INFINITE HEALTH CARE

Tt fo

Name Date

Date of Birth Gender

Address

City State Zip Code
Email Address Phone No
Emergency Contact Phone No

Martial Status Ethnicity

How did you hear about us?

MEDICAL HISTORY

Please select any relevant conditions below:

Anemia/Blood Disorder
Anxiety

Arthritis

Asthma

Autoimmune Condition
Blood Clotting Disorder
Cancer/History of Cancer
COPD

Deep Vein Thrombosis

Depression/Suicidc| |deation

Details or any other condition:

Diabetes/Retinopathy
Eating Disorder History
Epilepsy/Seizures

Heart Disease
Headache/Migraine
High Blood Pressure
HIV/AIDS or Hepatitis
Hormone Replacements
IBD/IBS

Kidney Disorder/Disease

Low Blood Pressure

Low Libido

Mental Health History
Neurological Disorder/Stroke
Osteoporosis

Pancreatitis

Renal Failure

S|eep Apnea

Substance/Alcohol abuse
Thyroid Disease

Infinite healthcareihc@gmail.com

ettt (e

480-915-2455



Are you allergic to any medications? No Yes If yes, please explain:

Have you had surgery or hospi+o|izo+ions No Yes:

in the past yeor?

List any vaccines that \/ou've had in the last year:

Are you currenﬂy foking any blood Jr|’1ir1r1ir1g drugs? (i.e., Aspirin and \)\/orforin) No Yes
If yes, p|eose list them:

FEMALE MEDICAL HISTORY

Are you cu rren+|y: Pregnon+ Tr\/ing to conceive Breoshceeohng Pos+—menopouse
Using contracepfives: Other:
Date last menses: Pregnancies: Live births:

Please provide a list of all medications or supp|emen+s you take:

MEDICATION OR SUPPLEMENTS ~ DOSE FREQUENCY COMMENTS



HEALTH HABITS

Do you smoke? No Yes How many per day? How long?
Do you drink alcohol on a regular basis? No Yes Weekly Use:
How is your activity level? Sedentary Lightly active Moderately active Very active
What methods or inferventions have you used to lose weight previously?
Diet Exercise Prescription medication Therapy Herbal supplements
Date of last physical: Date of last blood work:

Relevant results:

What is your main motivations and concerns for your visit Jroo|oy?

Have you experienced any of these symptoms recenﬂy?

Chest Pain Vision changes Suicideal Ideation
Pain with meals Shortness of Breath Numbness/Tingling
Poor balance/falls Change in bowel habits Confusion/Brain Fog
Unexperienced weight Unusual Pain with Other:

gain/loss Menstruation

By signing below, | acknowleclge that | have provided complefe and accurate information and
understand that it will be used to assess my suifabi/ify for any treatment. | understand that it is
my responsibilify to inform the Medical Practitioner of any changes to my medical If)isfory or
skincare routine. | agree to waive all liabilities of the Medical Practitioner or emp’oyer for any

injury or damages incurred due to misrepresentation of my health history.

Client Name (prin’red) Client Name (signed) Date

Provider Name (printed) Provider Name (signed) Date



l, grant and authorize Infinite Health Care, PLLC

the rig|’1+ to take, edit, alter, use and pub|ish pho’rogrophs and/or videos of me for the purpose of

promoﬁoncﬂ materials, inc|uding but not limited to:

Print advertisements

Online mor|<e+ing (websites, social media, |o|ogs)

Educational materials (brochures, ﬂyers, presenfoﬁons)

| ocknow|eo|ge that all pho+ogr0phs and/or videos taken are the property of Infinite Health Care,
PLLC., and will be used solely for the purposes stated above.

| understand that |oy signing this release form, | grant Infinite Health Care, PLLC, permission to
take, edit, alter, use and pub|is|’1 my phoJrogrophs and/or videos without any further compensation
or consideration. | waive any rithrs to compensation, financial or otherwise, for the use of these

pho’rogrophs and/or videos.
| release Infinite Health Care, PLLC,, its representatives, and emp|oyees from any claims,
domoges or liabilities that may arise from the use of the pho’rogrophs and/or videos, inc|uo|ing any

claims for compensoﬁon, defomoﬁon, or invasion of privacy.

