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Advance Directive for Health Care 
 

By:  Date  
of Birth: 

 
 

 
 

PART ONE—Health Care Agent 
 
 
1.  Health Care Agent 

 
I select the following person as my health care agent to make health care decisions for me.  
 

Name:  

Address:  

Telephone:  

 
 
If my health care agent cannot be contacted in a reasonable time period and cannot be located with 
reasonable efforts or for any reason my health care agent is unavailable or unable or unwilling to act as 
my health care agent, then I select the following, each to act successively in the order named, as my back-
up health care agent(s): 
 

Name:  

Address:  

Telephone:  

 
  

Name:  

Address:  

Telephone:  

 
 
2.  General Powers of Health Care Agents 

 
My health care agents will make health care decisions for me when I am unable to communicate my health 
care decisions or I choose to have my health care agents communicate my health care decisions. 
 
My health care agents will have the same authority to make any health care decision that I could make. 
My health care agents’ authority includes, for example, the power to: 

• Admit me to or discharge me from any hospital, skilled nursing facility, hospice, or other health care 
facility or service;  

• Request, consent to, withhold, or withdraw any type of health care; and  
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• Contract for any health care facility or service for me, and to obligate me to pay for these services 
(and my health care agent will not be financially liable for any services or care contracted for me or 
on my behalf). 

 
My health care agents will be my personal representative for all purposes of federal or state law related 
to privacy of medical records (including the Health Insurance Portability and Accountability Act of 1996) 
and will have the same access to my medical records that I have and can disclose the contents of my 
medical records to others for my ongoing health care. 
 
My health care agents may accompany me in an ambulance or air ambulance if in the opinion of the 
ambulance personnel protocol permits a passenger and my health care agents may visit or consult with 
me in person while I am in a hospital, skilled nursing facility, hospice, or other health care facility or service 
if its protocol permits visitation. 
 
My health care agents may present a copy of this advance directive for health care in lieu of the original 
and the copy will have the same meaning and effect as the original. 
 
 
 
3.  Guidance for Health Care Agents 

 
When making health care decisions for me, my health care agents should think about what action would 
be consistent with past conversations we have had, my treatment preferences as expressed in PART TWO 
(if I have filled out PART TWO), my religious and other beliefs and values, and how I have handled medical 
and other important issues in the past. If what I would decide is still unclear, then my health care agents 
should make decisions for me that my health care agents believe are in my best interest, considering the 
benefits, burdens, and risks of my current circumstances and treatment options. 
 
 
 
4.  Powers of Health Care Agents After Death 

 
(A)  AUTOPSY 
 
My health care agents will have the power to authorize an autopsy of my body unless I have limited my 
health care agents’ power by initialing below. 
 
 _________ (Initials) My health care agents will not have the power to authorize an autopsy of my 

body (unless an autopsy is required by law). 
 
 
(B)  ORGAN DONATION AND DONATION OF BODY 
 
My health care agents will have the power to make a disposition of any part or all of my body for medical 
purposes pursuant to the Georgia Anatomical Gift Act, unless I have limited my health care agents’ power 
by initialing below. 
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Initial each statement that you want to apply. 
 
 _________ (Initials) My health care agents will not have the power to make a disposition of my body 

for use in a medical study program. 
 
    _________ (Initials) My health care agents will not have the power to donate any of my organs. 
 
(C)  FINAL DISPOSITION OF BODY 
 
My health care agents will have the power to make decisions about the final disposition of my body unless 
I have initialed below. 
 
 _________ (Initials) I want the following person to make decisions about the final disposition of my 
body: 
 

Name:  

Address:  

Telephone 
Numbers:  

 
I wish for my body to be: 
 
 _________ (Initials) Buried  OR  _________ (Initials) Cremated 
 
 
 

PART TWO—Treatment Preferences 
 
5.  Conditions 

 
PART TWO will be effective if I am in any of the following conditions: 
 
Initial each condition in which you want PART TWO to be effective. 
 
 _________ (Initials) A terminal condition, which means I have an incurable or irreversible condition 

that will result in my death in a relatively short period of time. 
 
 _________ (Initials) A state of permanent unconsciousness, which means I am in an incurable or 

irreversible condition in which I am not aware of myself or my environment and I 
show no behavioral response to my environment. 

 
My condition will be determined in writing after personal examination by my attending physician and a 
second physician in accordance with currently accepted medical standards. 
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6.  Treatment Preferences 

 
If I am in any condition that I initialed in Section (5) above and I can no longer communicate my treatment 
preferences after reasonable and appropriate efforts have been made to communicate with me about my 
treatment preferences, then: 
 
(A) _________ (Initials) Try to extend my life for as long as possible, using all medications, machines, or 

other medical procedures that in reasonable medical judgment could keep me 
alive. If I am unable to take nutrition or fluids by mouth, then I want to receive 
nutrition or fluids by tube or other medical means. 

OR 
 
(B) _________ (Initials) Allow my natural death to occur. I do not want any medications, machines, or 

other medical procedures that in reasonable medical judgment could keep me 
alive but cannot cure me. I do not want to receive nutrition or fluids by tube or 
other medical means except as needed to provide pain medication. 

OR 
 
(C) _________ (Initials) I do not want any medications, machines, or other medical procedures that in 

reasonable medical judgment could keep me alive but cannot cure me, except as 
follows: 

 
Initial each statement that you want to apply to option (C). 
 
 _________ (Initials) If I am unable to take nutrition by mouth, I want to receive nutrition by tube or 

other medical means. 
 
 _________ (Initials) If I am unable to take fluids by mouth, I want to receive fluids by tube or other 

medical means. 
 
