
Durable Power of Attorney for Healthcare Decisions
■ Take a copy of this with you whenever you go to the hospital or on a trip ■

It is important to choose someone to make healthcare decisions for you when you cannot make or communicate decisions for yourself.  Tell the person
you choose what healthcare treatments you want.  The person you choose will be your Agent.  He or she will have the right to make decisions for your
healthcare.  If you DO NOT choose someone to make decisions for you, write NONE on the line for the Agent’s name.

I,_________________________________________, DOB:______________________, SS# ___________________________ (optional), appoint the
person named in this document to be my Agent to make my healthcare decisions.

This document is a Durable Power of Attorney for Healthcare Decisions.  My Agent’s power shall  not end if I become incapacitated or if there is
uncertainty that I am dead.  This document revokes any prior Durable Power of Attorney for Healthcare Decisions.  My Agent may not appoint anyone
else to make decisions for me.  My Agent and caregivers are protected from any claims based on following this Durable Power of Attorney for Healthcare.
My Agent shall not be responsible for any costs associated with my care.  I give my Agent full power to make all decisions for me about my healthcare,
including the power to direct the withholding or withdrawal of life−prolonging treatment, including artificially supplied nutrition and hydration/tube
feeding.  My Agent is authorized to:

●   Consent, refuse consent, or withdraw consent to any care, procedure, treatment, or service to diagnose, treat, or maintain a physical or mental condition,
     including artificial nutrition and hydration;
●   Make all necessary arrangements for any hospital, psychiatric treatment facility, hospice, nursing home, or other healthcare organization; and employ or
    discharge healthcare personnel (any person who is authorized or permitted by the laws of the state to provide healthcare services) as he or she shall
    deem necessary for my physical, mental, or emotional well−being;
●   Request, receive, and review any information, verbal or written, regarding my personal affairs or physical or mental health including medical and
    hospital records and to execute any releases of other documents that may be required in order to obtain such information.
●   Make decisions about autopsy, tissue and organ donation, and the disposition of my body in conformity with state law; and
●   Become my guardian if one is needed.
●   Execute any appropriate authorizations for the use or disclosure of my protected health information.

In exercising this power, I expect my Agent to be guided by my directions as we discussed them prior to this appointment and/or to be
guided by my Healthcare Treatment Directive (see reverse side).

If you DO NOT want the person (Agent) you name to be able to do one or other of the above things, draw a line through
the statement and put your initials at the end of the line.

Agent’s name__________________________________  Home Phone__________________ Cell Phone

Address ______________________________________________________  Relationship to you

Alternate Agent
If the person designated above is unavailable or ceases to act as my Agent due to death, resignation, removal, disability or incapacity, I
appoint the following person to so serve, in the order listed below, as my Alternate Agent, with all the same powers granted to the
originally−appointed Agent:

First Alternative Agent’s Name
Address
Relationship to you ___________________________________ Home Phone ________________ Cell Phone

Second Alternative Agent’s Name
Address
Relationship to you ___________________________________ Home Phone ________________ Cell Phone

SIGN HERE :
Please ask two persons to witness your signature who are at least 18 years old and are not related to you by blood or marriage, entitled to
any portion of your estate according to the laws of intestate succession or under any will or codicil hereto, or directly financially responsible
for your medical care.
Signature _____________________________________________________________________________ Date _____/_____/_____

Witness__________________________ Date_____/_____/_____ Witness__________________________ Date_____/_____/_____

Printed Name of Witness ________________________________ Printed Name of Witness

NOTARIZATION:
On this _____ day of _________________, in the year of ________,
personally appeared before me the person signing, known by me to be the
person who completed this document and acknowledged it as his/her free
act and deed.  IN WITNESS WHEREOF, I have set my hand and affixed
my official seal in the County of ______________________, State of
______________________, on the date written above.

Notary Public Signature ____________________________________

Commission Expires _____/_____/_____
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Effective Date of Appointment :
This Durable Power of Attorney for Healthcare Decisions shall become effective immediately and shall not be affected by my subsequent
disability or incapacity or upon the occurrence of my disability or incapacity.

Notary Seal:
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■ If you only want to name a Durable Power of Attorney for Healthcare Decisions, draw a large X through this page.■

I,_________________________________________ (Declarant), DOB:______________________, SS# _____________________ (optional) want
everyone who cares for me to know what healthcare I want.

