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My Final  Wishes  

 
 

“To help my loved ones through a difficult time.” 
 



 
 

The loss of a loved one is never easy . . . . . . 
 

This booklet has been created to assist my family through 
this difficult time.  

 

In this packet, you will find: 
 

Personal Information Form 
Medical and Insurance Information 

Financial Information 
End of Life Instructions  

Funeral Arrangements Form 
Power of Attorney and Health Care Forms 

 



Personal Information 
 

Complete all relevant information about your self, loved one, or other:  
 

1. Name:__________________________________________________________ 
Given Name   Middle Name   Last Name 

 

2. Date of Birth (DOB): _________/_________/_________ 
         Month        Day       Year 

 

3. Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

 

4. Home Telephone Number: (______) _______ - _____________ 
 

5. Cell Phone Number: (______) _______ - _____________ 
 
6. Social Security Number: _______-_______-____________ 
 
7. Medicare Number: ________________________________________________ 
 
8. Military ID Number: _______________________________________________ 
 
9. Driver’s License Number: _______________________ Issuing State: _______ 
 
10.  Emergency Contact Person:_________________________________________ 

 
Address: ________________________________________________________ 

Street Name and Number    City  State Zip 
 

Home Telephone Number: (______) _______ - _____________ 
Cell Phone Number: (______) _______ - _____________ 
Work Phone Number: (______) _______ - _____________ 
Relationship: _____________________________________________________ 
 

11.  Doctor (Primary Care Physician): ____________________________________ 
Address: ________________________________________________________ 

Street Name and Number    City  State Zip 
 

Office Telephone Number: (_______) ________ - _______________ 
 

12.  Hospital Name: __________________________________________________ 
 

 Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

 

Telephone Number: (______) _______ - _____________ 



13.  Person with Medical Power of Attorney: ______________________________ 
 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

Telephone Number: (______) _______ - _____________ 
 

14.  Person with Financial Power of Attorney: _____________________________ 
 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

Telephone Number: (______) _______ - _____________ 
 

15.  Person with Mental Health Power of Attorney: _________________________ 
 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

Telephone Number: (______) _______ - _____________ 
 

16.  Personal Attorney’s Name: _________________________________________ 
 

Firm Name/Title: _________________________________________________ 
 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

Telephone Number: (______) _______ - _____________ 
 

17.  I have a pet(s) ____________________ named _________________________ 
In case of an emergency, I would like _________________________________ 
to care for my pet(s).  
 

Veterinarian’s Name: ______________________________________________ 
 

Firm Name/Title: _________________________________________________ 
 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 

 

Telephone Number: (______) _______ - _____________ 
 
18.  Family/Friends: (to notify in case of emergency) 

 

Name: __________________________________________________________ 
   First and Last Names      Telephone Number 

 Relationship: __________________________________________________ 
 

Name: __________________________________________________________ 
   First and Last Names      Telephone Number 

 Relationship: __________________________________________________ 
 

Name: __________________________________________________________ 
   First and Last Names      Telephone Number 

 Relationship: __________________________________________________ 
 



Important Documents Locator 
 
 

Critical Documents      Location 
 
 

a. Social Security Card . . . . . . . . . . . . ________________________________ 

b. Medicare Card . . . . . . . . . . . . . . . .  ________________________________ 

c. HMO Card . . . . . . . . . . . . . . . . . . .  ________________________________ 

d. Primary Health Insurance Policy . .  ________________________________ 

e. Long-Term Care Ins. Policy . . . . . . ________________________________ 

f. Secondary Health Ins. Policy . . . . .  ________________________________ 

g. Medicare Supplement Policy . . . . .  ________________________________ 

h. Life Insurance Policy . . . . . . . . . . .  ________________________________ 

i. Burial/Funeral Policy . . . . . . . . . . .  ________________________________ 

j. Deed to Burial Plot . . . . . . . . . . . . .  ________________________________ 

