________________________________________

SECOND ALTERNATE PHYSICIAN: _________________________

ADDRESS: _____________________________________________

TELEPHONE: ___________________________________________
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