I always expect to be given care and treatment for pain or discomfort even if such care may affect how I sleep, eat, or breathe.

I want my doctor to try treatments/interventions on a time−limited basis when the goal is to restore my health or help me experience a life
in a way consistent with my values and wishes.  I want such treatments/interventions withdrawn when they cannot achieve this goal or
become too burdensome to me.

I want my dying to be as natural as possible.  Therefore, I direct that no treatment including: surgery, dialysis, heart−lung resuscitation
"CPR", antibiotics, mechanical ventilator (respirator), or  tube feeding (food and water delivered through a tube in the veins, nose, or
stomach) be given just to keep my body functioning when I have

If you do not agree with one or other of the above statements, draw a line through the statement and put your initials at the end
of the line.

An acceptable quality of life to me is one that includes the following capacities and values.  (Describe here the things that are most
important to you when you are making decisions to choose or refuse life−sustaining treatments.)

Examples:

●   a condition that will cause me to die soon, or
●   a condition so bad (including substantial brain damage or brain disease) that I have no reasonable hope
    of achieving a quality of life that is acceptable to me.

❖   recognize family or friends
❖   feed myself

❖   make decisions
❖   take care of myself

❖   communicate
❖   be responsive to my environment

In facing the end of my life, I expect my Agent (if I have one) and my caregivers to honor my wishes, values, and directives.

Talk about this form and your ideas about your healthcare with the person you have chosen to make
decisions for you, your doctors, family, friends, and clergy.  Give each of them a completed copy.

You may cancel or change this form at any time.  You should review it often.  Each time you review it, put your initials and the date below.
Initials_________ Date _____/_____/_____     Initials_________ Date _____/_____/_____     Initials________ Date _____/_____/_____
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Examples: ❖   to donate my organs❖   Hospice care ❖   to die at home (if possible)

SIGN HERE :
I understand the full impact of this declaration and I am emotionally and mentally competent to make this declaration.  This declaration
shall be clear and convincing evidence of my intentions.

Signature ______________________________________________________________________________ Date ______/______/______

The Declarant has been personally known to me and I believe the Declarant to be of sound mind.  I did not sign the Declarant’s signature
above for or at the direction of the Declarant.  I am not related to the Declarant by blood or marriage, entitled to any portion of the estate of
the Declarant according to the  laws of intestate succession or under any will of Declarant or codicil thereto, or directly financially
responsible for Declarant’s medical care.

Witness Signature____________________________ Date_____/_____/_____ Printed Name of Witness __________________________

Witness Signature____________________________ Date_____/_____/_____ Printed Name of Witness __________________________

NOTARIZATION:
On this _____ day of _________________, in the year of ________,
personally appeared before me the person signing, known to me to be the
person who completed this document and acknowledged it as his/her free
act and deed.  IN WITNESS WHEREOF, I have set my hand and affixed
my official seal in the County of ______________________, State of
______________________, on the date written above.

I also want:

Notary Public Signature ____________________________________

Commission Expires _____/_____/_____

Notary Seal:

xh-2�#/.3%.49yzxÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿxh-2�#/.3%.49yzxÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿxh-2�#/.3%.49yzxÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿ

xh!$-�!$6$)Ayzxÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿÿ

Healthcare Treatment Directive



Discrimination is Against the Law
Hays Medical Center complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.  Hays Medical Center does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Hays Medical Center provides free aids and services to people with disabilities to communicate effectively with us, such as:
●       Qualified sign language interpreters
●       Written information in other formats (large print, audio, accessible electronic formats, other formats)

Hays Medical Center provides free language services to people whose primary language is not English, such as:
●       Qualified interpreters
●       Information written in other languages

If you need these services, contact the Director of Clinical Care Coordination at 785.623.5297, or the Operator at 785.623.5000.

If you believe that Hays Medical Center has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

                Chief Legal Officer
                Hays Medical Center
                2220 Canterbury Drive
                Hays, Kansas 67601
                Telephone Number:  785.650.2759
                TTY/TDD or State Relay Number:  800.766.3777 (V/T); or Dial 711
                Fax:  785.623.5524
                Email:  joannah.applequist@haysmed.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Joannah Applequist, Chief Legal Officer, is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1−800−368−1019, 800−537−7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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