
 
Completing Your Own Advance Health Care Directive (AHCD) 

• What is it? 

An Advance Health Care Directive (AHCD) is also known as a “Durable Power of Attorney for Health Care,” 

“Advance Directive,” or “Living Will.”  It is a legal document which allows you to record your decisions 

about future health care treatment in the event you are no longer able to make your own decisions.   

There are two components to an AHCD, and you can choose to complete either one or both: (1) Choose and 

appoint agent/s to make health care decisions for you, and (2) Provide your health care wishes or 

instructions. You are called the “principal” in this document. 

Remember that an agent can never override your wishes- you are not giving away your own decision-

making power by completing an AHCD, and an AHCD can be revoked at any time and can be changed by 

creating a new document. 

• Why do I need one?  

Everyone should complete an AHCD, regardless of age and health, and the best time to complete it is before 

a crisis occurs.  It is a common misconception that only those who are older or anticipating medical 

treatment should have an AHCD- this could not be more wrong.  Another common misconception is that a 

spouse or child would automatically be able to step in and make health care decisions on your behalf, even 

if you have not designated them as agent/s in an AHCD. In California, nobody automatically has such 

authority. Without an AHCD, family members may be left confused about what to do, may argue about who 

should make decisions and what those decisions should be, may be forced to go to court to seek a 

conservatorship to make decisions, or, in some cases, a physician could be forced to appoint the person 

they believe is best suited to act.    

An Advance Health Care Directive is the simplest and surest way to control future health care treatment, 

ensure that your wishes will be respected, and importantly, make it easier for children and loved ones to 

make the right decisions on your behalf. While we are social distancing in our homes, it is a perfect time to 

start those conversations that most of us have been avoiding. 

• How can I complete one during this time of social distancing? 

Bet Tzedek has created a simple AHCD form which is included in this packet. While we normally assist our 

clients in completing this form in person, we want to provide the option here to do it on your own. You will 

be responsible for correctly filling out the form on your own. 

To create a valid AHCD, you will need two adult witnesses or a notary to witness your signature and 

acknowledge that you are competent and acting under your own volition. The witnesses cannot be the 

persons you are appointing as your agents or your health care provider.  

• How does the witnessing work? 

You can fill out everything in the AHCD except the final signature beforehand, and then sign the final line in 

front of your witnesses or a notary.   
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A common approach is to ask neighbors to witness your signature if you do not have household members 

who are able to do so. We have included a handout for you to provide to your intended witnesses with 

information to help you explain what they are signing and to ease any worries they may have.  

It is possible to take safety precautions and witness a document using safe social distancing by spending a 

little time setting up and preparing, for example:  

• Set up a table or find another signing surface in a neutral location such as communal hallway or 

outside; 

• Bring your own pens; 

• Wash and sanitize your hands before signing the document, and ensure that the witnesses stay at 

least 6’ away from the table while you sign; 

• Leave the document on the table and walk 6’ away before the witnesses walk up and sign; and  

• Wash and sanitize your hands after the signing is completed. 

What if I do not have two witnesses? A notary can be used in place of witnesses, but notaries do charge for 

their services. If you do decide to use a notary, make sure you confirm that they follow social distancing and 

safety protocols before hiring them. Notaries can come to you if you are not able to travel. 

If you do not have two witnesses and cannot pay for a notary, then your AHCD cannot technically be 

complete and valid. However, a signed document that is not witnessed or notarized, or only witnessed by 

one person, could still be better than having nothing should an emergency arise. A health care provider or 

family members could potentially use the incomplete document for guidance or direction.  

*If you are currently residing in a nursing facility, special rules apply, and your AHCD would need to be 

additionally witnessed by the facility ombudsman. You would need to work with the facility and 

unfortunately cannot complete it on your own.  

• Filling out the form:  

We have included a sample form for you, with each section numbered. Review the sample and think about 

your choices before starting to fill out your own form. The numbers below correspond with the numbered 

locations on the sample form. If the form is not filled out correctly it could create problems. 

1. Name: Your current name 

• also known as/formerly known as: Any names you have previously used if you think you 

may have medical records in these names. 

2. Immediate or only upon incapacity: This is a personal choice. The default is that your agents do not 

have any authority to act on your behalf until you are no longer able to do so. If that is your wish, 

you can move on to the next step. Should you have the need for immediate help managing your 

medical care, this may be a good option for you, and you would initial in this box.  

3. Naming Your Agent and Alternate Agent(s):  

*If you do not wish to appoint an agent, move on to the next section, having an ACHD is still 

beneficial without appointing an agent.   

