I, [name], of [county], Michigan, make this patient advocate designation, subject to the following terms and conditions, and revoke all designations and powers of attorney that I may have given previously to the extent that they grant authority over my personal care, custody, and medical and mental health treatment.

1. Patient advocate. I designate [patient advocate] as my agent and advocate (Patient Advocate) to act under this instrument if I am determined to be disabled as provided below. If [he / she] is or becomes unable or unwilling to serve for whatever reason, I designate [successor patient advocate] as successor advocate with all of the powers given to my original advocate.

A person may rely on any decision made by a successor patient advocate and shall not be required to determine whether an original patient advocate or another in fact is unable or unwilling to serve.

2. Powers of Patient Advocate. I grant to my Patient Advocate full power and authority to make decisions on my behalf about my personal care, custody, and medical and mental health treatment. All powers shall be exercised in a fiduciary capacity in my best interests and for my welfare.

My Patient Advocate is authorized to exercise, but is not limited to, the following specific powers:

a. Employment. To employ and terminate the employment of physicians and other health care providers.

b. Placement in facilities. To consent to and contract for my admission to hospitals, nursing homes, and other treatment or residential facilities.

c. Medical and mental health records. To have access to my entire medical and mental health record, including any billing record.

d. Consents and releases. To execute consents and releases concerning my treatment.

e. Treatment decisions. To make decisions regarding my care, diagnosis, surgical procedures, therapeutic procedures, physical rehabilitation program, dental procedures, and other treatment of any type or nature, including the use, refusal, and discontinuation of life-sustaining procedures and technology.

f. Medication decisions. To make decisions regarding my use of any drugs, medication, therapeutic devices, or other medicines or items related to my health.

g. [Optional addition to authorize anatomical gifts:]Anatomical gifts. To make decisions necessary or appropriate to facilitate my wish to make donations of organs to members of my family during my lifetime or immediately before or on my death for which purposes this authority remains exercisable after my death.

h. [Alternative optional addition to direct that no anatomical gifts be made:]No anatomical gifts. I am unwilling to have made any donation of my organs. My Patient Advocate shall communicate my decision in this matter to my attending physicians and any hospital that is treating me.

3. Living will guidelines. The following is a statement of my desires and a guide to my Patient Advocate regarding my medical treatment and care. If my attending physician believes that I have no reasonable expectation of recovery from an incurable or terminal injury, disease, or illness, a persistent vegetative state, or coma and if my Patient Advocate determines, after consulting with my attending physician and another physician who has personally examined me, that applying life-sustaining procedures would serve only to prolong life artificially, I authorize my Patient Advocate to direct that such procedures be withheld or withdrawn. Examples of life-sustaining procedures include, but are not limited to, surgery, drugs, renal dialysis, cardiopulmonary resuscitation, artificial feeding and hydration, and ventilators or respirators. I acknowledge and fully understand that the decision to withhold or withdraw treatment could or would allow me to die, and I authorize my Patient Advocate to make such decisions if I am unable to do so on my own behalf. Under those circumstances, I want treatment limited to measures and medication that will provide me with comfort and freedom from pain. Any other treatment that would continue my life would be inconsistent with the manner in which I wish to be treated.

4. Disability. My Patient Advocate is authorized to make medical treatment decisions for me if my attending physician and another physician or licensed psychologist sign certificates concluding that, due to physical or mental conditions, I am unable to participate in medical treatment decisions. My Patient Advocate is authorized to make mental health treatment decisions for me if a physician and a mental health practitioner sign certificates concluding that I am unable to give informed consent to mental health treatment. The certificates shall be placed in my medical record and shall be reviewed at least annually.

Any Patient Advocate or successor patient advocate shall be deemed to be disabled if a licensed physician certifies or, if required, a court having jurisdiction determines that, due to physical or mental conditions, the Patient Advocate cannot participate in treatment decisions. I desire that, if requested, any Patient Advocate or successor patient advocate sign an authorization under the Health Insurance Portability and Accountability Act permitting any co–Patient Advocate or named successor patient advocate to receive medical information necessary to confirm his or her ability or inability to serve as my Patient Advocate.