k. Homeowner’s Policy . . . . . . . . . . .   ________________________________ 

l. Automobile Policy . . . . . . . . . . . . .  ________________________________ 

m. Living Will . . . . . . . . . . . . . . . . . . .  ________________________________ 

n. Medical Power of Attorney . . . . . . . ________________________________ 

o. Financial Power of Attorney . . . . . . ________________________________ 

p. Mental Health Power of Attorney . . ________________________________ 

q. Pre-Hospital Advance Directive . . . ________________________________ 
 

Personal Documents      Location 

a. Birth Certificates . . . . . . . . . . . . . . . ________________________________ 

b. Marriage Certificates . . . . . . . . . . . . ________________________________  

c. Divorce Decree . . . . . . . . . . . . . . . .  ________________________________ 

d. Citizenship Papers . . . . . . . . . . . . . . ________________________________ 

e. Military Discharge Papers . . . . . . . . ________________________________ 

f. Other . . . . . . . . . . . . . . . . . . . . . . . .  ________________________________



Financial Documents     Location 

a. Last Year’s Tax Return . . . . . . . . . . _______________________________ 

b. Previous Year’s Returns . . . . . . . . .  _______________________________ 

c. Will . . . . . . . . . . . . . . . . . . . . . . . . .  _______________________________ 

d. Trust Papers . . . . . . . . . . . . . . . . . . . _______________________________ 

e. Credit Cards . . . . . . . . . . . . . . . . . . . _______________________________ 

f. Previous Month’s Bank Statement . . _______________________________ 

g. Annual SSI Award Letter . . . . . . . . . _______________________________ 

h. Statements from Retirement and . . .  _______________________________ 
Pension Plan 

i. Safe/Safety Deposit Boxes and Keys _______________________________ 

j. Most Current Bank Statements . . . . . _______________________________ 

k. Check Book . . . . . . . . . . . . . . . . . . .  _______________________________ 

l. Savings Book . . . . . . . . . . . . . . . . . .  _______________________________ 

 

Property Information     Location 

a. Deed to House . . . . . . . . . . . . . . . . .  _______________________________ 

b. Mortgage Papers . . . . . . . . . . . . . . .   _______________________________ 

c. Lease Agreements . . . . . . . . . . . . . .   _______________________________ 

d. Rental Property Agreements . . . . . .   _______________________________ 

e. Automobile Title . . . . . . . . . . . . . . .   _______________________________ 

f. Last Property Tax Statement . . . . . .   _______________________________ 

g. Verification of HOA Fee . . . . . . . . .   _______________________________ 

h. Verification of Mobile Home Rent . .  ______________________________ 

i. Other Insurance or Titles: . . . . . . . . .  _______________________________ 

I. ________________________  _______________________________ 

II. ________________________  _______________________________ 



Medical and Personal Insurance Information 
 

1. Name of Primary Insurance Carrier: __________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________ Type of Policy: ___________ 
 

Policy Number: _____________________Agent’s Name: _________________ 
 
2. Medicare Supplement Insurance Carrier: _______________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________ Type of Policy: ___________ 
 

Policy Number: _____________________Agent’s Name: _________________ 
 

3. Long-Term Care Insurance Carrier: ___________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________ Type of Policy: ___________ 
 

Policy Number: _____________________Agent’s Name: _________________ 
 

4. Secondary Health Insurance Carrier: __________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________ Type of Policy: ___________ 
 

Policy Number: _____________________Agent’s Name: _________________ 
 

5. Life Insurance Company #1: ________________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________ Type of Policy: ___________ 
 

Policy Number: _____________________ Face Value: $______________ 
 

Agent’s Name: ___________________________________________________ 
 



6. Life Insurance Company #2: ________________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________ Type of Policy: ___________ 
 

Policy Number: _____________________ Face Value: $______________ 
 

Agent’s Name: ___________________________________________________ 
 

7. Burial Insurance Carrier: ___________________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_______) ________ - ____________  
 

