THE DURABLE POWER OF ATTORNEY FOR HEALTH CARE

DURABLE POWER OF ATTORNEY made this __________  day of  _____________________,  20________.

1.      I, ______________________________________________________________________________, hereby appoint

 (Insert name and address of principal)

        __________________________________________________ as my attorney in fact (my agent)

to act for me in my name in any way I could act in person to make any and all decisions for me concerning my personal care, medical treatment, hospitalization, and health care and to require, withhold, or withdraw any type of medical treatment or procedure, even though my death may ensue.  

2. The powers granted above shall not include the following powers or shall be subject to the following rules

 
or limitations:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
THE SUBJECT OF LIFE-SUSTAINING OR DEATH-DELAYING TREATMENT IS OF PARTICULAR IMPORTANCE.  For your convenience in dealing with that subject, some gEneral statements concernng the withholding or removal of life-sustaining or death-delaying treatment are set forth below.  If you agree with one of these statemEnts, you may initial that statement, but do not initial more than one:
I do not want my life to be prolonged nor do I want life-sustaining or death-delaying treatment to be provided or continued if my agent believes the burdens of the treatment outweigh the expected benefits.  I want my agent to consider the relief of suffering, the expense involved, and the quality as well as the possible extension of my life in making decisions concerning life-sustaining or death-delaying treatment.

Initialed ____________________

I want my life to be prolonged and I want life-sustaining or death-delaying treatment to be provided or continued unless I am in a coma, including a persistent vegetative state, which my attending physician believes to be irreversible, in accordance with reasonable medical standards at the time of reference.  If and when I have suffered such an irreversible coma, I want life-sustaining or death-delaying treatment to be withheld or discontinued.
Initialed ____________________

I want my life to be prolonged to the greatest extent possible without regard to my condition, the chances I have for recovery, or the cost of the procedures.

Initialed ____________________
THIS POWER OF ATTORNEY MAY BE AMENDED OR REVOKED BY YOU AT ANY TIME AND IN ANY MANNER WHILE YOU ARE ABLE TO DO SO.  IN THE ABSENCE OF AN AMENDMENT OR REVOCATION, THE AUTHORITY GRANTED IN THIS POWER OF ATTORNEY WILL BECOME EFFECTIVE AT THE TIME THIS POWER  IS SIGNED AND WILL CONTINUE until YOUR DEATH AND WILL CONTINUE BEYOND YOUR DEATH IF ANATOMICAL GIFT, AUTOPSY, OR DISPOSITION OF REMAINS IS AUTHORIZED, UNLESS A LIMITATION ON THE BEGINNING DATE OR DURATION IS MADE BY INITIALING AND COMPLETING EITHER OR BOTH OF THE FOLLOWING: 

3.    
(    )  This power of attorney shall become effective on ___________________________  (a future date or event during

       your lifetime when you want this power to first take effect).

4    .
(    )  This power of attorney shall terminate on ________________  (a future date or event, such as court determination

      of your disability, incapacity, or incompetency, when you want this power to terminate prior to your death.

5. If any agent named by me shall die, become legally disabled, incapacitated, or incompetent, or resign,  refuse to

       act, or be unavailable, I name the following (each to act successively in the order named) as successors to such agent:

(2)  ____________________________________________  (3) _________________________________________

if you wish to name a guardian of your person in the event a court decides that one should be appointed, you may, but are not requIred to do so by inserting the name of such guardian in the following paragraph.  The court will (Continued on back) appoint the person nOminated by you if the court finds that such appointment will serve your best interests and welfare.  You may, but are not required to, nominate as your guardian the same person named in this form as your agent.

6.      If a guardian of my person is to be appointed, I nominate the following to serve as such guardian:

         __________________________________________________________________________________

 (Insert name and address of nominated guardian of the person)

7.

      I am fully informed as to all the contents of this form and understand the full importance of this grant of powers to my agent.

                                                                         Signed _________



__________________________________

(Principal)

(OPTIONAL)  I specifically provide that if I have executed a Living Will on or after April 16, 1992, under O.C.GA. Chapter 32, Title 31, that the Living Will will be of full force even if there continues to be an agent available to serve pursuant to this Durable Power of Attorney for Healthcare.  Both the Living Will and the Durable Power of Attorney for Healthcare shall be valid except to the extent that my wishes pursuant to the Living Will are contrary to the decisions made by the agent appointed in this document, in which case the Living Will shall take precedence.