The agent you choose will have legal authority to speak for you in health care matters should you 

become unable to make your own health care decisions (or immediately if that is your preference).  
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The agent you choose should be a person whom you trust and who understands your values, 

beliefs, and desires. Your agent must be at least 18 years old and cannot be your physician or an 

employee of a health care facility where you receive care.  

• You can appoint up to three agents, a primary agent and two alternatives who would step 

in should the primary agent not be available. You do not have to select alternative agents, 

but it is a good option if possible, so that someone is able to speak for you even if your 

primary agent is not available (if they are out of the country or ill for example). 

• Trust and reliability are more important than location- think first of which potential agent 

you feel comfortable discussing these topics with and would better carry out your wishes, 

rather than focusing on who lives closer.  

• Remember that your agent can never override your wishes, they must follow your 

instructions to the best of their knowledge, and they will not be responsible for your 

medical expenses. Note also that you are not forcing anyone to act by appointing them as 

your agent, they can decline if they are not able to carry out the function. We have 

provided more information in the attached Agent Instruction Form.  

• It is very important to use the correct spelling and contact information for your agent to 

avoid any issues in the future. Please confirm that you have the correct information before 

completing the form. 

4. Review Agent Authority: Your AHCD will give your designated agent the authority to make all 

health care decisions on your behalf that you would otherwise make yourself, should you become 

incapacitated. If you do not want your agent to have the authority to conduct all of these activities, 

you may limit your agent’s authority by crossing out the post death authority in this section, or 

otherwise limiting the authority in “Other Instructions Authorizations” box discussed in the next 

step. 

5. Nomination of Agent as Conservator: A conservatorship is a protective legal proceeding in which 

the court appoints a person or organization to make decisions for an incapacitated adult. A court 

may order a conservator of the person for someone if it is found that they cannot provide for their 

personal needs for physical health, food, clothing or shelter. If a conservator of your person ever 

needs to be appointed by the court, you may elect to have the agent(s) listed on your AHCD 

nominated to serve as your conservator. Ideally, having an AHCD in place would prevent the need 

for any such court intervention. However, should a conservatorship ever become necessary, you 

may indicate that you wish for your agent to be appointed as conservator. This nomination does 

not mean you consent to a conservatorship. If you would like to nominate your agent(s) initial in 

the box. 

6. Health Care Instructions: An AHCD allows you to provide instructions on your health care 

treatment preferences.  Specifically, the form will address the type of treatment you would like to 

receive in an end-of-life situation where artificial means are required to keep you alive because you 

are in an irreversible coma, persistent vegetative state, or terminally ill. The form includes two 

statutory choices. You may choose one of the two by initialing in the corresponding box, or you 

may choose neither if they do not apply to you.  You may also list additional health care instructions 

in the ”Other Instructions/Authorizations” box below if you would like to.    

• Remember that there is no correct choice, and this document is simply meant to make sure 

your wishes are fulfilled.  
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7. Signature:             - DO NOT sign the document until witnesses or a notary are present!  

8. Witness Signatures: When the witnesses have observed you sign the document, they sign and date 

here, and include their addresses. 

9. Witness Declaration: One of the witnesses also needs to sign and date the witness declaration 

here, stating they are not related to you, nor do they stand to inherit your estate.  

10. Ombudsman Declaration: *Do NOT fill this out*. This portion only applies if you are residing in a 

nursing facility. If you are, you need to speak with the facility and will not be able to complete this 

form on your own.  

11. Notary Acknowledgement: If you are NOT using witnesses, this is the portion a notary will 

complete. If you used witnesses, leave this blank. 

 

• What do I do once the AHCD is completed and signed? 

Make copies! You can take a photo with your phone or ask someone with a smartphone to take a photo. 

Then email it or make and give physical copies to your agents and to health care providers. 

If you appointed an agent- talk to them about your wishes and give them attached agent instructions. 

You can change your mind at any time and revoke your directive 

o Communicate your intent by telling your provider, signing a revocation, or tearing it up 

o Sign a new AHCD – this revokes any previous directive 

o inform your agent/s and provider that the old AHCD is no longer valid 

You can change your agents and/or health care instructions at any time by signing a new AHCD. 

• Attached documents: 

Agent Instructions- Give this document to your agent and make sure you talk to them about the AHCD. 

Principal Instructions- Review this document for yourself, and use it as a guide for your chat with your 

agent.  

AHCD Sample Form- sample form filled out for you to follow along in. 

AHCD Blank Form- blank form for you to complete and sign.  

Handout for Witnesses- A short informational overview of the responsibilities of witnesses for you to give 

to a person you intend to ask to witness your document.   

 

If you have questions about how to complete this form, or anything related to Advance Planning,  

please call us at (323) 549-5886. 