By signing below, | oclmow|eo|ge that | have read this release form, understand its content, and

vo|un+ori|y agree to its terms.

Client Name (printed) Client Name (signed) Date

Provider Name (prin+eo|) Provider Name (signed) Date



At Infinite Health Care, we strive to provide an excep’riono| standard of care. In order to achieve

this, we kind|y request your cooperation in odhering to our cancellation po|icy.

We understand that life can be unpredic+0b|e and unexpeded circumstances may arise. However,
we |<ind|y ask that you provide us with at least 24 hours' notice if you need to cancel or

reschedule your appointment. Your o|e|oosi+ will be refunded or opp|ied to a new appointment.

Cancellations made within 24 hours of the scheduled oppointment time are subject to a $50

cancellation fee.

W hile we understand that unforeseen circumstances can occur, a missed appointment where no
notice is given not on|y affects our obi|i’ry to serve other clients but also results in lost time and
resources. 1 he full cost of the service is chorged for these appointments.

We value your fime as well as the time of our other clients. If you arrive more than 15 minutes
late for your scheduled appointment, we may need to reschedule your session or shorten the

treatment duration. The full price of the origino”y scheduled appointment will il opp|y.

We Jrru|y appreciate your unders’ronding and cooperation in honoring our cancellation po|icy to

ensure that each client receives the attention and quo|i+y service Jrl']@y deserve.

Client Name (prirﬁed) Client Name (signed) Date

Provider Name (printed) Provider Name (signed) Date
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Patient Name: Date of Birth:

To give consent to disclose health care information to someone other than the patient, please write their name below:

(e.g Family member & caretaker)

NAME. Relation:

| understand that my health information is private and confidential. | understand that Infinite Health Care works

o|i|igen’r|\/ to protect my privacy and preserve the com(idenﬁohh/ of my persono| health information.

| understand that signing this document means that Infinite Health Care may use and disclose my persono| health
information to help provide health care to me, to handle billing and payment, and to take care of other health care

operations. Failure to sign this consent may result in the Provider(s) dec|ining to treat me.

Under the terms of this consent, | can ask Infinite Health Care to restrict how my persono| health information is used
or disclosed to carry out treatment, payment or
health care operations. | understand that Infinite Health Care does not have to agree fo my request. If Infinite Health

Care does not agree fo my request, | understand that the limits ogreed upon will be followed.

| understand that | have the right to cancel this consent in writing ot anytime. If | do cancel the consent, | understand
that Infinite Health Care may have already used or disclosed information about me and canceling this consent would

not affect the information o|reoo|y used or disclosed.

| MAY CANCEL THIS CONSENT AT ANY TIME BY DOING THE FOLLOWING:

\)\/riﬁng, signing and doﬁng a letter to Infinite Health Care that states the patfient wants to revoke their consent to
authorize the use and disclosure of my persono| health information for treatment, payment and health care options.
| understand if | cancel this consent, Infinite Health Care is not ob|igo+eo| to provider further health care services to me.

My signature below indicates that | agree to the policies outlines by this document and all statements therein.

Patient or |ego||y authorized individual's signature Date

Relationship to the patient if signed by anyone other than him/her (Parent, legal guardian, personal representative, etc)



the undersigned, hereby provide my informed consent to

receive medical treatment and services from Infinite Health Care and it's Provider(s), hereinafter referred to as “the

Provider”. | understand that this consent encompasses any and all medical treatments, procedures, and services that

the Provider(s) deems necessary or advisable for my health and We||—|oeing.

Nature of Treatment: | understand that the Provider(s) will offer me appropriate medical treatment and
services fo address my health condition(s) to the best of their abilities. The spech(ic treatment and services will
be determined based on the diognosis and assessment |oy the Provider(s).

Risk and Benefits: | have been provided with information regording the poJrenJrio| risks, benefits, and alternatives
associated with the proposed treatments and services. | understand that the Provider(s) has answered my
questions and addressed my concerns to my satisfaction.

Consent for Medical Records: | authorize the Provider(s) to obtain and release my medical records as necessary
for the continuation of my care and treatment, in accordance with opp|icob|e lows and regu|or+ions.

