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DESIGNATION FOR DURABLE POWER OF ATTORNEY FOR MEDICAL TREATMENT
I am _______________________________; I live at _________________________________.
I would like ____________________________________, who is ____________________________ to help me if I am sick and need to see a doctor or go to the hospital. I want him/her to make decisions about my medical care, including medication and surgery.
If ______________________________ is not available, I would like __________________________, who is my ________________________ to make these decisions. 
If neither of the above are available, I would like ________________________________, who is my ___________________ to make these decisions. 
I have chosen these people because I believe they know me well enough to make these decisions based on my preferences.  I would like these powers to last even if I become unable to understand this form in the future. I understand that if I want to change my mind about who makes these decisions, I can destroy this paper and let others know I want to change my mind. 

__________________________________________________		________________________
Signature								Date
STATEMENT OF WITNESS
The signer appears to understand this document and is signing it voluntarily, without duress, fraud, or undue influence.
				Witness signature ____________________________________
						______________________________________
						(Print full name)