*The information presented herein is intended for educational purposes only. This information is not intended as legal 

advice.  Your use of these materials creates no attorney client relationship between you and Bet Tzedek Legal Services.* 

 



 

 
 

 

 

 

 

 

Advance Health Care Directive: 

Agent Instructions 

You have been named a health care agent.  This means you have the ability to make 

health care decisions on someone’s behalf should they become incapacitated. The 

person who gave you this authority is referred to as “the principal.” If you are named 

as an alternate agent your authority will only begin if the primary agent is not 

available. 
 

Your Authority: 

Physicians and other health care professionals will look to you to make decisions on 

behalf of the principal, your authority includes: 

 

• Speaking to doctors, including 

asking questions and receiving 

information 

• Accepting or refusing treatment 

• Choosing a doctor 

• Making funeral arrangements 

• Accessing medical records 

• Donating organs 

(See CA Probate Code §§ 4615, 

4617) 

 

Your authority is limited; the principal retains the right to make their own health care 

decisions so long as they are able to give informed consent (unless specifically 

provided in the AHCD).  You must act in accordance with the wishes of the principal 

to the extent that they are known, and when they are unknown, you should make 

decisions on behalf of the principal in their best interest.  In determining what is the 

principal’s best interest, you should consider their personal values to the extent that 

you know them. You do not have the authority to: 

 

• Place the principal in a mental 

health treatment facility 

• Authorize assisted suicide or 

euthanasia 

• Authorize convulsive treatment, 

psychosurgery, sterilization, or an 

abortion 

(See CA Probate Code §§ 4652) 

 

As a health care agent, you do not have any authority to manage the financial affairs 

of the principal. Your authority is limited to health care decisions only. You will not 

be responsible for any medical bills incurred in the treatment of the principal.  

 

 



 

 
 

Your Obligations: 
 

You have been given a great responsibility and it is very important that you take the 

time to speak with the principal about their preferences for health care and what is 

important to them when choosing medical treatment, as well as review the Advance 

Health Care Directive for any instructions the principal has provided therein. You 

must follow all the instructions and wishes of the principal to the best of your 

knowledge.  You are immune from liability as long as you act in good faith. 

Important additional topics to discuss include: 

 

• What is the principal’s wish for end-of-life care? How does the principal feel 

about the use of life sustaining measures (for example, the use of a respirator or 

artificial nutrition) in the face of an irreversible coma or terminal illness? 

• Does the principal have any religious instructions or preferences for the 

handling and disposition of their body? 

• Has the principal made any burial arrangements? If they have already made 

arrangements, get all available information and keep it in a safe place to avoid 

confusion later. If the principal has expressed a wish to be buried, what 

appearance do they want to maintain (for example, dress, hairstyle/length, 

makeup, etc.)?  

• Does the principal wish to donate their body? If the principal wishes to donate 

their body, it is important to make these arrangements before death. 

• Does the principal have instructions regarding how they want to be addressed 

or referred to in medical care and post-death, including name and pronoun(s)? 
 

What to do Next: 
 

You should keep an easily accessible copy of the Advance Health Care Directive in 

case of a health care emergency.  It would also be helpful for you to confirm with the 

principal that they have provided copies of the directive to their health care providers. 

In addition to keeping a paper copy of the Advance Health Care Directive, it is a 

good idea to keep an electronic copy so it is always with you.  Scan it and email it to 

yourself or take a picture so it is always accessible should you need it.  You need to 

be able to provide a copy of the directive in order to exercise your authority.  If the 

principal has had a legal name and/or gender marker change, it may be helpful to 

have a copy of the court order to link the principal to health records under a previous 

legal name. 

 

*The information presented herein is intended for educational purposes only. This information is not intended as 

legal advice.  Your use of these materials creates no attorney client relationship between you and Bet Tzedek Legal 

Services.* 

 



 
 

 

 

 

 

 

 

Advance Health Care Directive: 

Principal Instructions 
 

 

You have completed an Advance Health Care Directive.  This document will be 

valid for the rest of your life unless you revoke it or set a date for it to expire.  

 

If you have designated an agent/s in your Advance Health Care Directive, it is very 

important for you to speak to your agent/s about your end-of-life health wishes and 

concerns, even if they are specified on the form.  Make sure to take the time to sit 

down with your agent/s and discuss your preferences, make sure they understand 

your health care and end-of-life wishes, and are willing to accept this 

responsibility.  Informing your agent of your preferences will help them make 

informed decisions on your behalf and feel confident in their actions. 

Important additional topics to discuss include: 

 

• What is your wish for end-of-life care? How do you feel about the use of life 

sustaining measures (for example, the use of a respirator or artificial 

nutrition) in the face of an irreversible coma or terminal illness? 

