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Health Care Directive 

• This document replaces any health care directive made before this one. 
• This directive will take effect when I become unable to make decisions on my own. 
• This directive can appoint my health care agent(s) or my instructions for care, but ideally both. 
• If my agents or care preferences change, I am encouraged to create a new health care directive. 

My Full Name:    

My Date of Birth:   

Preferred Phone:   Alternate Phone:   

My Address:    

Appointment of My Health Care Agents 
A health care agent is my voice if I cannot make health care decisions for myself for as long as needed. I trust my 
agent to be my advocate, to make decisions guided by what I have chosen and instructed in this Health Care 
Directive. If I have not given health care instructions, I want my agent to act in my best interests. My agents are at 
least 18 years old. My agents are not my health care provider or employed by my health care provider unless they 
are related to me. 

Primary Health Care Agent 
Name:    Relationship:    

Address:      

Preferred Phone:   Alternate Phone:   

Alternate Health Care Agent 
Name:    Relationship:    

Address:       

Preferred Phone:   Alternate Phone:   

Agent Roles 
My health care agent can: review and access my medical records; consent to, refuse or withdraw 
care; choose my health care providers; and choose where I live to the extent that decision relates to 
my health care needs. I understand that my health care agent cannot request care that is outside of 
standard medical practice. I also want my health care agent to: 

☐ Make decisions about the care of my body after death. 

☐ Remain as my health care agent even if our marriage or domestic partnership has been terminated or is in 
the process of termination. 

If I want to say anything more about my health care agent’s powers or limits on the powers, I can say it here: 
 

 
 
 
 
 

Date:   
Your Name:   



Your Name:   
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I am thinking clearly. I agree with everything that is written in this document, and I have made this document 

willingly. 
Signature:   Date:   
If I cannot sign my name, I can ask someone to sign this document for me. I asked the following person to sign 

for me: 

Printed Name of Person Asked to Sign:     
Signature:   Date:   

Optional: I give the following instructions about my health care. These are my preferences about specific 
medical treatments or situations. 

 
 

 

 

Making This Document Legal 
This document must be signed and verified by either two witnesses (Option 1) OR by a notary public (Option 
2). It must be dated when it is witnessed or verified. 

 

 

Option 1: Use this section if you sign in front of two witnesses 
Statement of Witnesses: This document was signed or verified in my presence. I certify that I am at least 18 
years of age, and I am not appointed as a primary or alternate health care agent in this document. Only 
one witness can be an employee of the health care system providing care to the person on this date. 
 

1. Witness Signature:   Date:   
Printed Name:    

2. Witness Signature:   Date:   
Printed Name:    

 

Option 2: Use this section if you sign in front of a notary public 
In my presence on  (date),   (patient name) 

acknowledged their signature on this document or acknowledged that they authorized the person signing this 

document to sign on their behalf. I am not named as a health care agent in this document. 
Notary Signature:   
My commission expires (date):   
Notary Stamp: 
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