                                                                                  Signed ________________________________________________

(Principal)              

The principal has had an opportunity to read the above form and has signed the above form in our presence.  We, the undersigned, each being over 18 yeas of age, witness the principal’s signature at the request and in the presence of the principal, and in the presence of each other, on the day and year above set out.

Witnesses:


















































































































































































































































     

                                                           Addresses:

______________________________________     _____________
_____________________________________________

Phone No.:  ____________________________      _________




































































































































































































































































































________________________________________________

______________________________________     _____________
_____________________________________________

Phone No.:  ____________________________      _________




































































































































































































































































































____________________________________________

Additional witness required when health care agency is signed in a hospital or skilled nursing facility.
I hereby witness this health care agency and attest that I believe the principal to be of sound mind and to have made this health care agency willingly and voluntarily.

                                                                       Witness:  _________________________________________________

(Attending Physician)              

Address:  _________________________________________________

                                                                                   _________________________________________________

YOU MAY, BUT ARE NOT REQUIRED TO, REQUEST YOUR AGENT AND SUCCESSOR AGENTS TO PROVIDE SPECIMAN SIGNATURES BELOW.  If you include specimen signatures in this power of attorney, you must complete the certification opposite the signatures of the agents.

Specimen signatures of








































































































































































I certify that the signature of Agent and successor(s)











































































































































































my agent and successor(s) is correct

_________________________________
___            ___________________________________________

(Agent)                                                                        









































































































































































































































































(Principal)

_________________________________
___            ____________________________________________

(Successor Agent)

                                                       

(Principal)

_________________________________
___             ____________________________________________

(Successor Agent)

                                                      


(Principal)

Your Right to Decide

GEORGIA STATUTORY SHORT FORMS: 

DURABLE POWER OF ATTORNEY FOR HEALTH CARE

AND LIVING WILL
      

Questions about your right to decide about your medical care are very important today because of the ability of medical technology to prolong life.  Especially is this true regarding issues of consent for treatment and at the end of life.  The best way for you to be in control of your medical treatment in such situations is to record your preferences in advance.  This includes an adult patient’s right to consent to, refuse or alter treatment plans and the right to formulate Advanced Directives, which will govern if you as a patient should become incapacitated.


As of July 1, 1990, Georgians now have available to them two different documents to let their health care providers know their wishes regarding their health care, even if they become unconscious or are otherwise unable to relay their wishes.  


The first of these is the Living Will, available since 1984, which allows an individual to direct that “life-sustaining procedures” should be withheld or withdrawn in situations where two physicians agree that 1)
  the individual is in a coma;  2)  the individual is in a persistent vegetative state;  3)  the individual’s condition is terminal and death will occur.   This document gives instructions to your physician and family members.


The newest document is the Durable Power of Attorney for Health Care.  This is a written document which enables the patient (the “principal”) to appoint a third party (the “agent”) to direct the course of the patient’s personal and medical care if the patient is unable to make those decisions for himself (for example, if he is unconscious).  The agent must try to make the health care decision that you, the principal, would make yourself if you were able.  In this document you can describe treatment you want and do not want which can relate to any medical condition, such as Alzheimer’s Disease, not just terminal illness. 

How These Two Documents Differ


The purpose of both documents is to make sure that the individual’s wishes are carried out, and, if desired, to avoid needless suffering on the part of patients (and their families) and to prevent the futile prolonging of the dying process.  The Durable Power differs from the Living Will in one broad aspect:


It allows you to designate an individual to act as your agent in making decisions for you regarding your personal care, medical treatments, hospitalization, and health care, whereas with the Living Will, you may make your own decisions ahead of time.

If you have both a Living Will and a Durable Power of Attorney for Health Care, the living will is ineffective and inoperative if you have an agent available to exercise the Durable Power of Attorney for Health Care unless the Durable provides otherwise.


The Durable Power of Attorney for Health Care also allows your agent to have access to your medical records and to make disposition of your body or remains following death.


Both of these documents must be signed, dated and witnessed.  You do not need a lawyer, nor do you need a Notary to complete these documents.  You may decide to consult an attorney if you have questions regarding your choices and your documents.