Right to Refuse Treatment: | understand that | have the right to refuse any treatment or service recommended
by the Provider(s). I acknowledge that by refusing recommended treatment, | may jeopardize my health.
Privacy and Corn(idenﬁoh’ry: | understand that my medical information will be treated corn(iden’riQHy and in
accordance with the Health Insurance Por’robthry and Accourﬁobthry Act (HIPAA) and other opp|icob|e laws
and regulations.

Payment Responsibility: | agree to be responsible for payment for the medical services rendered to me by the
Provider(s), inc|uding any services not covered by insurance. | understand that | may request an estimate of
chorges before any non-emergency treatment.

Advance Directives: | have been informed of my right to create advance directives, such as a living will or
durable power of attorney for healthcare, and the Provider(s) policy regarding such directives.

Telemedicine: | understand that telemedicine services may be provided, and | consent to receive medical care
Jrhrougl’] telemedicine if the Provider(s) deem appropriate.

Minors and Dependents: For patients under 18 years of age or dependent adults, | represent that | have the
legal authority to provide consent for their treatment. The undersigned warrants and represents that attached
hereto are origino|s or certified copies of any dpp|icob|e powers of attorney, health care surrogate forms or

court orders appointing the undersigned as the |ego| guordion of the patient.



This authorization, or copy of the same, authorizes the release to the Provider(s) of any medical information
necessary for treatment and/or to process claims for services rendered by the Provider(s). The patient or authorized

patient representative agrees fo execute any documents and perForm any acts the Provider(s) may reosonob|y

request with regords to services.

This patient consent and authorization given fo the Provider as set forth above will remain in full force and effect
per episode of care unfil terminated in writing loy patient or authorized patient representative. This termination will
not be effective until the facility receives this request in writing.

| have had the opportunity to ask questions and clarify any concerns related to my treatment. | understand the

information provided to me, and | free|y and vo|un’rori|y consent to the proposed medical treatment and services.

Signature of Patient or Patient's Representative Date

Printed Name

Represen’roﬁve's Re|o+ionship to Patient



At Infinite Health Care, we are committed to providing you with the iiigiiesi quoii’ry of care. To enhance the
coordination of your healthcare and ensure that your medical information is reociiiy accessible to authorized
healthcare providers when needed, we participate in a Health Information Exchange (HIE) network.

The HIE network allows us to securely share and receive electronic health records (EHRs) with other healthcare
iociiiiies, inciuoiing hospi’rois, specioiisis, and primary care provioiers. This exciionge of information is crucial for ensuring
that you receive the most compreiiensive and Jrimeiy care possibie, especioiiy in emergency situations. To participate in
the HIE network, we require your informed consent. By signing below, you ocknowiecige that you have read and

understood the ico||owing:

Purpose of the HIE: The primary purpose of the HIE is to improve the quoiiiy and coordination of your healthcare ioy

making your medical records available to authorized healthcare providers involved in your treatment.

Securiiy and Privocy: Your medical information will be shared secureiy and in compiionce with all oppiicobie laws and
reguioiions, inciuoiing the Health Insurance Poriobiii’r\/ and Accoun’roioiiiiy Act (HIPAA). Access to your records will be
restricted to healthcare providers directly involved in your care.

Rigiii to Withdraw Consent: You have the rigi\i to withdraw your consent for HIE participation at any time.
However, |o|eose note that this may limit the ovoiioioiii’r\/ of your medical information to other healthcare proviciers

du ring your treatment.

Information Shared: They types of information that may be shared iiirougii the HIE include, but are not limited to,

diagnoses, medication lists, oiiergies, lob results, and treatment iiisiory.
Please indicate your consent or decline to participate in the HIE network by checking the appropriate box below:
| consent to the siioring of my medical information ii’irougii the Health Information Excifionge (HIE) network.

| decline to participate in the Health Information Exciionge (HIE) network, and | understand that this decision

may limit the ovoiiobiii’ry of my medical information to other healthcare providers.

