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It you wish, you may use this section to designate someone to make treatment decisions if you are Unable g iy
Will declaration will be in effect even if yoy have not designated a proxy.

presenlaﬁve 1o

L , designate the following person as my health care r¢f 6 OF )
make any and all health care decisions for me, acling in my best interest, in the event that | become incapab making
decisions for myself. A
Nome Relaﬁonship__,/"’_\
Street
City State Zip Telephone ____—r—m™ ——
li the person | have named above is unable 10 act as my health care representative, | hereby designate the following person(s) 1o
do so:
ks Relatonship _______—————

Street

Gy - State Zip Telephone______—————
2 Nams Relationship

Street

City State X Zip Telephone

SPECIFIC DIRECTIONS: Please initial the statement-below that best expresses your wishes.

My health care representative is authorized to direct that artificially provided fluids and nutrition, such as by feeding tube
or IV infusion, be withh¢ld or withdrawn.

My i}ealth care representative does not have this authority, and | direct that artificially provided fluids and nutrition be
provided fo preserve my life, 1o the exient medically appropriate.

Date

Signed

Witness (cannot be health care representative or alternative representative listed above).
1 declare that the person who signed this document or asked another {o sign this document on his/her behalf, did so in my

presence and that he/she appears 10 be of sound mind and free of duress or undue influence.

Witness Date

Date

witness

Reminder: Give a copy of this document 1o your doctor, health care representative, and other concemed individuals.

Written and approved by the Medical Society of New Jersey 7/95.




