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SCAN TO ADVANCE DIRECTIVE DOCUMENT

Power of Attorney for Health Care
  

Instructions: 

This document lets you choose another person to make health care decisions for you, either right away or when 
you are too sick to choose your own care. The person you choose is called your agent. You may also name a 
second and third choice to be your agent, if your first choice is not willing, reasonably available, or able to make 
decisions for you. If you choose an agent on this form, your agent will be able to:

• Make all health care decisions for you, including decisions regarding tests, surgery, and medications;
• Decide whether or not to have food or fluids given to you through tubes or fed into your veins through 

an IV;
• Decide whether or not to use treatments or machines to keep you alive or attempt to restart your heart 

or breathing; and
• Make any health decision your agent believes would be consistent with your values or in your best 

interest.

Who Can Be Your Agent 

You can name any adult you trust to be your agent, except your agent may not be the owner, operator or 
employee of a nursing home or residential long-term care facility where you are receiving care, unless that 
person is your relative. 

How Your Agent Must Make Decisions

• If you have given explicit oral instruction to your agent, or if you have filled out the longer version of this 
document, entitled Advance Directives, your agent must follow those instructions.

• If you have not given explicit care instructions to your agent, your agent must make choices consistent 
with what they believe you would choose, based on your known values and preferences.

• If your agent does not have any information about your specific treatment preferences or your personal 
values and interests, they must make decisions based on what would be in the best interest of someone 
in your situation.

Who Can See Your Health Care Information 

Once your agent has the right to make health care decisions for you, your agent can look at your medical records 
and consent to giving your medical information to others. The state and federal privacy laws let your agent see 
all of your health information so that your agent can make the right decisions for you. 

Advance Care Directives 

This form allows you to designate an agent who will make health care decisions for you in certain circumstances. 
However, there is a longer Advance Directives form which allows you to both designate an agent and also to 
make specific health care choices in advance. 

We STRONGLY encourage you to take, complete and return the complete Maine Hospital Association Advance 
Care packet in addition to the handout called Your Conversation Starter Kit: When it Comes to End of Life Care, 
Talking Matters. These handouts will allow you to designate more specific information about your wishes.

Patient Identification



Choose Your Agent(s)
Instructions: Fill in your name and the name of the person you choose to be your agent to make health care decisions for you here: 

My Name: 

My Agent's Name: 

Title or Relationship to Me:

My Agent's Address: 

My Agent's Home/Cellular Phone 

My Agent's Work Phone:

If the person I have named above is not willing, reasonably available or able to make decisions for me, I choose the following person 
to be my agent: 
Choice #2 to be my Agent

Name:

Title or Relationship to Me:

Address:

Home/Cellular Phone:

Work Phone:

If the person I have named as Choice #2 is not willing, reasonably available or able to make decisions for me, I choose the following 
person to be my Agent: 
Choice #3 to be my Agent

Name:

Title or Relationship to Me:

Address:

Home/Cellular Phone:

Work Phone:

My agent's authority becomes effective when my primary physician determines that I am unable to make my own health-care 
decisions unless I mark the following box. If I mark this box [ ], my agent's authority to make health-care decisions for me takes effect 
immediately. 

Desire to Change Agent
You may end your agent's right to make decisions while you are still able to make those decisions by telling your primary physician or 
putting your decision in writing and attaching it to this form. If you want to name a new agent, you must put that instruction in 
writing and sign it in front of two witnesses who must also sign their names.
Any time you cancel, replace or change this form, you should give copies of the changed or new form to everyone who has a copy 
of your original form. 
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You must sign and date the form on this page. You must also have two other adults sign as witnesses at the time you sign 
the form. 

Make sure you tell people. Tell your family members, physicians and others close to you what you have decided. You 
should talk to the agent(s) you have chosen to make sure that they understand your wishes and are willing to carry them 
out. Give a copy of this form to your physician, to any place you get health care, and to any agent(s) you have chosen. 

Sign and date the form here:

Sign your name:

Your Address:

Print Your Name

Date

First Witness: 

Sign your name:

Your Address:

Print Your Name

Date

Second Witness: 

Sign your name:

Your Address:

Print Your Name

Date

Notary Public Information

You do not need to have a Notary Public sign this form to make it legal in Maine. However, if you travel or live part of the 
year out-of-state, it would be wise to have it signed by a Notary. Some states require this. You can find this service under 
Notary Public in the phone book. Most banks also have Notaries Public and will usually notarize papers for bank customers 
when asked.  

Notary Acknowledgement 

Then personally appeared the above named ______________________________,  known to me or who presented 
satisfactory evidence of identity, and acknowledged this Power of Attorney for Health Care as personally and freely 
executed.

Notary Signature: ____________________________________ Date: ___________________________

Printed Name: ____________ Notary Public State of: ____________ Commission Exp: ___________

Patient Identification


