
H o m e  o f  s i d n e y  k i m m e l  m e d i C a l  C o l l e g e

I. DURABLE POWER OF ATTORNEY FOR HEALTH CARE

a. DESIGNATION OF HEALTH CARE AGENT.

i, _________________________________________________________, of ___________________________________________________________
name street address

___________________________________________________, appoint _____________________________________________________________
City, state and County HealtHCare agent’s name 

_________________________________________________________________________________________________________________________
address

PHone ____________________________________ ____________________________________ ____________________________________
Home Cell work

e-mail address: _________________________________________________________________________________________________________

relation, if any: _________________________________________________________________________________________________________

as my attorney-in-fact (herein referred to as my “Healthcare agent”) to make health care and personal decisions for me 

if i become unable to make such decisions for myself, except to the extent i state otherwise in this document.

notiCe: generally you should not appoint any of the following persons as your Healthcare agent:

(1) your physician or health care provider unless the person is your relative by blood, adoption or marriage;

(2) an employee of your physician or health care provider unless the person is your relative by blood, adoption, 

or marriage;

(3) your residential care provider; or 

(4)an employee of your residential care provider unless the person is your relative.

b.CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE. By executing this document, i intend to 

create a durable Power of attorney for Health Care. this power of attorney shall take effect upon my disability, 

incapacity, or incompetency, and shall continue during such disability, incapacity, or incompetency.

c. GENERAL STATEMENT OF AUTHORITY GRANTED. subject to any limitations in this document, i grant to my 

Healthcare agent full power and authority to make health care decisions for me to the same extent that i could 

make such decisions for myself if i had the capacity to do so.  in making any decision, my Healthcare agent shall 

attempt to discuss the proposed decision with me to determine my desires if i am able to communicate in any way.

in exercising this authority, my Healthcare agent shall make health care decisions that are consistent with my 

desires as stated in this document or otherwise made known to my Healthcare agent. if my desires regarding a 

particular health care decision are not known to my Healthcare agent, then my Healthcare agent shall make the 

decision for me based upon what my Healthcare agent believes to be in my best interests.

DURABLE POWER OF ATTORNEY FOR HEALTH CARE

initials: _____________



my Healthcare agent’s authority includes but is not limited to the power to authorize my admission to a medical, 

nursing, residential or similar facility, and enter into agreements for my care, and the power to authorize medical 

and surgical procedures.  i authorize my Healthcare agent, to the extent permitted by law, to make decisions about

the withholding and withdrawal of life-sustaining treatment, including the withholding or withdrawal of artificially 

provided nutrition and hydration.

d. ANATOMICAL GIFTS. ___________ i authorize ___________ i do not authorize (choose one) my Healthcare agent to 

make an anatomical gift of all or part of my body in accordance with Pennsylvania law.

e. DESIGNATION OF ALTERNATE HEALTHCARE AGENT. if the person designated as my Healthcare agent is not 

available or unable to act or refuses to act in accordance with my desires as stated in this document, i designate the

following persons to serve as my Healthcare agent to make health care decisions for me as authorized by this 

document, who serve in the following order:

_________________________________________________________________________________________________________________________
first alternative HealtHCare agent’ (name and relationsHiP)

_________________________________________________________________________________________________________________________
address

PHone ____________________________________ ____________________________________ ____________________________________
Home Cell work

e-mail address: _________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________
seCond alternative HealtHCare agent’ (name and relationsHiP)

_________________________________________________________________________________________________________________________
address

PHone ____________________________________ ____________________________________ ____________________________________
Home Cell work

e-mail address: _________________________________________________________________________________________________________

initials: _____________



II. GENERAL PROVISIONS

a. HOLD HARMLESS. all persons or entities who in good faith endeavor to carry out the terms and provisions of 

this document shall not be liable to me, my estate, my heirs or assigns for any damages or claims arising because 

of their action or inaction based on this document, and my estate shall defend and indemnify them.

b. SEVERABILITY. if any provision of this document is held to be invalid, such invalidity shall not affect the other 

provisions which can be given effect without the invalid provision, and to this end the directions in this document 

are severable.

c. STATEMENT OF INTENTIONS. it is my intent that this document be legally binding and effective. if the law 

does not recognize this document as legally binding and effective, it is my intent that this document be taken 

as a formal statement of my desire concerning the method by which any health care decisions should be made 

on my behalf during any period in which i am unable to make decisions.

i have read and understand the contents of this document and the effect of this grant of powers to my Healthcare agent. 

i am mentally competent to make this declaration.

signed on ________________day of ______________________________________, ____________.

signature: ___________________________________________________________________________

name: _______________________________________________________________________________

address: _____________________________________________________________________________

______________________________________________________________________________________

County:______________________________________________________________________________
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initials: _____________



STATEMENT OF WITNESSES

i declare that the person who signed or acknowledged this document has (1) identified himself or herself to me, (2) signed

or acknowledged this document in my presence, (3) appears to be of sound mind, and under no duress, fraud or undue

influence. i am not the person appointed as Healthcare agent or alternate Healthcare agent by this document, nor am i

the operator of a community care facility, or an employee of an operator of a healthcare facility.

i further declare that i am not related to him/her by blood, marriage, or adoption, and to the best of my knowledge, i am

not creditor of him/her or entitled to any part of the estate of him/her under a will now existing or by operation of law.

each of us is at least 18 years of age.

witness signature: ___________________________________________________________________

name: _______________________________________________________________________________

address: _____________________________________________________________________________

______________________________________________________________________________________

witness signature: ___________________________________________________________________

name: _______________________________________________________________________________

address: _____________________________________________________________________________

______________________________________________________________________________________

initials: _____________