5. Nomination of guardian. If it becomes necessary to appoint a guardian of my person, I nominate my Patient Advocate.

6. Revocation. I may revoke this designation at any time and in any manner sufficient to communicate an intent to revoke.

7. Counterparts. Reproductions of this executed original (with reproduced signatures) shall be deemed to be original counterparts of this patient advocate designation.

	I have signed this document on [date].


	
	
	/s/______________________

[Typed name]


The following witnesses affirm that this document has been signed in their presence by [name], who appears to be of sound mind and under no duress, fraud, or undue influence. Each witness also affirms that the witness is not (i) a spouse, parent, child, grandchild, sibling, or presumptive heir of the signer; (ii) to the best of the witnesses’ knowledge, named in the signer’s Will; (iii) a physician for the signer; (iv) a patient advocate for the signer; (v) an employee of a life or health insurance provider for the signer; (vi) an employee of a health facility that is treating the signer; (vii) an employee of a home for the aged where the signer resides; or (viii) an employee of a community mental health services program or hospital providing mental health services to the signer.

	/s/______________________

Witness

/s/______________________

Witness
	
	


Acceptance

I accept the designation of agent and advocate under the Patient Advocate Designation signed by [name] on [date] and agree to sign an authorization under the Health Insurance Portability and Accountability Act permitting any co–Patient Advocate or named successor patient advocate to access medical information necessary to confirm my ability or inability to serve as Patient Advocate and, in accordance with the provisions of MCL 700.5507, agree to perform the functions given to me subject to the restrictions and rights specified below.

1. Effective. This designation shall not become effective unless the patient is unable to participate in medical or mental health treatment decisions.

2. Limitations. Patient Advocate shall not exercise powers concerning the patient’s care, custody, and medical or mental health treatment that the patient, if able to participate in the decision, could not have exercised on his own behalf.

3. Withholding of treatment. Patient Advocate may make a decision to withhold or withdraw treatment that would allow the patient to die only if the patient has expressed in a clear and convincing manner that Patient Advocate is authorized to make such a decision and the patient acknowledges that such a decision could or would cause the patient’s death.

4. Compensation. Patient Advocate shall not receive compensation for the performance of his or her authority, rights, and responsibilities, but Patient Advocate may be reimbursed for actual and necessary expenses incurred in the performance of his or her authority, rights, and responsibilities.

5. Fiduciary standards. Patient Advocate shall act in accordance with the standards of care applicable to fiduciaries when acting for the patient and shall act consistent with the patient’s best interests. The known desires of the patient expressed or evidenced while the patient is able to participate in medical or mental health treatment decisions are presumed to be in the patient’s best interests.

6. Revocation of designation. The patient may revoke the designation at any time and in any manner sufficient to communicate an intent to revoke.

7. Waiver. The patient may waive the right to revoke the designation regarding Patient Advocate’s power to make mental health treatment decisions for the patient. If the patient waives this right, the patient’s ability to revoke the designation for certain treatment will be delayed for 30 days after the patient communicates an intent to revoke.

8. Revocation of acceptance. Patient Advocate may revoke the advocate’s acceptance of the designation at any time and in any manner sufficient to communicate an intent to revoke.

9. Patient rights. A patient admitted to a health facility or agency has the rights enumerated in Section 20201 of the Public Health Code, MCL 333.20201.

10. [Optional addition:]Anatomical gifts. The authority to make a donation of bodily organs may be exercised after the patient’s death.

	Dated: ______________________
	
	/s/______________________

[Patient advocate]
Patient Advocate


Certificate of Disability

After examining [name] on the dates indicated below, we determine that the patient is unable to participate in medical treatment decisions. This determination is supported by the facts and circumstances noted in our medical records.

	Dated: ______________________
	
	/s/______________________

[Attending physician]


	Dated: ______________________
	
	/s/______________________

[Physician or licensed psychologist]


