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POWER OF ATTORNEY FOR HEALTH CARE DOCUMENT 
NOTICE TO PERSON MAKING THIS DOCUMENT 

YOU HAVE THE RIGHT TO MAKE DECISIONS ABOUT YOUR HEALTH CARE.  NO 
HEALTH CARE MAY BE GIVEN TO YOU OVER YOUR OBJECTION, AND NECESSARY 
HEALTH CARE MAY NOT BE STOPPED OR WITHHELD IF YOU OBJECT. 

BECAUSE YOUR HEALTH CARE PROVIDERS IN SOME CASES MAY NOT HAVE HAD 
THE OPPORTUNITY TO ESTABLISH A LONG TERM RELATIONSHIP WITH YOU, 
THEY ARE OFTEN UNFAMILIAR WITH YOUR BELIEFS AND VALUES AND THE 
DETAILS OF YOUR FAMILY RELATIONSHIPS.  THIS POSES A PROBLEM IF YOU 
BECOME PHYSICALLY OR MENTALLY UNABLE TO MAKE DECISIONS ABOUT YOUR 
HEALTH CARE. 

IN ORDER TO AVOID THIS PROBLEM, YOU MAY SIGN THIS LEGAL DOCUMENT TO 
SPECIFY THE PERSON WHOM YOU WANT TO MAKE HEALTH CARE DECISIONS 
FOR YOU IF YOU ARE UNABLE TO MAKE THOSE DECISIONS PERSONALLY.  THAT 
PERSON IS KNOWN AS YOUR HEALTH CARE AGENT.  YOU SHOULD TAKE SOME 
TIME TO DISCUSS YOUR THOUGHTS AND BELIEFS ABOUT MEDICAL TREATMENT 
WITH THE PERSON OR PERSONS WHOM YOU HAVE SPECIFIED.  YOU MAY STATE 
IN THIS DOCUMENT ANY TYPES OF HEALTH CARE THAT YOU DO OR DO NOT 
DESIRE, AND YOU MAY LIMIT THE AUTHORITY OF YOUR HEALTH CARE AGENT.  
IF YOUR HEALTH CARE AGENT IS UNAWARE OF YOUR DESIRES WITH RESPECT 
TO A PARTICULAR HEALTH CARE DECISION, HE OR SHE IS REQUIRED TO 
DETERMINE WHAT WOULD BE IN YOUR BEST INTERESTS IN MAKING THE 
DECISION.

THIS IS AN IMPORTANT LEGAL DOCUMENT. IT GIVES YOUR AGENT BROAD 
POWERS TO MAKE HEALTH CARE DECISIONS FOR YOU.  IT REVOKES ANY PRIOR 
POWER OF ATTORNEY FOR HEALTH CARE THAT YOU MAY HAVE MADE.  IF YOU 
WISH TO CHANGE YOUR POWER OF ATTORNEY FOR HEALTH CARE, YOU MAY 
REVOKE THIS DOCUMENT AT ANY TIME BY DESTROYING IT, BY DIRECTING 
ANOTHER PERSON TO DESTROY IT IN YOUR PRESENCE, BY SIGNING A WRITTEN 
AND DATED STATEMENT OR BY STATING THAT IT IS REVOKED IN THE PRESENCE 
OF TWO WITNESSES.  IF YOU REVOKE, YOU SHOULD NOTIFY YOUR AGENT, YOUR 
HEALTH CARE PROVIDERS AND ANY OTHER PERSON TO WHOM YOU HAVE GIVEN 
A COPY.  IF YOUR AGENT IS YOUR SPOUSE AND YOUR MARRIAGE IS ANNULLED 
OR YOU ARE DIVORCED AFTER SIGNING THIS DOCUMENT, THE DOCUMENT IS 
INVALID.

YOU MAY ALSO USE THIS DOCUMENT TO MAKE OR REFUSE TO MAKE AN 
ANATOMICAL GIFT UPON YOUR DEATH.  IF YOU USE THIS DOCUMENT TO MAKE 
OR REFUSE TO MAKE AN ANATOMICAL GIFT, THIS DOCUMENT REVOKES ANY 
PRIOR RECORD OF GIFT THAT YOU MAY HAVE MADE.  YOU MAY REVOKE OR 
CHANGE ANY ANATOMICAL GIFT THAT YOU MAKE BY THIS DOCUMENT BY 
CROSSING OUT THE ANATOMICAL GIFTS PROVISION IN THIS DOCUMENT. 

DO NOT SIGN THIS DOCUMENT UNLESS YOU CLEARLY UNDERSTAND IT.  IT IS 
SUGGESTED THAT YOU KEEP THE ORIGINAL OF THIS DOCUMENT ON FILE WITH 
YOUR PHYSICIAN. 

Residents of Wisconsin must attach this notice statement to 
each copy of FIVE WISHES.  You may copy this form.