For further information on Advanced Directive Materials please contact the following at Henry Medical Center:

	Social Services                            770-389-2141

Nursing Services                         770-389-2473

Pastoral Care                               770-389-2252 

                   Quality Management                   770-389-2261

            770-389-2261
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How to Complete This

 Durable Power of Attorney for Health Care Form


The key benefit to the Durable Power of Attorney for Health Care over the Living Will is the document’s flexibility.  The general statements set out in the document are there for your convenience and should help to focus your thinking about the various difficulty issues involved in directing your health care decisions.  Do not feel confined by this language; you may make modifications you feel are necessary to insure that the document accurately reflects your wishes.


When you are sure the document accurately reflects your wishes, follow the directions in the document itself about signing and witnessing.  Again:  a Notary Public is not required nor is a lawyer required to complete these forms.   If you have any questions, it would be prudent to discuss them with a health care professional knowledgeable in the subject or consult an attorney.


If at any time you should change your mind about all or part of your Durable Power of Attorney, you may amend it by a signed writing or your may revoke it.  To revoke the Durable Power of Attorney, you may destroy it, tell some person over the age of 18 who is willing to confirm in writing that you want to revoke it, or write a revocation or direct that someone write one for you.

NOTICE:     The purpose of this power of attorney is to give the person you designate (your agent) broad powers to make health care decisions for you, including power to require, consent to, or withdraw any type of personal care or medical treatment for any physical or mental condition and to admit you to or discharge you from any hospital, home, or other institutions, but not including psychosurgery, sterilization, involuntary hospitalization, or treatment covered by Title 37 or the Official Code of Georgia Annotated.

This form does not impose a duty on your agent to exercise granted powers; but, when a power is exercised, your agent will have to use due care to act for your benefit and in accordance with this form.  A court can take away the power of your agent if it finds the agent is not acting properly.

You may name co-agents and successor agents under this form, but you may not name a health care provider who may be directly or indirectly involved in rendering health care to you under this power.  Unless you expressly limit the duration of this power in the manner provided below or until you revoke this power or a court acting on your behalf terminates it, your agent may exercise the powers given in this power throughout your lift time, even after you become disabled, incapacitated, or incompetent.

The powers you give your agent, your right to revoke those powers, and the penalties for violating the law are explained more fully in Code Sections 31-36-6, 31-36-90 and 31-36-10 of the Georgia “Durable Power of Attorney for Health Care Act” of which this form is a part (see separate form attached).  That Act expressly permits the use of any different form of Power of Attorney you may desire.  If there is anything about this form that you do not understand, you should ask a lawyer to explain it to you.

This grant of power is intended to be as broad as possible so that your agent will have authority to make any decision you could make to obtain or terminate any type of health care, including withdrawal of nourishment and fluids and other life-sustaining or death-delaying measures, if your agent believes such action would be consistent with your intent and desires  If you wish to limit the scope of your agent’s powers or prescribe special rules to limit the power to make an anatomical gift, authorize autopsy, or dispose of remains, you may do so in paragraph two of the durable power of attorney for health care

Living Will

     Living Will made this _____________________ (day) of  __________________  (month)   20 _____.

     I,  ____________________________________, being of sound mind, willfully and voluntarily make known my desire that my life shall not be prolonged under the circumstances set forth below and do declare

1. If at any time I should (check each option desired):

(    )  have a terminal condition,

(    )  become in a coma with no reasonable expectation of regaining consciousness, or

(    )  become in a persistent vegetative state with no reasonable expectation of regaining significant cognitive function

             as defined in and established in accordance with the procedures set forth in paragraphs (2), (9), and

             (123) of Code Section 31-32-2 of the Official Code of Georgia Annotated, I direct that the application of       

             life-sustaining procedures to my body (check the option desired):

(     )  including nourishment and hydration.

(     )  including nourishment but not hydration, or

(     )  excluding nourishment and hydration,

             be withheld or withdrawn and that I be permitted to die.

      2.        In the absence of my ability to give directions regarding the use of such life-sustaining procedures, it is my intention that this Living Will shall be honored by my family and physician(s) as the final expression of my legal right to refuse medical or surgical treatment and accept the consequences from such refusal.