• Do you have any religious instructions or preferences for the handling and 

disposition of your body? 

• Have you made any burial arrangements? If you have already made 

arrangements, provide the agent with all available information to avoid 

confusion later. If you wish to be buried, what appearance do you want to 

maintain (for example, dress, hairstyle/length, makeup, etc.)? 

• Do you wish to donate your body? If you wish to donate your body, it is 

important to make these arrangements before death. 

• Do you have instructions regarding how you want to be addressed or 

referred to in medical care and post-death, including name and pronoun(s)? 

 

Provide your agent/s, primary care physician, and other health care providers 

with a copy of the Advance Health Care Directive so they may keep it on file.  

Copies of the Advance Health Care Directive are just as valid as the original. 

 

 



 
 

It is useful to maintain a list of the people and institutions that have been provided 

with copies of your Advance Health Care Directive. This will assist you in 

providing updates to the appropriate people should you make changes to your 

directive in the future. 

 

You should keep a wallet card to alert medical personnel that you have an Advance 

Health Care Directive and to ensure your agent/s’ contact information is readily 

accessible in case of emergency.  Make sure to keep several copies of the Advance 

Health Care Directive along with the original, but note that if you need to make 

copies of the original, do not remove the staple.   

 

If you have had a legal name and/or gender marker change, it may be helpful to 

give your agent a copy of the court order to link you to health records under a 

previous legal name. 

 

Wallet cards for your convenience: 
 

Important Notice to Emergency Medical Personnel 

I,  

    (name/s)                                               (date of birth) 

have executed an Advance Health Care Directive. If I 

am unable to make my own health care decisions, my 

designated agent has the legal authority to make those 

decisions on my behalf, including decisions 

concerning life sustaining treatment. In such an event, 

one of the persons listed on the reverse of this card 

should be contacted immediately, in the order listed. 

…………………………………………………………………………………. 

1. Agent’s Name: 

Phone: 

Alt. Ph./email: 

2. Agent’s Name: 

Phone: 

Alt. Ph./email: 

3. Agent’s Name: 

Phone: 

Alt. Ph./email: 

Important Notice to Emergency Medical Personnel 

I,  

    (name/s)                                                (date of birth) 

have executed an Advance Health Care Directive. If I 

am unable to make my own health care decisions, my 

designated agent has the legal authority to make those 

decisions on my behalf, including decisions concerning 

life sustaining treatment. In such an event, one of the 

persons listed on the reverse of this card should be 

contacted immediately, in the order listed. 

…………………………………………………………………………………. 

1. Agent’s Name: 

Phone: 

Alt. Ph./email: 

2. Agent’s Name: 

Phone: 

Alt. Ph./email: 

3. Agent’s Name: 

Phone: 

Alt. Ph./email: 

 

 
 

*The information presented herein is intended for educational purposes only. This information is not intended as legal 

advice.  Your use of these materials creates no attorney client relationship between you and Bet Tzedek Legal Services.* 

 



CALIFORNIA POWER OF ATTORNEY FOR HEALTH CARE 
AND HEAL TH CARE DIRECTIVE 

(D 

NOTE: COMPLETION OF THIS FORM IS ONLY THE FIRST STEP, 

You SHOULD DISCUSS YOUR WISHES IN DETAIL WITH YOUR DESIGNATED AGENT(S). 

• WITH THIS FORM YOU MAY 00 ANY OR ALL OF THE FOLLOWING: 

1. NAME AN AGENT TO MAKE HEAL TH CARE DECISIONS FOR YOU IF YOU CANNOT. 

2. INSTRUCT DOCTORS AND OTHER HEALTH CARE PROFESSIONALS HOW YOU WOULD LIKE TO BE 

TREATED IF YOU ARE HURT OR SERIOUSLY ILL ANO UNABLE TO TELL THEM YOUR WISHES. 

• READ THE FORM CAREFULLY. CROSS OUT ANY PROVISION YOU DO NOT WANT. 

• THIS FORM REVOKES ANY PRIOR DIRECTIVES YOU HAVE MADE. 

•AFTER YOU COMPLETE THIS FORM SIGN AND DATE IT. Two WITNESSES OR A NOTARY MUST ALSO SIGN AND DATE IT. 

My name Is: JAX\(, !)o,G 
also known as/formerly known as: JaY\(. Sm rti1 
In this document I appoint an agent. That agent will make health care decisions for me in the future, if and when I no 
longer have the capacity to make my own health care decisions. My primary care physician will determine when I am 

unable to make my own health care decisions. 

