HEALTH CARE PROXY
I, _______________, residing at ________________________________, New York ______, hereby appoint, ______________, my _____, who resides at ________________________________________, New York ______, as my health care agent.  In the event that he is unable, unwilling, or unavailable to act as my health care agent, I hereby appoint, ______________, my _____, who resides at _______________________________, New York ______, as my successor health care agent.

In the event that I become unable to make my own health care decisions, this health care proxy shall take effect, and I hereby authorize my health care agent or my successor health care agent, as the case may be, to make any and all health care decisions for me, except to the extent that I state otherwise: --------

I declare that I have discussed with my agent my wishes regarding artificial nutrition and hydration, and it is my intention that my agent shall have authority to make all decisions concerning these measures as fully as I could if I were able.

I direct my agent to make health care decisions in accordance with my wishes and instructions as stated above or as otherwise known to either of them, as the case may be.  I also direct my agent to abide by any limitations on his or her authority as stated above or as otherwise known to either of them as the case may be.




In the event of my incapacity, my Agent shall be afforded the first opportunity to visit with my attending physician and me.  If I am unable to express my own desires regarding visitation or discuss my care with my attending physician, my Agent shall have the sole right to decide when and if other parties may visit with my attending physician or me. My Agent shall have the authority to limit subsequent contact by third parties and relatives with my attending physician and myself.  This provision is intended to clearly establish my Agent’s authority over my blood relatives or legal representatives who may hold priority over visitation, health care decisions, and conference with treating physicians, in the event of my incapacity, under applicable law or custom.

I retain the power to revoke this proxy at any time and for any reason.  I understand that, unless I revoke it, this proxy will remain in effect indefinitely or until the date or occurrence I have stated below:        my demise
Dated: ____________, 200__  

Signature: 
_________________________________
I declare that the person who signed and executed this document is personally known to me and appears to be of sound mind and acting willingly and free from duress.  He signed this document in my presence.  I am not the person appointed as agent by this document.

Witness Signature: ________________________   Witness Signature: _____________________________
Printed Name____________________________     Printed Name: ________________________________
Address: ________________________________    Address: ____________________________________
Witness Signature: _______________________________



Printed Name: __________________________________
              Address: ________________________________________
