MASSACHUSETTS HEALTH CARE PROXY

Information, Instructions, and Form

What doesthe Health Care Proxy Law allow?

The Health Care Proxy isa simple legal document that allows you to name someone you know and trust
to make health care decisionsfor you if, for any reason and at any time, you become unable to make or
communicate those decisions. It is an important document, however, because it concerns not only the
choices you make about your health care, but also the relationships you have with your physician, family,
and otherswho may beinvolved with your care, Read thisand follow theinstructionsto ensurethat your
wishes ar e honor ed.

Under the Health Care Proxy Law (M assachusetts General Laws, Chapter 20 1 D), any competent adult
18 years of age or over may use thisform to appoint a Health Care Agent. You (known asthe
"Principal'') can appoint any adult EXCEPT the administrator, operator, or employee of a health care
facility such asa hospital or nursing home whereyou are a patient or resident UNLESS that person is
alsorelated to you by blood, marriage, or adoption. Whether or not you livein Massachusetts, you can
usethisform if you receive your health carein Massachusetts.

What can my Agent do?

Your Agent will make decisions about your health care only when you are, for somereason, unableto

do that yourself. Thismeansthat your Agent can act for you if you are temporarily unconscious, in a
coma, or have some other condition in which you cannot make or communicate health care decisions.
Your Agent cannot act for you until your doctor determines, in writing, that you lack the ability to make
health care decisions. Your doctor will tell you of thisif thereisany sign that you would understand it.

Acting with your authority, your Agent can make any health care decision that you could, if you were
able. If you give your Agent full authority to act for you, he or she can consent to or refuse any medical
treatment, including treatment that could keep you alive.

Your Agent will make decisionsfor you only after talking with your doctor or health care provider, and
after fully considering all the optionsregarding diagnosis, prognosis, and treatment of your illnessor
condition. Your Agent hasthelegal right to get any information, including confidential medical
information, necessary to make informed decisions for you.

Your Agent will make health care decisionsfor you according to your wishes or according to his’her
assessment of your wishes, including your religious or moral beliefs. Y ou may wish to talk first with
your doctor, religious advisor, or other people before giving instructionsto your Agent. It isvery
important that you talk with your Agent so that he or she knowswhat isimportant to you. If your Agent
does not know what your wisheswould bein a particular situation, your Agent will decide based on what
he or shethinkswould bein your best interests. After your doctor has determined that you lack the
ability to make health care decisions, if you still object to any decision made by your Agent, your own
decisions will be honored unlessa Court determinesthat you lack capacity to make health care decisions.
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Your Agent's decisions will have the same authority asyourswould, if you were able, and will be
honor ed over those of any other person, except for any limitation you your self made, or except for a
Court Order specifically overriding the Proxy.

How do | fill out the form?

1 | Atthetop of theform, print your full name and address. Print the name, address, and phone
number of the person you choose asyour Health Care Agent. (Optional: If you think your Agent
might not be available at any futuretime, you may name a second per son as an Alternate Agent. Y our
Alternate Agent will be called if your Agent isunwilling or unableto serve.)

2 | Setting limitson your Agent'sauthority might make it difficult for your Agent to act for you in
an unexpected situation. I f you want your Agent to have full authority to act for you, leavethe
limitations space blank. However, if YOU want to limit the kinds of decisions you would want your
Agent or Alternate Agent to make for you, include them in the blank.

3 | BEFORE you sign, be sure you have two adults present who will be witnesses and watch you sign
the document. The only people who cannot serve aswitnesses are your Agent and Alternate Agent.
Then sign the document your self. (Or, if you are physically unable, have someone other than either
witness sign your name at your direction. The person who signs your name for you should put his’/her
own name and addressin the spaces provided.)

4 | Haveyour witnessesfill in thedate, sign their names and print their names and addr esses.

5 | OPTIONAL: On theback of theform are statementsto be signed by your Agent and any
Alternate Agent. Thisisnot required by law, but isrecommended to ensure that you have talked with
the person or personswho may haveto makeimportant decisions about your care and that each of them
realizes the importance of thetask they may have to do.

Who should have the original and copies?

After you havefilled in the form, remove thisinformation page and make at least four photocopies of
theform. Keep the original yourself whereit can be found easily (not in your safe deposit box). Give
copiesto your doctor and/or health plan to put into your medical record. Give copiesto your Agent and
any Alternate Agent. You can give additional copiesto family members, your clergy and/or lawyer,

and other people who may beinvolved in your health care decision making.

How can | revoke or cancel the document?

Your Health Care Proxy isrevoked when any of the following four things happens:

1. You sign another Health Care Proxy later on.

2. You legally separate from or divorce your spouse who isnamed in the Proxy asyour Agent.

3. You notify your Agent, Your doctor, or other health care provider, orally or in writing, that
you want to revoke your Health Care Proxy.

