
 

Honoring My Care Decisions 
Peace of Mind is Planning Ahead 

 
 
 
 
 
 
	

 
Full Name: _______________________________________________ Date of Birth: ____________________ 

Address ____________________________ City: _____________________ State: _____ Zip code: ________ 

Phone#: __________________ Phone#: _____________________ Email: _____________________________ 
          (Cell / Home / Work)              (Cell / Home / Work) 

 

Healthcare Power of Attorney (Agent) 
I ________________________________________, am a person of the full age of majority and a resident of the 
Parish of ______________________, State of Louisiana. 

I appoint, name, and authorize the following, hereinafter referred to as “Agent,” to be my agent(s) and 
attorney-in-fact, giving the Agent full power and authority to make healthcare and medical decisions on my 
behalf, including, but not limited to, healthcare and medical decisions related to surgeries and procedures; 
medical treatments; medical examinations/evaluations; medical tests; hospitalizations and other 
confinements to medical, healthcare and/or nursing home facilities; and administration of medications and 
prescription or other drugs or substances, but only to the extent such are recommended by a duly licensed 
physician.  I waive any and all restrictions on access by my Agent(s) to my health records under the Health 
Insurance Portability and Accountability Act or other statute. 

Primary Agent: 
Name: ___________________________________ Relationship: ____________________________________ 

Phone#: ______________________ Phone#: ______________________ Email: _________________________ 
            (Cell / Home / Work)                 (Cell / Home / Work) 

Address _____________________________ City: _____________________ State: ______ Zip code: _______ 

 
If the Primary Agent is not able or willing to make my healthcare decisions, then the following person is my 
next choice: 

Secondary Agent: ___Not Applicable 

Name: ___________________________________ Relationship: ____________________________________ 

Phone#: ______________________ Phone#: ______________________ Email: _________________________ 
  (Cell / Home / Work)        (Cell / Home / Work) 

Address _____________________________ City: _____________________ State: ______ Zip code: _______ 

 



 

This power of attorney shall not terminate upon my disability, infirmity, incompetence or incapacity, but 
rather it is my specific intention to authorize and direct my Agent(s) to carry out the power of attorney 
granted to my Agent(s) hereunder in such event, notwithstanding such disability, infirmity, incompetence or 
incapacity.  
 
In the event that one of the Agents specified above dies or resigns as Agent, the remaining Agent shall have 
full authority to act. 

 
 
________________________________ _________________________________ _______________ 
Your Signature    Print Your Name                   Date 
 

 
Witness 1 Signature 

________________________________ _________________________________ _______________ 
Signature     Print Name                    Date 
 
Witness 2 Signature 

________________________________ _________________________________ _______________ 
Signature     Print Name                    Date 
 

This HC POA document is valid once all three signatures lines above are complete. 
 

 
Signature of Agent indicating acceptance of Healthcare Power of Attorney role (optional): 
 
Primary Agent: 
 
ACCEPTED: ________________________________    DATE: _________________________________ 
 Primary Agent Signature 

 
Secondary Agent: 
 
ACCEPTED: ________________________________ DATE: _________________________________ 
 Secondary Agent Signature 

 