OPTIONAL: I want my agent's authority to make health care decisions for me to take effect immediately. 

Initial here if this statement reflects your desires: D 

Part 1 • NAMING YOUR AGENT (If you do not have an agent, please proceed to Part 2 on page 3.) 

Do not select any of the following persons as your agent or alternate agent: 
• Your primary physician. 
• An employee or operator of the health care institution, community care facility, or residential 

care facility where you receive care (unless you are related to that person). 

AGENT 

&J Name John l)Q(. 
Address: ~1, \ ~. ~ \ \ ~.-) Lo~ ~l,s . ·el\ "I I DOI 

City ~ State Zip 

Phone: ( ti~) i'' _. 214.it. Phone: ..___,__ Email: J60t f) ~n 00 . Cl'W 

1s1 ALTERNATE AGENT (If Agent is not reasonably available to make a health care decision for me.) 

Name: r{\1-.ry Smd:_h_ 

Address: Z a,\ 1. ~ • 'i'i WlA ~-I ?hett\lY 
City 

Phone: (1~12Jl .,.72Jl Alt. Phone:..,___ Email: 

AZ 11,1.ia/ 
State Zip 

w,~I) .~ 
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2NoALTERNATE AGENT (If Agent and 1sr Alternate Agent is not reasonably available to make a health care 

decision for me.) 

Name: _.-l/A __ . 

Address: -------------------------------- City State Zip 

Phone: ..___.,__ Alt. Phone: L_) Email: _ 

GENT'S AUTHORITY 

Except as limited by this document, my agent will have authority to make all health care decisions for me. This authority 
includes, but is not limited to, the authority 1) to accept or refuse treatment, nutrition and hydration, 2) to choose a particular 
physician or health care facility, and 3) to receive, or consent to the release of, medical information and records. 

Agent's Post Death Authority: My agent is authorized to donate all or part of my body, to authorize an autopsy ~nd/or 
determine the disposition of my remains. The agent's actions must be consistent with my will or trust, and ·with any 
arrangements which I have made. (Cross this out if you do not wish your agent to have this authority.) 

Agent's Authority Under HIPAA & CMIA: My agent shall be my personal representative under HIPAA and legal 
representative under CMIA and shall have the same rights to inspect, obtain and disclose my protected health 

information as I have. 

AGENT'S OBLIGATIONS 

1. My agent shall make decisions for me in accordance with this power of attorney, other instructions I make in this form 
and my personal wishes, to the extent my agent knows them. If my wishes on a subject are not known, my agent shall 
make health care decisions for me consistent with what my agent determines to be in my best interest. In determining 
my best interest, my agent shall consider my personal values to the extent known by my agent. 

2. My agent shall provide a copy of this advance health care directive to any health care provider or facility that takes on 

responsibility for my care. 

(i) NOMINATION OF CONSERVATOR 

If a conservator of my person needs to be appointed for me by a court, I nominate the agent designated in this form. If 
that agent is not willing, able or reasonably available to act as conservator, I nominate the alternate agents whom I have 
named, in the order designated. 

Initial here if this statement reflects your desires: j:f.l>..j 
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;I'[\ Part 2 • HEAL TH CARE INSTRUCTIONS I make the following health care instructions to my agen~ orto my health 

~ care provider if my agent is not reasonably available or I do not have an agent: 

I do not want efforts made to prolong my life and I do not want life-sustaining treatment to be provided or continued: 

(1) If I am in an irreversible coma or persistent vegetative state; or 

(2) if I am terminally ill and the use of life sustaining procedures would serve only to artificially delay the moment 

of my death; or 

(3) under any other circumstances where the burdens of treatment outweigh the expected benefits. 

In making decisions about life sustaining treatment under (3) above, I want my agent or health care provider to consider the 

relief of suffering and the quality of my life as well as the extent of the possible prolongation of my life. 

Initial here if this sta~ement reflects your desires: j:s:1) .j 
I authorize all treatments to prolong my life for as long as possible. 

Initial here if this statement reflects your desires: D 

Other instructions/authorizations: 

REVOCATION OF PREVIOUS DOCUMENTS: I revoke any previously-executed Power of Attorney for Health Care, Individual 

Health Care Instruction, or Natural Death Act Declaration. 

SIGNATURE OF PRINCIPAL (Sign and date form here in front of witnesses or a notary.) 

Date: 
"i}1~Jto1 Os;

9
na1ure _.M,n. ~....- . . .. 

(If principal is no physically able to sign, he or she can instruct another person to sign the 

principal's name, if signature is done in the principal's presence.) 

