ADVANCE HEALTH-CARE DIRECTIVE

PART I
DURABLE POWER OF ATTORNEY FOR HEALTH-CARE DECISIONS


(1)   Designation of Agent.  I, ______________________________, also known as _________________________, a resident of the State of Hawaii, by these presents do make, constitute and appoint my ________ _________________________, a resident of the State of ______________, my true and lawful agent, to act for me and in my name, place and stead, with the power and authority set forth below.  In the event said _________________________is unavailable, unable or unwilling to act, I appoint my ________ _________________________, a resident of the State of _______________, as alternate or substitute agent.
(2)   Agent's Authority.  My agent is authorized to make all health-care decisions for me, other than the decisions that I have specifically made in Part 2 of this form.  My agent's authority includes, but is not limited to, the authority:
(a)   to talk with health-care providers and institutions and access my medical records, sign authorizations for release of my medical records and other necessary forms, as further discussed in paragraph (4) below;
(b)   to consent to and arrange for or to refuse consent to any care, treatment, service, or procedure to maintain, diagnose, or otherwise affect a physical or mental condition, including approval or disapproval of health examinations, diagnostic tests, medical or surgical procedures, programs of medication, the use of alternative or complementary therapies and to decide whether to participate in education, research and experimental programs;
(c)   to authorize my admission to or discharge from any medical, nursing, residential or similar facility;
(d)   to select and discharge health-care providers, organizations, institutions and programs and to make and change health-care choices and options relating to plans, services, and benefits; and
(e)   to apply for public or private health-care programs, including Medicare, Medicaid, and Hawaii Quest benefits, without my agent incurring any personal financial liability.
(3)   When Agent's Authority Becomes Effective.  Except as stated in subparagraph (4)(a) below, my agent's authority becomes effective when my primary physician determines that I lack capacity (when I am unable to understand the significant benefits, risks, and alternatives to proposed health care and to make and communicate a health-care decision) and ceases to be effective when my primary physician determines that I have recovered capacity. The powers granted in this power of attorney will not be affected by my disability.
(4)   HIPAA Release Authority.  
(a)   Regardless of anything to the contrary in this instrument, my agent shall be immediately authorized to request and receive all of my individually identifiable health information and other medical records relating to the determination of whether or not I am incapacitated;
(b)   I intend for my agent to be treated as I would be with respect to my rights regarding the use and disclosure of my individually identifiable health information or other medical records.  This release authority applies to any information governed by the Health Insurance Portability and Accountability Act of 1996 (also known as HIPAA), 42 USC 1320d and 45 CFR 160-164, as now or may hereafter be amended.  I authorize any physician, healthcare professional, dentist, health plan, hospital, clinic, laboratory, pharmacy or other covered health care provider, any insurance company and the Medical Information Bureau Inc., or other health care clearinghouse that has provided treatment or services to me or that has paid for or is seeking payment from me for such services, to give, disclose and release to my agent, without restriction, all of my individually identifiable health information and medical records regarding any past, present or future medical or mental health condition, to include all information relating to the diagnosis and treatment of HIV/AIDS, sexually transmitted diseases, mental illness and drug or alcohol abuse.
(5)   Agent's Obligation.  My agent shall make health-care decisions for me in accordance with this power of attorney for health-care decisions, the instructions I give in Part 2 of this form, and my other wishes to the extent known to my agent.  To the extent my wishes are unknown, my agent shall make health-care decisions for me in accordance with what my agent determines to be in my best interest.  In determining my best interest, my agent shall consider my personal values to the extent known to my agent.
(6)   Agent’s Immunity.  My agent shall be held harmless and shall not incur personal financial liability for anything done in good faith by my agent pursuant to the authority granted under this durable power of attorney.


PART 2
INSTRUCTIONS FOR HEALTH CARE


(7)   End-of-Life Decisions.  I direct that my health-care providers and others involved in my care withhold, withdraw or provide treatment, including, but not limited to all medical and surgical measures calculated to prolong my life artificially, such as surgery, medication, cardiopulmonary resuscitation, dialysis, blood transfusions, radiation, chemotherapy and the use of a mechanical respirator, in accordance with the choice I have marked below:
____		(a)  Choice Not To Prolong Life

I do not want my life to be prolonged if
(i)   I have an incurable and irreversible condition that will result in my death within a relatively short time,
(ii) [bookmark: _GoBack]  I become unconscious and, to a reasonable degree of medical certainty, I will not regain consciousness, or
(iii)   the likely risks and burdens of treatment would outweigh the expected benefits.
____		(b)  Choice To Prolong Life

I want my life to be prolonged as long as possible within the limits of generally accepted health-care standards.
(8)   Artificial Nutrition and Hydration.  Artificial nutrition and hydration must be withheld or withdrawn if I have marked the box next to choice (a) in paragraph (7).  Artificial nutrition and hydration must be provided if I have marked the box next to choice (b) in paragraph (7).
(9)   Relief from Pain.  I direct that treatment to alleviate pain or discomfort be provided to me, even if it hastens my death.
(10)   Effect of Copy.  A copy of this form has the same effect as the original.
IN WITNESS WHEREOF, I have executed this instrument this ______ day of ______________________, 20___.


___________________________________
___________________________________,
also known as _______________________

STATE OF HAWAII	)
	)  SS.
CITY AND COUNTY OF HONOLULU	)
On __________________________________, before me personally appeared ________________, also known as ___________, to me known to be the person described in and who executed this ________-page Advance Health-Care Directive dated __________________, in the First Circuit of the State of Hawaii, and acknowledged that ___ executed it as ___ free act and deed.



	

Print name: 	
Notary Public, State of Hawaii

My Commission expires: 	
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