
 

INSTRUCTIONS FOR MY HEALTH CARE 
  

  

            Since it is not possible to foresee the specific 

circumstances under which someone else may have to make health 

decisions for me, and since it is not possible to foresee what 

specific decisions I might make if certain circumstances did 

occur, I have thought seriously about the beliefs and principles 

on which I base decisions I make for myself.  In the following few 

paragraphs I have set down these principles and beliefs as 

instructions for those who must make decisions for me should I 

become incompetent. 

  

            I direct my agent(s) and all those in charge of my 

medical care to follow these instructions in making health care 

decisions for me if I am incompetent to make them for myself. 

  

            Because human bodily life is inherently good and not 

merely instrumental to other goods, nothing should be done which 

will directly cause my death, nor should anything be omitted when 

such omission would be the direct and primary cause of my death.  

Euthanasia, whether by omission or commission, is not permitted.  

I instruct my agent(s) and my physician to assist me in fulfilling 

the days of life God has numbered for me. 

  

            I wish to receive medical care and treatment 

appropriate to my condition, which offers a reasonable of benefit 

without excessive pain, expense or other excessive burden to me 

and which does not pose a severe threat to my life. 

  

            I wish food and fluids provided to me unless death is 

inevitable and imminent so that the effort to sustain my life is 

futile, or unless I am unable to assimilate food or fluids.  While 

certain treatments may be futile in combating or curing a disease, 

treatment or care which sustains life is not futile. 

  

            If I am diagnosed as terminally ill, pain relief and 

basic nursing care, specifically including food and fluids as 

above noted, should be provided, as well as ordinary nursing and 

medical care appropriate to my condition. 

  

             

 



 

 

  

 

These instructions are always a part of my Self-Protection 

Document and are binding not only on my appointed agent but on any 

health care personnel or institution which makes a decision 

regarding my care and/or treatment. 

  

  

Name (Print)     

  

  

Signature______________________________________Date_______________ 

  



DURABLE POWER OF ATTORNEY FOR HEALTH CARE 
  

  

I,________________________________ do hereby designate and 

appoint: 

  

Name:_____________________________________________________________ 

  

Address:__________________________________________________________ 

  

Phone: Home(   )________________        Work (   )________________ 

  

as my attorney-in-fact/agent to make health care decisions for me 

in the event that I become incompetent and only for the duration 

of such incompetency. 

  

            Health care decisions are highly personal.  Because 

specific, written advance directives ("living wills") have serious 

limitations and are open to serious misinterpretations which may 

interfere with decisions in accord with my wishes and/or which are 

appropriate in a specific situation, I have carefully discussed my 

preferences for medical treatment with the above-named agent. 

  

            I direct my agent to choose on my behalf the 

appropriate course of treatment or non-treatment which is 

consistent with the attached instructions.  I charge my agent and 

all those attending me neither to approve nor commit any action or 

omission which by itself or by intent will cause my death. 

  

            This document does not confer legal immunity on any 

agent, physician or health care institution. 

  

            If the person named as my agent is not available or is 

unable to act as my agent, I appoint the following person(s) to 

serve in the order listed below: 

  

I.  Alternative Agent: 

  

Name______________________________________________________________ 

  

Address___________________________________________________________ 

  

Telephone  (   )__________________________________________________ 

  



 

 

 

II. Alternative Agent: 

  

Name______________________________________________________________ 

  

Address___________________________________________________________ 

  

Telephone  (   )__________________________________________________ 

  

By signing here I indicate that I understand the purpose and 

effect of this document: 

  

Signature_________________________________________________________ 

  

Date______________________________________________________________ 

  

Current 

Address___________________________________________________________ 

  

Telephone  (   )__________________________________________________ 

  



  

  

                                                                   

WITNESSES 

  

  

            I declare that the person who signed or acknowledged 

this document is personally known to me, that he/she signed or 

acknowledged this durable power of attorney for health care in my 

presence, and that he/she appears to be of sound mind and under no 

duress, fraud or undue influence.  I am not the person appointed 

as agent by this document, nor am I the patient's health care 

provider, nor an employee of the patient's health care provider. 

  

FIRST WITNESS: 

  

      Signature:________________________________________Date____________ 

 
Address:__________________________________________________________ 

 
__________________________________________________________________ 

  

SECOND WITNESS: 

  

Signature:_______________________________________Date_____________ 

 
Address:__________________________________________________________ 

  

__________________________________________________________________

(At Least One Of The Witnesses Must  

Also Sign The Following Declaration) 

  

            I further declare that I am not related to the patient 

by blood, marriage or adoption, and to the best of my knowledge, I 

am not entitled to any part of his/her estate under a Will now 

existing or by operation of law. 

  

Signature:________________________________________________________ 

  

Signature:________________________________________________________ 

  

  

  