Signoiu re of Patient or Patient's Represenioiive Date

Printed Name Represen’ro’rive's Reioiionsiiip to Patient



Purpose of the HIE: The Health Information Exchonge (HIE) is to secure electronic system that allows healthcare
provio|ers, such as hospi’ro|s, clinics, and healthcare professioncds, to access and share my health information for the
purpose of providing me with better healthcare services, improving the coordination of my care, and enhoncing the

quo|i+y and son(eer of my medical treatment.

Information to be Shared: | understand that the following types of health information may be shared through HIE

A||ergies Authorized Recipients Hospi+o| Dischorge Summaries
Immunization Records Loboro’rory Results Medical Hierory
Medications Physicion Progress Notes Rodio|ogy Repor’rs

Other relevant health information

Recipients: | understand that the authorized recipients of my health information Jrhrough the HIE may include but

are not limited to:

Emergency Medical Services (EMS) Health Plans Hospitals
L aboratories Pharmacists Physicions/Providers
Rodio|ogy Centers Righ’rs and Acknow|eo|gmen+

Patient Righi‘s and Responsibihﬁes Regqrcling HIE:
o | have the righf to revoke this consent at any time by providing written notice to my Provider.
« My healthcare providers may access my health information through the HIE without my consent in certain
emergency situations.
+ | have the right to request an audit trail of who accessed my health information through the HIE.
+ | understand that the HIE has security measures in place to protect the confidentiality of my health

information.

Expiraﬁon and Duration: This consent for the exchonge of health information Jrhrough the HIE will remain in effect

until | revoke it in writing or until my healthcare providers are no |onger participating in the HIE.

Patient's Consent: | have read and understand the information provided in this consent form. | vo|un’rori|y consent

to the exchange of my health information through the Health Information Exchange (HIE) as described above.



This Notice of Privacy Practices explains how your medical information may be used and disclosed, as well as your
rithrs regording your health information under the health Insurance Porfobihfy and AccounJrobthry Act (HIPAA) and
other opp|icob|e laws. "Protected Health Information” (PHI) refers to data about you, inc|uc|ing demogrophic details,
which may identify you and pertains to your past, present, or future physical or mental health, condition, and
associated healthcare services. we recognize that your medical information is of a personal nature, and we are
dedicated to son(eguording it. The records we maintain regording the care and services you receive are essential to
ensure we deliver the higheer quo|i+y care while odhering fo spech(ic |ego| requirements. Please take a moment to

review this notice corefu”y.

Treatment: We may use your health information to provide, coordinate, or manage your medica care and treatment.

This may include shoring your information with healthcare professiono|s involved in your care.

Payment: We may use and disclose your health information to bill and collect payment for the services we provide to

you. This may include shoring your information with insurance companies or other Jrhiro|—por’ry payers.

Health Care Operations: Your health information may be employed as needed to support our daily operations and
management. This may include using information about the services you received for budgeting, financial purposes,

comp|ying with |ego| requirements, and participating in governmen’r—mondoﬁred reporting.

Required by Law: We may use or disclose your health information when required by lase, such a reporting certain

diseases to |ou|o|ic health authorities.

Legc| Proceedings: Your health information may be disclosed in response fo a court order, subpoeno, or other |ego|

process.

Worker's Compensai‘ion: We may disclose your health information as necessary to comp|y with worker's

COI"ﬂpeﬂSOﬂOI’] |C1WS.



Public Health Reporting: We may disclose your health information to public health agencies as mandated by law. For
exomp|e, certain communicable diseases must be reporJred to the state’s pub|ic health depor+men+ in accordance with |ego|

requirements.
Appointment Reminders: \We may contact you to remind you of upcoming appointments, tests, or follow-up care.

Other Uses and Disclosures Requiring Your Authorization: Any disclosure or use of your health information for purposes not
mentioned above necessitates your exp|ici+ written authorization. If you later chonge your mind after granting authorization for
the use or disclosure of your information, you may submit a written revocation of the authorization. Note that our decision to
revoke the authorization will not impact or reverse any prior use or disclosure of your information that occurred before we

received nofice of your decision.

e We are |ego||y ob|igo+eo| to upho|o| the confidenﬁomy of your proJreded health information and furnish you with this notice
regarding privacy practices. We are also obligated to adhere to the privacy policies and procedures specified in this notice.

e In accordance with opp|icob|e laws, we retain the ouH’]orHy to revise or adjust our privacy po|icies and procedures. These
modifications in our policies and practices will be applicable to all protected health information under our custody and will
be accessible at our Foci|i+y upon your request.

o In comp|ionce with federal regu|o+ions, we require that requests for the inspection or copying of pro+ec+ec:| health

information be submitted in writing.

