Designation of Health Care Surrogate 

Designation of Health Care Surrogate
In the event that I, Name _________________________________________________ Age ________ have been determined by my physician(s) to be incompetent/incapacitated (lack the ability) to provide informed consent for medical treatment or surgical or diagnostic procedures including but not limited to the withholding, withdrawal, or continuation of life prolonging procedures, I wish to designate as my decision maker to make health care decisions (“surrogate”).

Name: ________________________________________________

(relationship)___________________________________________

Phone # (W) _________________  (H) _________________

Address: ______________________________________________________________________________________

If my surrogate is unavailable, unwilling or unable to perform his/her duties, I wish to designate as my alternate surrogate:

Name: _______________________________________________________________________ 

(relationship)______________________________

Phone # (W) _________________ (H) _________________

Address: ______________________________________________________________________________________

I fully understand that my surrogate may make all health care decisions on my behalf until I regain the ability to make health care decisions. These health care decisions may also include, if necessary, the decisions to withhold, withdraw or continue life-prolonging procedures. My surrogate may also authorize my admission to or transfer from a health care facility and also apply for public benefits on my behalf to defray the cost of healthcare. This designation is to remain in effect during any incapacity or incompetence I experience. Additional instructions (optional): 

I further affirm that this designation is not being made as a condition of treatment or admission to a health care facility.

Patient Signature: ______________________________________

Witness Signature: ________________________________________
Date: _________________________