3.
       I understand that I may revoke this Living Will at any time.

4.     I understand the full import of this Living Will, and I am at least 18 yeas of age and am emotionally

           and mentally competent to make this Living Will; and

5.     If I am a female and I have been diagnosed as pregnant, this Living Will shall have no force and

           effect unless the fetus is not viable and I indicate by initialing after this sentence that I want this

           Living Will to be carried out.  _________________ (Initial)

Signed  _________________________________________

____________________ (City), _________________ (County),  __________________ (State of Residence)

I hereby witness this Living Will and attest that:

(1) The declarant is personally known to me and I believe the declarant to be at least 18 years of age and of sound mind;

(2) I am at least 18 years of age;

(3) To the best of my knowledge, at the time of the execution of this Living Will, I:

(A) Am not related to the declarant by blood or marriage;

(B) Would not be entitled to any portion of the declarant’s estate by any will or by operation of law under the rules of decent and distribution of this state;

(C) Am not the attending physician of declarant or an employee of the attending pysician or an employee of the hospital or skilled nursing facility in which declarant is a patient;

(D) Am not directly financially responsible for the declarant’s medical care; and 

(E) Have no present claim against any portion of the estate of the declarant;

(4) Declarant has signed this document in my presence as above instructed, on the date above first shown.

Witness  _____________________________  Address  __________________________________________

Witness  _____________________________  Address  __________________________________________

	Additional witness required when this Living Will is signed in a hospital or skilled nursing facility.  I hereby witness this Living Will and attest that I believe the declarant to be of sound mind and to have made this Living Will willingly and voluntarily.
Witness:  _________________________________________

Medical director of skilled nursing facility or staff physician not participating in care of the patient or chief 

of the hospital medical staff or staff physician or hospital designee not participating in care of the patient.



	WHAT DO I DO NOW?

MAKE COPIES… TELL OTHERS!

Your Durable Power of Attorney or Living Will will not do you any good if you don’t ell the appropriate people about it.  

· Obviously, you need to inform the person you choose as your “agent” who will be making health 

      care decisions on your behalf and discuss your wishes with him or her.  

· Be sure, also, to discuss your Durable Power of Attorney or Living Will with your physician and 

      your family members; give your physician a photocopy of the filled out document and it will be 

      made a part of your medical record or charts.

· Bring a copy with you any time you enter a hospital or medical facility.  

· You should also put a note in your wallet that you have a Durable Power of Attorney or Living Will 

      and where it is located



	Official Code of Georgia Annotated (O.D.G.A.)

31-36-6. Revocation or amendment of agency.

(a) Every health care agency may be revoked by the principal at any time, without regard to the principal’s mental or physical condition, by any of the following methods:

(1) By being obliterated, burned, torn, or otherwise destroyed or defaced in a manner indicating an intention to revoke;

(2) By a written revocation of the agency signed and dated by the principal or by a person acting at the direction of the principal; or

(3) By an oral or any other expression of the intent to revoke the agency in the presence of a witness 18 years of age or older who, within 30 days of the expression of such intent, signs and dates a writing confirming that such expression of intent was made.

(b)   Unless the health care agency expressly provides otherwise, if, after executing a health care agency, the principal marries, such marriage shall revoke the designation of a person other than the principal’s spouse as the principal’s agent to make health care decisions for the principal; and if, after executing a health care agency, the principal’s marriage is dissolved or annulled, such dissolution or annulment shall revoke the principal’s former spouse as the principal’s agent to make health care decisions for the principal.

©   A health care agency which survives disability shall not be revoked solely by the appointment of a guardian or receiver for the principal.  Absent an order of a court of competent jurisdiction directing a guardian to exercise powers of the principal under an agency that survives disability, the guardian has no power, duty, or liability with respect to any personal or health care matters covered by the agency.

(d)  A healthcare agency may be amended at any time by a written amendment executed in accordance with the provisions of subsection (a) of Code Section 31-36-5.

(e)  Any person, other than the agent, to whom a revocation or amendment of a health care agency is communicated or delivered shall make all reasonable efforts to inform the agent of that fact as promptly as possible.  (Code 1981, 31-36-6, enacted by Ga. L. 1990. p. 1101, 1)

31-36-9. Penalties for violations.