STATEMENT OF WITNESSES 

This document must either be notarized, or signed by two witnesses. If the principal (the person appointing the agent) currently 

resides in a nursing facility, this document a/so must be witnessed by a representative of California's Long-Term Care 

Ombudsman Program. If the two-witness method is chosen, the Ombudsman Program representative may serve as one of the 

two witnesses, or may serve as a third witness. If the notarization method is chosen, the Ombudsman Program representative 

serves as a separate witness. Certain individuals cannot serve as witnesses. Those rules are set forth in the following witne~ 

statements. 

Page 3 of 4 
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I declare under penalty of perjury under the laws of California 
(1) that the individual who signed or acknowledged this advance health care directive is personally known to me, or that the 

individual's identity was proven to me by convincing evidence, 
(2) that the individual signed or acknowledged this advance directive in my presence, 
(3) that the individual appears to be of sound mind and under no duress, fraud, or undue influence, 
(4) that I am not a person appointed as agent by this advance directive, and . .. , 
(5) that I am not the individual's health care provider, an employee of the individual's health care provider, the operator of a 

community care facility, an employee of an operator of a community care facility, the operator of a residential care facility 

(V 
. for ~e elderly, ')'\r ~n employee !:°:rator of a residential care '.~?~or :e e~er~ 

F1rstW1tness: ~ ~ ~ 
Name (printed) Signature 

Date ll 1,~Lz D Address: /2-6 '(7'1- Sf ' fax ~ I C/.) VJ 00( 3 /I 1 _/ City State Zip 

Second Witness: Tv&or' , JOYZ4 c;f{A/lC ~ 
Name (printed) = Signature 

Date: 1/r s: lw Address: 0/S:~2 ·&ef: 5l- . J LA I Cft q 2-,j? '1 .s: 
I t ' City State Zip 

(;;\ ONE OF THE PRECEDING WITNESSES ALSO MUST SIGN THE FOLLOWING DECLARATION: 

lY I further declare under penalty of perjury under the laws of California that I am not related to the individual executing this 
advance health care directive by blood, marriage, or adoption, and, to the best of my knowledge, I am not entit1ed to.any 

part of the i)dividuf l's estate upon his or her death u~1enryi11 now existing or by operation of law. 

Date: l{~ [ 5 l7& Signature: _ ~(~~-'" 
I 

ECLARATION OF OMBUDSMAN PROGRAM REPRESENTATIVE 
equired if person appointing the agent currently resides in a nursing facility.) 

I declare under penalty of perjury under the laws of California that I am an ombudsman designated by the California 
Department of Aging and that I am serving as a witness as required by Section 4675 of the California Probate Code. 

Date: Signature: _ 

CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC (Not required if two-witness method is followed.} 

A Notary Public or other officer completing this certificate verifies only the identity of the individual who 

signed the document to which the certificate is attached, and not the truthfulness, accuracy, or validity of that 

document. 

State of California, County of _ 

On before me, (name and title of officer) 

personally appeared , who proved to 
me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to the within instrument and 
acknowledged to me that he/she/they executed the same in his/her/their authorized capacity(ies), and that by his/her/their 
signature(s) on the instrument the person(s), or the entity upon behalf of which the person(s) acted, executed the instrument. 

I certify under PENAL TY OF PERJURY under the laws of the State of California that the foregoing paragraph is true and 

correct. 
WITNESS my hand and official seal. 

Signature _ 

Nore: Use OF THIS FORM IS NOT APPROPRIATE FOR EVERY PERSON OR EVERY SITUATION. 

FOR MORE INFORMATION ABOUT POWERS OF ATTORNEY FOR HEALTH CARE, CONSULT WITH AN ATTORNEY, 
Page 4 of 4 © 2017, Bet Tzedek legal Services 



  Page 1 of 4 © 2017, Bet Tzedek Legal Services 

CALIFORNIA POWER OF ATTORNEY FOR HEALTH CARE 
AND HEALTH CARE DIRECTIVE 

NOTE: COMPLETION OF THIS FORM IS ONLY THE FIRST STEP. 

YOU SHOULD DISCUSS YOUR WISHES IN DETAIL WITH YOUR DESIGNATED AGENT(S). 

• WITH THIS FORM YOU MAY DO ANY OR ALL OF THE FOLLOWING: 
1. NAME AN AGENT TO MAKE HEALTH CARE DECISIONS FOR YOU IF YOU CANNOT . 
2. INSTRUCT DOCTORS AND OTHER HEALTH CARE PROFESSIONALS HOW YOU WOULD LIKE TO BE 

TREATED IF YOU ARE HURT OR SERIOUSLY ILL AND UNABLE TO TELL THEM YOUR WISHES. 
• READ THE FORM CAREFULLY. CROSS OUT ANY PROVISION YOU DO NOT WANT. 
• THIS FORM REVOKES ANY PRIOR DIRECTIVES YOU HAVE MADE. 
• AFTER YOU COMPLETE THIS FORM SIGN AND DATE IT. TWO WITNESSES OR A NOTARY MUST ALSO SIGN AND DATE IT. 