. Righ’r to Reques’r Amendments: If you believe that your health information is incorrect or incomp|e+e, you have the righ’r to
request corrections or amendments.

« Right to an Accounting of Disclosures: You can request a list of the disclosures we have made of your health information.

o Rig|’ﬁ to Request Restrictions: You have the rig|’1+ to request restrictions on how your health information is used and
disclosed.

o Rig|’ﬁ to Request Confidential Communications: You can request that we communicate with you in a specific manner or at
a spechcic location.

. Rig|’ﬁ to a Poper Copy: You have the rig|’1+ to request a paper copy of this Notice of Privocy Practices.

Comp|ain+s

If you have any questions or concerns about this Notice of Privocy Practices or our privacy practices, p|eose contact the office.



Our Privacy Practices Notification offers details on how we migH utilize and share your pro’reded health information
(PHI). This notice includes a section ou’r|ining your patient righfs as per the law. You possess the righ’r to request

restrictions on how we use or disclose your PHI.

By signing our Privocy Practices Notification document, you grant your consent for us to utilize and disclose your
proJreched health information for the purposes of treatment, payment, and healthcare operations. Your signature also

confirms that you have received a copy of our Privacy Practices Notification.

Signature of Patient or Patient's Representative Date

Printed Name RepresenJroJrive‘s Re|o+ionship to Patient



At Infinite Health Care, we are committed to providing high—quoiiiy healthcare services while respecting the rigiiis and
digniiy of our patients. We believe that every patient deserves to be treated with compassion, respect, and fairness. To

ensure that your rigi’iis as a patient are pro’recied, we have established the Foiiowing Patient Bill of Rigi’iis:

Respeci’ and Dignii‘y: You have the righi to be treated with respect, courtesy, and consideration at all fimes, regqrdiess of

your age, race, gender, re|igion/ national origin, sexual orientation, or any other characteristics.

Privacy and Confideni‘iaiii‘y: Your medical information will be i<ep’r confidential and will not be disclosed without your

written consent, except as required by law. You have the rigiii to review and request a copy of your medical records.

Informed Consent: You have the rigi’ii to be informed about your medical condition, treatment options, poieniioi risks, and

expecied outcomes. You can make decisions about your care after undersionding all relevant information.

Qucii’ry of Care: You have the rigiii to receive the iiigiiesi quoiiiy of medical care that is available, provided by competent

and quo|ified healthcare professionois.

Access to Information: You have the rigiii to access information about your diognosis, treatment picm, and the names and

credentials of your healthcare providersi

Participation in Care Decisions: You have the right fo actively participate in your healthcare decisions. This includes the right

fo refuse treatment, except as otherwise required |oy law.

Pain Manqgemen’r: You have the rigi’ii to appropriate pain management and the opportunity to discuss and receive

information about pain relief options.

Consent for Research and Clinical Trials: If oppiicobie, you have the righi’ to be informed about and provide informed

consent for participation in any research or clinical trials involving your care.

Access to Emergency Care: You have the right fo access emergency medical care when necessary, regardless of your

obiiiiy to pay or insurance status.

Non-Discrimination: You have the rigiii to receive care without discrimination, and we will not discriminate against you in

the provision of healthcare services.

Compiaini’s and Grievances: You have the rigi’i’r to voice compioin’rs or concerns about your care without fear of retaliation.

We are committed to oddressing your concerns prompHy and Foir|y.



Advance Directives: You have the rigH o create and provide advance directives for your medical care, and we

will respect your wishes in accordance with the law.

Cultural and Re|igious Beliefs: Your cultural and re|igious beliefs will be respeded to the extent possib|e in the

provision of care.

Accessibi|i+y: We will strive o make our facilities and services accessible to individuals with disabilities in accordance

with opp|icob|e lows and regu|0+ions.

