Health Care Questionnaire


If you would like a Health Care Power of Attorney, provide the following information:





      Husband




           Wife

Health Care Agent:
___________________________________

___________________________________

    Full Address

___________________________________

___________________________________

    Home Phone:

___________________________________

___________________________________

    Office Phone:

___________________________________

___________________________________

    Cell Phone:

___________________________________

___________________________________                               
Alt. Health Care Agent:
___________________________________

___________________________________   

    Full Address:

___________________________________

___________________________________

    Home Phone:

___________________________________

___________________________________

    Work Phone:

___________________________________

___________________________________

    Cell Phone: 

___________________________________

___________________________________
Alt. Health Care Agent:
___________________________________

___________________________________   

    Full Address:

___________________________________

___________________________________

    Home Phone:

___________________________________

___________________________________

    Work Phone:

___________________________________

___________________________________

    Cell Phone: 

___________________________________

___________________________________
· If you are appointing more than one person to serve at a time (Co-Agents) please choose one of the following options:

  H
         W

       ___         ___

They may act independently of one another.

       ___         ___

They must act jointly and in concert with one another. In the event of a disagreement, the decision 



of ______________________, shall control.

· If you would like to specifically name a physician in your Health Care Power of Attorney (not required), provide the following: 

Physician’s Name:   _________________________________________________________________


Physician’s Address:  ________________________________________________________________    

Physician’s Telephone Number: _____________________________






       
        H



           W
Do you want a Living Will? (Y or N)

                   


    _________

Do you want a HIPAA Release? (Y or N)
 
                  


     _________

If YES, please indicate the full name(s) of the person or persons who you will authorize to access your private health care information:

Husband authorizes the following person(s)  _____________________________________________________________

Wife authorizes the following person(s)         ____________________________________________________________

