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DURABLE MEDICAL POWER OF ATTORNEY 

 

  
 

 I, CLIENT NAME, of (client address), appoint my (relationship to client), NAME OF 

APPOINTED AGENT, as my primary Agent to make health care decisions on my behalf as 

authorized in this document. In the event that my (relationship to client), NAME OF 

APPOINTED AGENT, is not available, I appoint my (relationship to client), NAME OF 

SUCCESSOR APPOINTED AGENT, to serve as my successor agent to make decisions on my 

behalf.   

  

All references herein to my “Agent” shall also refer to my “successor Agent(s).”    This 

document revokes all previous advance medical directives.   

 

 I have specifically chosen not to execute a Living Will Advance Medical Directive, 

pursuant to Virginia’s Health Care Decisions Act as it is my desire that my Agent, if the need 

arises, have the sole authority to make decisions based upon the facts and circumstances that may 

exist at that time.    My agent(s) shall not have the authority to sign a Physician’s Order for Life 

Sustaining Treatment (POST) form, on my behalf, or any other similar document. 

 It is important to note that I do not consider artificial nutrition and hydration to be 

mechanical life support.  To the contrary, I consider them to be food and water.   My Agent is 

well aware of my wishes, philosophy, and probable decision making process as it relates to 

issues such as changing my code status and/or the withdrawal of life support.  Please know that it 

is extremely important to me that my Agent, under this medical power of attorney, have sole 

authority to speak on my behalf regarding health care decisions (to include end-of-life type 

decisions).  Therefore, under no circumstances shall an outside party (including but not limited to 

an ethics counselor or committee, patient care consulting committee, etc.) override my Agent’s 

decision-making process or authority.  I direct that medical professionals educate my Agent on 

the objective medical facts regarding my condition and then allow my Agent to apply my wishes, 

philosophy, and probable decision making process to those facts.    

 Additionally, I direct that my Agent is not required to articulate my wishes, philosophy, 

and probable decision making process to any third party or medical professional (including but 
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not limited to ethics counselors and committees).  I direct that my Agent’s only duty, in the event 

that he or she is asked to consider changing my code status and/or withdraw life support, is to 

state his or her final decision on my behalf; more specifically, my Agent shall not be required to 

justify or explain the underlying basis for his or her final decision other than to state that he or 

she believes it reflects what I would want, and that his or her opinion regarding what I would 

want is based upon our emotionally intimate relationship. 

 At the time of this document’s execution, federal regulations encourage certain medical 

professionals to counsel their patients regarding end of life decisions.  Under no circumstances 

shall a physician’s order, or notes written by a medical professional, in my medical records or 

otherwise, override or take precedence over decisions regarding my care and treatment that have 

been made by my family and/or health care Agent.  I sincerely believe that the emotionally 

intimate nature of my relationship with my family and/or health care Agent affords a more 

current and/or in-depth insight into my probable health care decision making processes as well as 

the decisions I would ultimately make than would an order or notes written in my medical 

records by a medical professional.   As a result, after careful consideration, I have executed this 

document to expressly prohibit any action that would result in the decisions of my family and/or 

health care Agent being overridden by a medical professional(s), ethics committee, patient care 

consulting committee, or other similar entity. 

 In exercising the power to make health care decisions on my behalf, my Agent shall 

follow my desires and preferences as stated in this document or as otherwise known to my 

Agent.  My Agent may consider the medical diagnosis and prognosis and any information 

provided by my physicians as to intrusiveness, pain, risks, and side effects associated with 

treatment or non-treatment.  If my Agent cannot determine what treatment choice I would have 

made on my own behalf, then my Agent shall make a choice for me based upon what my Agent, 

in his or her sole and un-reviewable discretion, believes I would have wanted. 

 

 TO WIT: The powers of my Agent shall include the following: 

A. To consent to or refuse or withdraw consent to any type of medical care, treatment, 

surgical procedure, diagnostic procedure, medication and the use of mechanical or 

other procedures that affect any bodily function, including, but not limited to, 

artificial respiration, artificially administered nutrition and hydration, and 
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cardiopulmonary resuscitation.  This authorization specifically includes the power to 

consent to the administration of dosages of pain relieving medication in excess of 

standard dosages in an amount sufficient to relieve pain, even if such medication 

carried the risk of addiction or inadvertently hastens my death; 

B. To request, receive, and review any information, verbal or written, regarding my 

physical or mental health, including but not limited to, medical and hospital records, 

and to consent to the disclosure of this information; 

C. To employ and discharge my health providers, and to authorize my admission to or 

discharge (including transfer to another facility) from any hospital, hospice, nursing 

home, adult home or other medical care facility; and; 

D. To restrict or eliminate the hospital visitation rights of individuals; 

E. To take any lawful actions that may be necessary to carry out these decisions, 

including the granting of releases of liability to medial providers. 

F. To act as my authorized Agent in order to access any protected health care 

information (“PHI”) under the Health Insurance Portability and Accountability Act 

(known as “HIPAA”). 

Further, my Agent shall not be liable for the costs of treatment pursuant to my Agent’s 

authorization, based solely on that authorization. 

This durable power of attorney advance directive for making health care decisions shall 

not terminate in the event of my disability. 

If any Court determines that it is necessary to appoint someone to serve as guardian of 

my personal affairs, including responsibility for making decisions regarding my support, care, 

health, safety, habitation, education, therapeutic treatment, and residence, I request the court to 

give primary consideration to the person serving as my Agent hereunder. 
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By willfully and voluntarily signing below, on this _____day of ______________, 2015, 

I indicate that I am emotionally and mentally competent to make this durable medical power of 

attorney and that I understand the purpose and effect of this document. 

 

 

 

      ____________________________________ 

      Declarant 

 

 

This power of attorney was signed by the declarant in my presence.  I am not the spouse 

or a blood relative of the declarant. 

 

 

 

      __________________________________ 

      Witness 

 

 

 

      ___________________________________ 

      Witness 

 

 

COMMONWEALTH OF VIRGINIA 

CITY/COUNTY OF ____________________: 

 The foregoing durable medical power of attorney was personally signed and 

acknowledged before me on this ______day of ________________, 201_, by the above named 

declarant and witnesses. 

 

      ___________________________________ 

      Notary Public 

 

My commission expires _____________________. 