My name is:  ___________________________________________________ . 

also known as/formerly known as: __________________________________________________. 

In this document I appoint an agent. That agent will make health care decisions for me in the future, if and when I no 
longer have the capacity to make my own health care decisions. My primary care physician will determine when I am 
unable to make my own health care decisions. 
 

OPTIONAL: I want my agent’s authority to make health care decisions for me to take effect immediately. 

Initial here if this statement reflects your desires: 

 

Part 1 - NAMING YOUR AGENT (If you do not have an agent, please proceed to Part 2 on page 3.) 

Do not select any of the following persons as your agent or alternate agent: 
• Your primary physician. 
• An employee or operator of the health care institution, community care facility, or residential 

care facility where you receive care (unless you are related to that person). 

AGENT 

Name:  _________________________________________________________  

Address:  _______________________________________________________________________________________ 
City State Zip 

Phone: (         )                              Alt. Phone: (          )                             Email:                                                                 

1ST ALTERNATE AGENT (If Agent is not reasonably available to make a health care decision for me.) 

Name:  ____________________________________________________  

Address:  _______________________________________________________________________________________ 
City State Zip 

Phone: (         )                              Alt. Phone: (           )______________Email:______________________________      
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2ND ALTERNATE AGENT (If Agent and 1ST Alternate Agent is not reasonably available to make a health care 
decision for me.) 

Name:  ____________________________________________________  

Address:  ______________________________________________________________________________________  
City State Zip 

Phone: (          )                              Alt. Phone: (          )________________Email:_______________________________                   

 

AGENT’S AUTHORITY 

Except as limited by this document, my agent will have authority to make all health care decisions for me. This authority 
includes, but is not limited to, the authority 1) to accept or refuse treatment, nutrition and hydration, 2) to choose a particular 
physician or health care facility, and 3) to receive, or consent to the release of, medical information and records.  

Agent’s Post Death Authority: My agent is authorized to donate all or part of my body, to authorize an autopsy and/or 
determine the disposition of my remains. The agent’s actions must be consistent with my will or trust, and with any 
arrangements which I have made. (Cross this out if you do not wish your agent to have this authority.)      

Agent’s Authority Under HIPAA & CMIA: My agent shall be my personal representative under HIPAA and legal 
representative under CMIA and shall have the same rights to inspect, obtain and disclose my protected health 
information as I have. 

AGENT’S OBLIGATIONS 

1. My agent shall make decisions for me in accordance with this power of attorney, other instructions I make in this form 
and my personal wishes, to the extent my agent knows them. If my wishes on a subject are not known, my agent shall 
make health care decisions for me consistent with what my agent determines to be in my best interest.  In determining 
my best interest, my agent shall consider my personal values to the extent known by my agent.  

2. My agent shall provide a copy of this advance health care directive to any health care provider or facility that takes on 
responsibility for my care. 

 

NOMINATION OF CONSERVATOR 

If a conservator of my person needs to be appointed for me by a court, I nominate the agent designated in this form. If 
that agent is not willing, able or reasonably available to act as conservator, I nominate the alternate agents whom I have 
named, in the order designated.  

 Initial here if this statement reflects your desires:   
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Part 2 - HEALTH CARE INSTRUCTIONS I make the following health care instructions to my agent, or to my health 

care provider if my agent is not reasonably available or I do not have an agent: 

I do not want efforts made to prolong my life and I do not want life-sustaining treatment to be provided or continued:  

   (1) If I am in an irreversible coma or persistent vegetative state; or 

             (2) if I am terminally ill and the use of life sustaining procedures would serve only to artificially delay the moment                                                               
of my death; or 

             (3) under any other circumstances where the burdens of treatment outweigh the expected benefits. 

In making decisions about life sustaining treatment under (3) above, I want my agent or health care provider to consider the 
relief of suffering and the quality of my life as well as the extent of the possible prolongation of my life.  

        Initial here if this statement reflects your desires:    

I authorize all treatments to prolong my life for as long as possible. 

           Initial here if this statement reflects your desires:     

 
Other instructions/authorizations:  

 

 

 

 

 

REVOCATION OF PREVIOUS DOCUMENTS: I revoke any previously-executed Power of Attorney for Health Care, Individual 
Health Care Instruction, or Natural Death Act Declaration. 