Financial Transparency: You have the right to receive an explanation of your bill for services, and we will provide

information on any chorges that may not be covered by insurance.

By receiving care af [nfinitie Health Care, you ocknow|eo|ge and accept these rigl’lJrs‘ We are dedicated to
upholding these principles and ensuring that you receive the highest standard of care and respect during your

medical treatment.

If you have any questions or concerns about your rithrs as a patient or the care you are receiving, p|eose do not

hesitate to contact Loren MacDonald, Medical Director for Infinite Health Care.



, the undersigned patient or legal guardian, hereby

acknowledge and accept financial responsibility for all charges associated with the medical services provided to me or the
patient named above |oy Infinite Health Care, PLLC. hereinafter referred to as “the Provider”. This agreement outlines the

financial responsibi|i+ies, bi”ing procedures, and insurance matters related to the medical services.

| understand that it is my responsibility to provide accurate and up-to-date insurance information
to the Provider. This includes the insurance company name, |oo|icy number, group number, and any other necessary
information. | am aware that insurance coverage varies, and | am responsib|e for undersronding my coverage and any

applicable deductibles, co-payments, and out-of-pocket expenses.

| understand that | am responsib|e for all cnorges incurred for the medical services provided,
whether or not H’]ey are covered by insurance. This includes, but is not limited to, co-payments, deductibles, non-covered

services, and any charges exceeding the liits of my insurance policy. | agree to pay all such charges promptly.

| agree fo make payments for services rendered by the Provider using the r(o||owing payments:
o Cash
o Check
o Credit Card
e Debit Card

° \/enrno

o Zelle

| ocknow|edge that | will receive statements from the Provider ouHining the services provided and the
corresponding cnorges. It is my responsibthry to review these statements for accuracy and prompﬂy noJrhC\/ the Provider of

any discreponcies.

PoymenJr for all oqueronding balances is due within 30 doys of receiving a statement. Failure to make

Jrin’1e|y payments may result in additional cnorges, inc|uding interest and collection fees.

In the event that my account becomes past due and requires the involvement of a collection agency or

|ego| action, | agree fo pay all associated collection costs, induding but not limited to oJrJrorney's fees and court costs.



| understand that the Provider may offer financial assistance or payment p|on options for patients

facing financial hardship. | will contact the Provider to discuss these options if needed.

| agree to prompﬂy im(orm Jrhe Provider O]( any chonges in my insurance coverage,

inc|uo|ing chonges in po|icy, coverage termination, or a chonge in the primary insurance holder.

| authorize the Provider to release any necessary medical information to my

insurance company {OI’ H’1€ purpose O]C processing c|c1ims4

| have read and understand the terms and conditions outlined in this Financial Responsibthry Form. | accept full

responsibility for payment of all charges associated with the medical services provided by the Provider.

SignoJru re of Patient or Patient's Represerﬁoﬁve Date

Printed Name Representative’s Relationship to Patient



Descripi‘ion: "No Show” shall mean any patient who fails to arrive for a scheduled appointment. “Same Doy Cancellation” shall mean any
patient who cancels an appointment less than 24 hours before their scheduled appointment. "Late Arrival” shall mean any patient who

arrives at their appointment 15 minutes after the expecied arrival time for their scheduled appointment.

Po|icy: It is the po|icy of this practice to monitor and manage appointment no-shows and late cancellations. Our goo| is to provide excellent
care to each patient in a +ime|y manner. If it is necessary to cancel an appointment, patients are required to call or leave message at least
24 hours before their appointment fime. Notification allows the practice to better ufilize appointments for other patients in need of prompt

care.

