_____

ADVANCE HEALTH CARE DIRECTIVE

By this instrument I intend to and do hereby create an Advance Health Care Directive under 18-C M.R.S.A. Sections 5-801 et seq.  A copy of this form has the same effect as the original.

ARTICLE ONE:  POWER OF ATTORNEY FOR HEALTH CARE

(A)
Designation of Agent.  I designate _____, or if he is not willing, able or reasonably available to make a health care decision for me, then _____, as my agent to make health care decisions for me.  

(B)
Powers.  My agent is authorized to make all health care decisions for me, including decisions to provide, withhold or withdraw artificial nutrition and hydration and all other forms of health care to keep me alive.  Without limiting the generality of the foregoing, my agent shall have the following powers and authority:


(1)
to have access to, and possession of, any information about my physical or mental health, including my medical records, and to request, receive and review any information, verbal or written, regarding my personal affairs or my physical or mental health, including medical and hospital records, and to execute any releases or other documents that may be required in order to obtain such information, and to disclose such information to such persons, organizations, firms or corporations as my agent shall deem appropriate;


(2)
to consult with any physician or other health care professional about my health and care and to employ and discharge medical personnel including physicians, psychiatrists, dentists, nurses, and therapists as my agent shall deem necessary for my physical, mental and emotional well-being, and to pay them (or cause to be paid to them), reasonable compensation;  


(3)
to grant, in conjunction with any instructions given under this Power, releases to hospital staff, physicians, nurses and other medical and hospital administrative personnel who act in reliance on instructions given by my agent or who render written opinions to my agent in connection with any matter described in this Power from all liability for damages suffered or to be suffered by me; to sign documents titled or purporting to be “Refusal to Permit Treatment” and “Leaving Hospital Against Medical Advice” as well as any necessary waivers of or releases from liability required by any hospital or physician to implement my wishes regarding medical treatment or non-treatment; 


(4)
to give directions to provide, withhold or withdraw artificial nutrition and hydration and all other forms of health care, including life-sustaining treatment, consistent with my instructions as set forth in this document;


(5)
to cause me to be hospitalized or otherwise confined in any hospital or nursing or other health care facility, and/or to terminate any such confinement or hospitalization; 


(6)
to make anatomical gifts which will take effect at my death to such persons and organizations as my agent shall deem appropriate and to execute such papers and do such acts as shall be necessary, appropriate, incidental or convenient in connection with such gifts;


(7)
to make advance arrangements for my funeral and burial, including the purchase of a burial plot and marker, and such other related arrangements as my agent shall deem appropriate, if I have not already done so myself;


(8)
to do and make any and all health care decisions which my said agent shall deem appropriate and in my best interest, whether specifically enumerated herein or not;

(9)
to serve as my personal representative for all purposes of the federal Health Insurance Portability and Accountability Act of 1996, 42 U.S.C. § 1320d et seq., “HIPAA,” and its regulations, 45 C.F.R. §§ 160-164, during any time that my agent is exercising authority under this document. I intend for my agent to be treated as I would be with respect to my rights regarding the use and disclosure of my individually identifiable health information and other medical records. This release authority applies to any information governed by HIPAA.  I authorize any physician, health-care professional, dentist, health plan, hospital, clinic, laboratory, pharmacy or other covered health-care provider, any insurance company and any health-care clearinghouse that has provided treatment or services to me or that has paid for, or is seeking reimbursement from me for, such services to give, disclose and release to my agent, without restriction, all of my individually identifiable health information and medical records regarding any past, present or future medical or mental health condition, to include all information relating to the diagnosis and treatment of HIV/AIDS, sexually transmitted diseases, mental illness and drug or alcohol abuse.

(C)
When Agent’s Authority Becomes Effective.  My agent can start making health care decisions for me right away, but this does not mean I have given up the right to make my own decisions if I am still aware.  When my agent makes a health care decision for me, I will be told, if possible, about that decision before it is carried out unless I say I do not want to know.  If I disagree with that decision and am still aware, I can make a different decision.  I can change my mind at any time as long as I am aware and either change or end my agent’s right to make decisions for me and make decisions for myself.  If I want to end my agent’s right to make decisions for me, I will tell my primary doctor or I will put it in writing and sign it.