SIGNATURE OF PRINCIPAL (Sign and date form here in front of witnesses or a notary.) 

Date:  ____________________  Signature:  ___________________________________________________________  

(If principal is not physically able to sign, he or she can instruct another person to sign the 
principal’s name, if signature is done in the principal’s presence.) 

STATEMENT OF WITNESSES 

This document must either be notarized, or signed by two witnesses. If the principal (the person appointing the agent) currently 

resides in a nursing facility, this document also must be witnessed by a representative of California’s Long-Term Care 

Ombudsman Program. If the two-witness method is chosen, the Ombudsman Program representative may serve as one of the 

two witnesses, or may serve as a third witness. If the notarization method is chosen, the Ombudsman Program representative 

serves as a separate witness. Certain individuals cannot serve as witnesses. Those rules are set forth in the following witness 

statements. 
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I declare under penalty of perjury under the laws of California 
(1) that the individual who signed or acknowledged this advance health care directive is personally known to me, or that the 

individual’s identity was proven to me by convincing evidence, 
(2) that the individual signed or acknowledged this advance directive in my presence, 
(3) that the individual appears to be of sound mind and under no duress, fraud, or undue influence, 
(4) that I am not a person appointed as agent by this advance directive, and 
(5) that I am not the individual’s health care provider, an employee of the individual’s health care provider, the operator of a 

community care facility, an employee of an operator of a community care facility, the operator of a residential care facility 
for the elderly, nor an employee of an operator of a residential care facility for the elderly. 

First Witness: 
Name (printed) Signature 

Date:  _________________  Address:  _______________________________________________________________  
City State Zip 

Second Witness:  __________________________  
Name (printed) Signature 

Date:  _________________  Address:  _______________________________________________________________  
City State Zip 

ONE OF THE PRECEDING WITNESSES ALSO MUST SIGN THE FOLLOWING DECLARATION: 

I further declare under penalty of perjury under the laws of California that I am not related to the individual executing this 
advance health care directive by blood, marriage, or adoption, and, to the best of my knowledge, I am not entitled to any 
part of the individual’s estate upon his or her death under a will now existing or by operation of law. 

Date:  ____________________  Signature:  ___________________________________________________________  
 
DECLARATION OF OMBUDSMAN PROGRAM REPRESENTATIVE  
(Required if person appointing the agent currently resides in a nursing facility.) 

I declare under penalty of perjury under the laws of California that I am an ombudsman designated by the California 
Department of Aging and that I am serving as a witness as required by Section 4675 of the California Probate Code. 

Date:  ____________________  Signature:  ___________________________________________________________  

CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC (Not required if two-witness method is followed.) 

State of California, County of ______________________________  

On _____________________ before me, (name and title of officer)   _______________________________________ , 

personally appeared __________________________________________________________________ , who proved to 
me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to the within instrument and 
acknowledged to me that he/she/they executed the same in his/her/their authorized capacity(ies), and that by his/her/their 
signature(s) on the instrument the person(s), or the entity upon behalf of which the person(s) acted, executed the instrument. 

I certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is true and 
correct. 

WITNESS my hand and official seal. 

Signature ___________________________________  

NOTE:   USE OF THIS FORM IS NOT APPROPRIATE FOR EVERY PERSON OR EVERY SITUATION . 
FOR MORE INFORMATION ABOUT POWERS OF ATTORNEY FOR HEALTH CARE , CONSULT WITH AN ATTORNEY. 

A Notary Public or other officer completing this certificate verifies only the identity of the individual who 

signed the document to which the certificate is attached, and not the truthfulness, accuracy, or validity of that 

document. 



 
 

Witnessing an Advance Health Care Directive 

 

Hello, I am completing my Advance Health Care Directive. For this document to be 

valid, two witnesses have to watch me sign the document, and then they have to 

sign and date the witness portion and write down their addresses.  

I am asking you to watch me sign and be my witness. By witnessing my signature 

on this document, you are not taking any responsibility for, or getting involved 

with my health care, nor do you need to read the contents of the document. By 

signing you are only stating the following: 

• That you know who I am (or I have shown you my ID if you do not know my 

name!); 

• That I signed the document in front of you; 

• That I appear to know what it is I am signing and that nobody is forcing me 

to do it; and 

• That you are not my agent or my health care provider. 

One of the two witnesses has to sign twice- that person is also stating one more 

fact: 

• That you are not related to me, and that you are not going to inherit my 

estate when I pass away.  

 

Thank you so much! 

 

 

 

*The information presented herein is intended for educational purposes only. This information is not intended as legal 

advice.  Your use of these materials creates no attorney client relationship between you and Bet Tzedek Legal 

Services.* 
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