ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR HEALTH CARE

POWER OF ATTORNEY made this day of

(month) (year)

1. 1, )
(insert name and address of principal)

hereby appoint:

(insert name and address of agent)

as my attorney-in-fact (my "agent") to act for me and in my name (in any way I could act in person) to
make any and all decisions for me concerning my personal care, medical treatment, hospitalization and
health care and to require, withhold or withdraw any type of medical treatment or procedure, even though
my death may ensue. My agent shall have the same access to my medical records that I have, including the
right to disclose the contents to others. My agent shall also have full power to authorize an autopsy and
direct the disposition of my remains.

2. The powers granted above shall not include the following powers or shall be subject to the
following rules or limitations:

I do not want my life to be prolonged nor do I want life-sustaining treatment to be provided or
continued if my agent believes the burdens of the treatment outweigh the expected benefits. I want my
agent to
consider the relief of suffering, the expense involved and the quality as well as the possible extension of
my life in making decisions concerning life-sustaining treatment.

Initialed

I want my life to be prolonged and I want life-sustaining treatment to be provided or continued
unless [ am in a coma which my attending physician believes to be irreversible, in accordance with
reasonable medical standards at the time of reference. If and when I have suffered irreversible coma, I want
life-sustaining treatment to be withheld or discontinued.

Initialed

I want my life to be prolonged to the greatest extent possible without regard to my condition, the
chances I have for recovery or the cost of the procedures.

Initialed

3. () This power of attorney shall become effective on

4. () This power of attorney shall terminate on
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5. If any agent named by me shall die, become incompetent, resign, refuse to accept the office of
agent or be unavailable, I name the following (each to act alone and successively, in the order named) as
successors to such agent:

For purposes of this paragraph 5, a person shall be considered to be incompetent if and while the person
is a minor or an adjudicated incompetent or disabled person or the person is unable to give prompt and
intelligent consideration to health care matters, as certified by a licensed physician.

6. If a guardian of my person is to be appointed, I nominate the agent acting under this power of
attorney as such guardian, to serve without bond or security.

7. 1 am fully informed as to all the contents of this form and understand the full import of this
grant of powers to my agent.

Signed

The principal has had an opportunity to read the above form and has signed the form or acknowledged his
or her signature or mark on the form in my presence.

Residing at
(witness)

Residing at

(witness)

Provided by www.illinoislawyers.com 312-346-5320 Free Lawyer Referrals and Legal Guidance




	ILLINOIS STATUTORY SHORT FORM POWER OF ATTORNEY FOR HEALTH CARE