. A patient is notified of the appointment ‘No-Show, Late & Cancellation Po|icv" at the time of scl’iedu|irig4 This po|iC\/ can and will be
provided in writing to patients ot their request.

o‘AppoinimenJr must be canceled at least 24 hours prior o the scheduled appointment time. If the appointment is not canceled at
least 24 hours prior fo the scheduled appointment, a $50 fee will be due upon arrival of the next appointment.

b.In the event a patient arrives late as defined b\/ ‘late arrival” to their appointment and cannot be seen by the provider on the
same dov, H’iey will be rescheduled for a future visit, if available. If appointments are not yet available for their provider, a
reminder will be p|oced for the patient to call to make o future appointment once the schedule opens.

c.In the event a patient has incurred three (3) document3ed "no-shows” and/or “somefdoy cancellations’, the patient may be

subject to dismissal and will no |onger be able to utilize our services.

a.Scheduled appointments must be canceled at least 24 hours prior fo the appointment fime. If the appointment is not canceled at
least 24 hours prior fo the scheduled appointment, a $150 fee will be due upon arrival of the next appointment.

b.In the event a patient arrives late as defined b\/ ‘late arrival” to their appointment, our office reserves the rigl’ir to request a new
referral sent from the referring Provider.

c.In the event of three (3) documented "somefdoy cancellations,” the patient may be subject to dismissal from our services.

Signoru re of Patient or Patient's Represerﬁroﬁve Date

Printed Name Represerﬁroﬁve's Re|o+ions|’1]p to Patient



[, , being of sound mind and |ego| capacity, hereb\/ execute this

Advanced Directive to provide guidance regarding my medical treatment preferences in the event that | am unable to

make decisions for myseh(.

Full Name (Print) Signature Date of Birth
Address Ci’ry, State, Zip Date Signed
| appoint , ds my primary healthcare agent to make all healthcare and

medical decisions on my behalf, if | am unable to do so. If my designated primary healthcare agent is unable or unwilling

to act on my behalf, | appoint , as my secondary healthcare agent.
Primary Name (printed) Primary Signature Date Signed
Address Relationship to patient oz N,

Secondary Name (printed) Secondary Signature Date Signed

Phone Nlumber
Address Relationship to patient



My agent’s oquhorify becomes effective when my primary Provider determines that | am unable to make my own health
care decisions.

Agent's Obligations
My agent shall make health care decisions for me in accordance with this power of attorney for health care, any instructions
| give in this form, and my other wishes to the extent known to my agent. To the extent my wishes are unknown, my agent
shall make health care decisions for me in accordance with what my agent determines to be in my best inferest. In

determining my best interest, my agent shall consider my persona values to the extent know to my agent.
| express my desires regarding medical treatment as follows:

A. Life-sustaining Treatment:
| request that all medically available means be used to prolong my life, including but not limited to, artificiol
respiration, artificial nutrition, and hydroﬁon.
OR
| do not want my life to be orﬁficio”y pro|ongeo|, and | request that on|y treatment necessary for my comfort be

provided.

B. DO-NO-RESUSCITATE (DNR) ORDER:
| request that no cordiopu|monory resuscitation (CPR) or other resuscitative measures be used if my heart or

breo’rhing stops.
OR

| dO no I’]OVQ a DNR/DN' order ond WISl’] ](Ol’ CPR Cll’]d resuscitative measures to be USQCl.

C. Orgcn Donation:
| wish to donate my organs for +ronsp|o+o+ion or medical research, as spech(ied in a sperate organ donation

document or as allowed by applicable laws.

Pallative Care and Comfort Measures:
| request palliative care to manager pain and provide comfort in the event of a terminal illness or irreversible

condition.

Specific Medical Treatment Instructions and Preferences: Please include any specific medical treatment instructions or
p Y sp
preferences you may have, such as religious or cultural considerations, pain management, or other medical procedures not

mentioned above.

SignoJru re of Patient Date Witness Date



| have discussed my advanced directive and medical preferences with my healthcare agent, family members, and
healthcare providers. | declare that | am signing this Advanced Directive Wi||ing|y and without any coercion. | have read

and understood its contents, and | am aware of the consequences of my choices.

Print Name Signo’rure Date

| declare under penalty of perjury that the individual who signed or acknowledged this advance health care directive is
P yorp Y 9 9
personally known to me, or that the individual's identity was proven to me by convincing evidence. That the individual
signed or acknowledged this advance directive in my presence. That the individual appears to be of sound mind and under

no o|uress, {FOUd, or UI’]CIU@ inﬂuence.

WITNESS #1.

Print Name SignoJrure Date

WITNESS #2

Print Name SignoJrure Date
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