All persons shall be subject to the following sanctions in relation to health care agencies, in addition to all other sanctions applicable under any other law or rule of professional conduct:

                     Penalties for violations.(Continued)
(1) Any persons shall be civilly liable who, without the principal’s consent, willfully conceals, cancels, or alters a health care agency or any amendment or revocation of the agency or who falsifies or forges a health care agency, amendment, or revocation;

(2) A person who falsifies or forges a health care agency or willfully conceals or withholds personal knowledge of an amendment or revocation of a health care agency with the intent to cause a withholding or withdrawal of life-sustaining or death-delaying procedures contr4ary to the intent of the principal and thereby, cause of such act, directly causes life-sustaining or death-delaying procedures to be withheld or withdrawn, shall be subject to prosecution for criminal homicide as provided for in Chapter 5 of Title 16;

(3) And any person who requires or prevents execution of a health care agency as a condition of ensuring or providing any time of health care services to the patient shall be civilly liable and guilty of a misdemeanor and shall be punished as provided by law.  (Code 1981, 31-36-9, enacted by Ga. L. 1990, p. 1101,1)

31-36-10. Form of power of attorney for health care; authorized powers.

(1)  The statutory health care power of attorney form contained in this subsection may be used to grant an agent power with respect to the principal’s own health care; but the statutory health care power is not intended to be exclusive or to cover delegation of a parent’s power to control the health care of a minor child, and no provision of this chapter shall be constructed to bar use by the principal of any other or different form of power of attorney for health care that complies with Code Section 31-36-5.  If a different form of power of attorney for health care is used it may contain any or all of the provisions set forth or referred to in the following form.  When a power of attorney in substantially the following form is used, including the notice paragraph in capital letters at the beginning, it shall have the meaning and effect prescribed in this chapter.  The statutory health care power may be included in or combined with any other form of power of attorney governing property or other matters:

(2)  The forgoing statutory health care power of attorney form authorizes, and any different form of health care agency may authorize, the agent to make any and all health care decisions on behalf of the principal which the principal could make if present and under no disability, incapacity, or incompetency, subject to any limitations on the granted powers that appear on the face of the form, to be exercised in such manner as the agent deems consistent with the intent and desires of the principal.  The Agent will be under no duty to exercise granted powers or to assume control of or responsibility for the principal’s health care; but, when granted powers are exercised, the agent will be required to use due care to act for the benefit of the principal in accordance with the terms of the statutory health care power and will be liable for negligent exercise.  The agent may act in person or through others reasonably employed by the agent for that purpose but may not delegate authority to make health care decisions.  The agent may sign and deliver all instruments, negotiate and enter into all agreements, and do all other acts reasonably necessary to implement the exercise of the powers granted to the agent.  Without limiting the generality of the foregoing, the statutory healthcare power form shall, and any different form of health care agency may, include the following powers, subject to any limitations appearing on the face of the form:
(1) The agent is authorized to consent to and authorize or refuse, or to withhold or withdraw consent to, any and all types of medical care, treatment, or procedures relating to the physical or mental health of the principal, including any medication program, surgical procedures, life-sustaining or death-delaying treatment, or provision of nourishment and fluids for the principal, but not including psychosurgery, sterilization, or involuntary hospitalization or treatment covered by Title 37;

(2) The agent is authorized to admit the principal to or discharge the principal from any and all types of hospitals, institutions, homes, residential or nursing facilities, treatment centers and other health care institutions providing personal care for treatment for any type of physical or mental condition, but not including psychosurgery, sterilization, or involuntary hospitalization or treatment covered by Title 37;

(3) The agent is authorized to contract for any and all types of health care services and facilities in the name of and behalf of the principal and to bind the principal to pay for all such services and facilities, and the agent shall not be personally liable for any services or care contracted for on behalf of the principal;

(4) A the principal’s expense and subject to reasonable rules of the health care provider to prevent disruption of the principal’s health care, the agent shall have the same right the principal has to examine and copy and consent to disclosure of all the principal’s medical records that the agent deems relevant to the exercise of the agent’s powers, whether the records relate to mental health or any other medical condition and whether they are in the possession of or maintained by any physician, psychiatrist, psychologist, therapist, hospital, nursing home, or other health care provider, notwithstanding the provisions of any statute or other rule of law to the contrary; and 

(5) The agent is authorized to direct that an autopsy of the principal’s body be made; to make a disposition of any part or all of the principal’s body pursuant to Article 6 of Chapter 5 of Title 44, the “Georgia Anatomical Gift Act,” as now or hereafter amended; and to direct the disposition of the principal’s remains (Code 1981, 31-36-10, enacted by Ga. L. 1990, p. 1101, 1)