(D)
Agent’s Obligations.  My agent shall make health care decisions for me in accordance with this power of attorney for health care, any instructions I give in Part 2 of this form and my other wishes to the extent known to my agent.  To the extent my wishes are unknown, my agent shall make health care decisions for me in accordance with what my agent determines to be in my best interest.  In determining my best interest, my agent shall consider my personal values to the extent known to my agent.

(E)
Nomination of Guardian.  If a guardian 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, I nominate the alternate agents whom I have named, in the order designated.

(F) Resort to Courts.  I hereby authorize my agent to seek on my behalf and at my expense:  (a) a declaratory judgment from any court of competent jurisdiction interpreting the validity of any or all acts authorized by this instrument, but such declaratory judgment shall not be necessary in order for my agent to perform any act authorized by this instrument; (b) a mandatory injunction requiring compliances with my agent’s instructions by any person, organization, corporation or other entity obligated to comply with instructions given by me; and/or (c) actual and punitive damages against any person, organization, corporation, or other entity obligated to comply with instructions given by me who negligently or willfully fails or refuses to follow such instructions.


ARTICLE TWO:  END-OF-LIFE DECISIONS


(A)
I direct that my health care providers and others involved in my care provide, withhold or withdraw treatment in accordance with the choice I have marked below:





(1)
Choice Not to Prolong Life


I do not want my life to be prolonged if (i) I have an incurable and irreversible condition that will result in my death within a relatively short time, (ii) I become unconscious and, to a reasonable degree of medical certainty, I will not regain consciousness, or (iii) the likely risks and burdens of treatment would outweigh the expected benefits.




OR






(2)
Choice to Prolong Life


I want my life to be prolonged as long as possible within the limits of generally accepted health care standards.

(B)
Artificial Nutrition and Hydration:  Artificial nutrition and hydration must be provided, withheld or withdrawn in accordance with the choice I have made in paragraph (A) unless I mark the following box.  If I mark this box [   ], artificial nutrition and hydration must be provided regardless of my condition and regardless of the choice I have made in paragraph (A).


(C)  
Relief from Pain:  I direct that treatment for alleviation of pain or discomfort be provided at all times, even if it hastens my death.

ARTICLE THREE:  DONATION OF ORGANS AT DEATH
(OPTIONAL)

(A)
Upon my death (mark applicable box),





(a)
I give any needed organs, tissues or parts.





(b)
I give the following organs, tissues or parts only:






(c)
I do not wish to give any organs, tissues, or parts.


(B)
My gift is for the following purposes (strike out any of the following you do not want):



(i)
transplant




(ii)
therapy




(iii)
research




(iv)
education

ARTICLE FOUR:  PRIMARY PHYSICIAN

(OPTIONAL)

I designate the following physician as my primary physician:

	

	(Name of physician)

	

	Address
	City
	State
	Zip Code

	

	Phone number



ARTICLE FIVE:  FUNERAL AND BURIAL ARRANGEMENTS
(OPTIONAL)

I hope that my family will follow my wishes in deciding matters after I die as noted in any boxes I have checked below.





I now choose my agent designated in Article One to have custody and control of my body after my death with the right to decide everything about my funeral and burial.

OR





I want my family to know my wishes about possible burial, cremation, funeral and memorial service if I fill in this space:

	

	

	

	

	

	

	



IN WITNESS WHEREOF, I, _____, have signed this Advance Health Care Directive this _____ day of __________, 2019.







__________________________________







_____





Address:
_____




_____
WITNESSES
Witness:
_________________________
Witness:
_________________________

Name: 
_________________________
Name:
_________________________

Address:
_________________________
Address:
_________________________

Address:
_________________________
Address:
_________________________

STATE OF MAINE

COUNTY OF CUMBERLAND




__________ _____, 2019

Personally appeared before me the above-named, _____, and acknowledged the foregoing instrument to be the free act and deed of _____.







_____________________________________







Notary Public/Attorney at Law







_____________________________________







Print Name
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