4. You do anything elsethat clearly shows Y ou want to revoke the Proxy, for example, tearing up
or destroying the Proxy, crossing it out, telling other People, etc.

AFTER FILLING IN THE FORM REMOVE THIS INSTRUCTION PAGE. BE SURE TO TALK WITH YOUR AGENT.



YOUR BIRTH DATE
/ /

MASSACHUSETTS HEALTH CARE PROXY

1, , residing at

(Principal -- PRINT your hame)

(Street) (City or town) (State)
appoint as my Health Care Agent:

(Narne of person you choose as Agent)

of

(Street) (City or town) (State)

Agent'stel (h) W) E-mail

(OPTIONAL: If my Agent isunwilling or unable to serve, then | appoint as my Alter nate Agent:

sOf

(Name of person you choose as Alternate Agent)

)

(Street) (City or town) (State) (Phone)

(2] My Agent shall have the authority to make all health care decisions for me, including decisions
about life-sustaining treatment, subject to any limitations | state below, if I am unable to make health
care decisions myself. My Agent's authority becomes effective if my attending physician determines
inwriting that | lack the capacity to make or to communicate health care decisions. My Agent is then
to have the same authority to make health care decisions as | would if | had the capacity to make them
EXCEPT (herelist the limitations, if any, you wish to place on your Agent's authority):

| direct my Agent to make health care decisions based on my Agent's assessment of my personal
wishes. If my personal wishes are unknown, my Agent is to make health care decisions based on my
Agent's assessment of my best interests. Photocopies of this Health Care Proxy shall have the same
force and effect as the original and may be given to other health care providers.

Signed:

Complete only if Principal is physically unableto sign: | have signed the Principal's name above at his’her direction in
the presence of the Principal and two witnesses.

(Name) (Street)

(Cityltown) (State)

WITNESS STATEMENT: We, the undersigned, each witnessed the signing of this Health Care

Proxy by the Principal or at the direction of the Principal and state that the Principal appearsto be at
least 18 years of age, of sound mind and under no constraint or undue influence. Neither of usis named

asthe Health Care Agent or Alternate Agent in this document.

In our presence, on this day / / (mo/ day /yr).
Witness #1 Witness #2

(Signature) (Signature)
Name (print) Name (print)

Address: Address:




[5] Statements of Health Care Agent and Alternate Agent (OPTIONAL)

Health Care Agent: | have been named by the Principal asthe Principal's Health Care Agent by
this Health Care Proxy. | have read this document carefully, and have personally discussed with the
Principal hisher health care wishes at atime of possible incapacity. | know the Principal and accept
this appointment freely. | am not an operator, administrator or employee of a hospital, clinic, nursing
home, rest home, Soldiers Home or other health facility where the Principal is presently a patient or
resident or has applied for admission. Or if | am a person so described, | am also related to the

Principal by blood, marriage, or adoption. If called upon and to the best of my ability, | will try to
carry out the Principal’s wishes.

(Signature of Health Care Agent)

Alternate Agent: | have been named by the Principal as the Principal's Alternate Agent by this
Health Care Proxy. | have read this document carefully, and have personally discussed with the
Principal his’her health care wishes at atime of possible incapacity. | know the Principal and accept
this appointment freely. | am not an operator, administrator or employee of a hospital, clinic, nursing
home, rest home, Soldiers Home or other health facility where the Principal is presently a patient or
resident or has applied for admission. Or if | am a person so described, | am also related to the
Principal by blood, marriage, or adoption. If called upon and to the best of my ability, | will try to
carry out the Principal’s wishes.

(Signature of Alternate Agent)

Model Health Care Proxy form developed by a Task Force of the following organizations:

Boston University Schools of Medicine and Public Health: Massachusetts Hospital Association

Law, Medicine, and Ethics Program Massachusetts Medical Society
Deaconess ElderCare Program Massachusetts Nurses Association
Hospice Federation of Massachusetts Medical Center of Central Massachusetts
Massachusetts Bar Association Suffolk University Law School:
Massachusetts Department of Public Health Elder Law Clinic
Massachusetts Executive Office of Elder Affairs University of Massachusetts at Boston:
Massachusetts Federation of Nursing Homes The Gerontology Institute
Massachusetts Health Decisions Visiting Nurse Associations of Massachusetts

Thishealth care proxy form isonly intended for individual use. Limited permission
has been given by Massachusetts Health Decisionsfor individual use. Any
reproduction by organizationsor institutionsis strictly prohibited under copyright
laws, copies should be ordered directly through Massachusetts Health Decisions.

Providers: For prices and information on quantity orders or for non-English language licensing, please contact
Massachusetts Health Decisions, PO Box 417, Sharon, MA 02067
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