 _________ (Initials) If I need assistance to breathe, I want to have a ventilator used. 
 
 _________ (Initials) If my heart or pulse has stopped, I want to have cardiopulmonary resuscitation 

(CPR) used. 
 
 _________ (Initials) I want to receive pain medication by mouth, tube, IV, or other medical means. 
 
 
 
7.  Additional Statements 
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PART THREE—Guardianship 
 
 
A court will appoint a guardian for you if the court finds that you are not able to make significant 
responsible decisions for yourself regarding your personal support, safety, or welfare. A court will appoint 
the person nominated by you if the court finds that the appointment will serve your best interest and 
welfare. If you have selected a health care agent in PART ONE, you may (but are not required to) nominate 
the same person to be your guardian. If your health care agent and guardian are not the same person, 
your health care agent will have priority over your guardian in making your health care decisions, unless a 
court determines otherwise. 
 
 
(A) _________ (Initials) I nominate the person(s) serving as my health care agents under PART ONE to 

serve as my guardian. 
OR 
 
(B) _________ (Initials) I nominate the following person to serve as my guardian: 
 

Name:  

Address:  

Telephone 
Numbers:  

 
 
 

PART FOUR—HIPPAA 
 
New HIPAA Regulations Require Amendment. A recent federal regulation known as the Health Insurance 
Portability and Accountability Act (HIPAA) regarding disclosure of individually identifiable health 
information necessitated the addition of a special release and consent authority to all healthcare 
providers before medical information will be released to agents of the patient. 

HIPAA Release Authority. I instruct that my agent(s) be treated as I want to be treated with respect to my 
rights regarding the use and disclosure of my individually identifiable health information or other medical 
records. This release authority applies to any information governed by the Health Insurance Portability 
and Accountability Act, 42 USC 1320d and 45 CFR 160-164. 

Legal Consent for Disclosure of Health Care Information. Any physician, healthcare professional, dentist, 
health plan, hospital, clinic, laboratory, pharmacy or other health care provider, any insurance company, 
the Medical Information Bureau Inc. or other health care clearinghouse that has provided treatment or 
services  shall give, disclose and release to my designated Agent, without restriction, identifiable health 
information and medical records regarding any past, present or future medical or mental health condition, 
to include all information relating to the diagnoses treatment of HIV/AIDS, sexually transmitted diseases, 
mental illness and drug or alcohol abuse. 

Legal Consent for Disclosure of Specific Mental Health Care Information. Any psychologist, psychiatrist, 
licensed therapist or other healthcare provider involved with diagnoses or therapy or other treatment of 
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me which pertains to my mental health shall give disclose and release to my designated agent any and all 
individually identifiable health information and medical records involving any past present or future 
mental health condition. This specific authorization includes but is not limited to psychotherapy notes 
defined by HIPAA as “notes recorded in any medium by a mental health professional documenting or 
analyzing the contents of conversation during a private counseling session”, as well as medication 
prescription and monitoring, counseling session start and stop times, modalities and frequencies of 
treatment, results of clinical tests, and any summary of diagnosis, functional status, treatment plans, 
symptoms, prognosis or progress. My agent shall have the same rights of access to these notes as I am 
entitled to under the provisions of HIPAA and under applicable state law. 

Definition of Agent. In interpreting this document, the definition of “Agent” shall be all persons named 
as Fiduciaries, Surrogates, Guardians, Conservators or Personal Representatives, in any of the legal 
documents referenced and incorporated by reference into this Global Amendment, including my Last Will 
and Testament, Durable Financial Power of Attorney, and Advance Directive for Health Care. 

If any question arises as to the interpretation of this paragraph, then the current estate attorney acting 
on my behalf shall be consulted and the opinion given by that Attorney shall be binding. 

Supersession of Prior Documents and Expiration Event. The authority given my agent in this legal consent 
form shall supersede any prior agreements that I may have made with my health care providers to restrict 
access or disclosure of my individually identifiable health information. The authority given my agent has 
no expiration date and shall expire only in the event that I revoke the authority in writing and deliver it to 
my health care provider. 

Release and Hold Harmless Provision. In order to induce the disclosing party to disclose the aforesaid 
private and/or protected confidential information, I forever release and hold harmless said disclosing 
party who relies on this instrument from any liability under confidentiality rules arising from HIPAA as a 
consequence of said disclosure. 

Severe criminal penalties of a $50,000 fine and up to one year in prison can be imposed on any covered 
provider who knowingly releases patient information improperly. The foregoing Release Authority is a 
necessary step to satisfy all covered providers that they are disclosing information in compliance with the 
HIPAA laws and regulations, and with complete legal authority from the undersigned who will hold 
harmless any medical practitioner or hospital, which releases medical information pursuant to this 
consent document. 

 
 

PART Five — Effectiveness and Signatures 
 
 
This advance directive for health care will become effective only if I am unable or choose not to make or 
communicate my own health care decisions. 
 
This form revokes any advance directive for health care, durable power of attorney for health care, health 
care proxy, or living will that I have completed before this date. 
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By signing below, I state that I am emotionally and mentally capable of making this advance directive for 
health care and that I understand its purpose and effect. 
 
 
________________________________________________________________ ___________________ 
Name          Date 
 
 
 
The Declarant signed this form in my presence or acknowledged signing this form to me. Based upon my 
personal observation, the Declarant appeared to be emotionally and mentally capable of making this 
advance directive for health care and signed this form willingly and voluntarily. 
 
 
___________________________________________________________             ___________________ 
(Signature of First Witness)       (Date) 
 

Print Name:  

Address:  

 
 
 
___________________________________________________________              ___________________ 
(Signature of Second Witness)       (Date) 
 

Print Name:  

Address:  

 
 