Policy Number: _____________________   Value of Policy: $_____________ 
 

Agent’s Name: ___________________________________________________ 
 

8. Auto Insurance Carrier: ____________________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_______) ________ - ____________  
 

Policy Number: ___________________________________________________  
 

Agent’s Name: ___________________________________________________ 
 

9. Homeowners Insurance Carrier: ______________________________________ 

Address: ________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (_____) ______ - ________  
 

Policy Number: _____________________ Deductible: $__________________ 
 

Agent’s Name: ___________________________________________________ 
 

(Circle One) Paid With Mortgage or  Paid Directly by Homeowner 
 

10. Other Insurance: _________________________________________________ 
 

Telephone Number: (_____) ______ - ________ Policy Number: ___________ 



Important Financial Contacts  
 

Attorney:  
 

Name: _____________________________________________________________ 
 

Name of Firm: ______________________________________________________ 
 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (____) _____ - ______  Fax Number: (____) _____ - _______ 
 

Accountant:  

Name: _____________________________________________________________ 
 

Name of Firm: ______________________________________________________ 
 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (____) _____ - ______  Fax Number: (____) _____ - _______ 
 

Tax Preparer:  
 

Name: _____________________________________________________________ 
 

Name of Firm: ______________________________________________________ 
 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (____) _____ - ______  Fax Number: (____) _____ - _______ 
 

Banker: 
 

Name: _____________________________________________________________ 
 

Name of Firm: ______________________________________________________ 
 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (____) _____ - ______  Fax Number: (____) _____ - _______ 
 

Other: 
 

Name: _____________________________________________________________ 
 

Name of Firm: ______________________________________________________ 
 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 
 

Telephone Number: (____) _____ - ______  Fax Number: (____) _____ - _______ 



End of Life Instructions 
 

This is a difficult time for my family; therefore I am making my final wishes known.  
 
Name of Funeral Home: ______________________________________________ 
 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 

 

Name of Contact: ____________ Telephone Number: (____) _____ - __________ 
 

Pre-paid (circle):   Yes   No 
 
If yes, where is the paperwork and receipt located: _________________________ 
__________________________________________________________________
__________________________________________________________________. 
 
If no, is there a price beyond which you do not want your family to spend? ______ 
__________________________________________________________________
__________________________________________________________________.  
 
Do you want to be cremated? (Circle)  Yes   No 
  

If yes, how do you want the remains handled? ________________________ 
_____________________________________________________________
_____________________________________________________________.  
 
Would you like a funeral or memorial service? Where? _________________ 
_____________________________________________________________
_____________________________________________________________.  
 
Do you want an open casket viewing prior to cremation?   Yes      No 
 

 
Name of Person to Officiate: ___________________________________________ 
 

Telephone Number: (_______) ________ - ______________ 
 
Alternate Name of Person to Officiate: ___________________________________ 
 

Telephone Number: (_______) ________ - ______________ 
 
 



Music selections, Vocal, or Instrumentals to be Played: ______________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________.  
 

Poems, Spiritual Readings, Anecdotes to be Read or Told: ___________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________.  

Readers or Speakers: ________________________________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________.  
 

Would you like the casket open for viewing? (Circle) Yes  No 

 If Yes, for Whom? (Circle) Family only  Everyone  
 

Clothing and Jewelry Choices: _________________________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________.  

Would you like your wedding ring on? (Circle)  Yes  No  
 

Would you like your glasses on? (Circle) Yes  No 

 

Have you prepaid for a funeral home? (Circle) Yes  No 

 If yes, what has paid and where are the receipts? ______________________ 

_____________________________________________________________

_____________________________________________________________.  



Memorial Information Questionnaire 
 

Name of Cemetery: __________________________________________________ 

Address: ___________________________________________________________ 
Street Name and Number    City  State Zip 
 

 

Telephone Number: (____) _____ - __________ 
 
Do you already own a plot? (Circle)   Yes   No 
 

If yes, what type of plot is it? _____________________________________ 
 
Do you want a headstone or other memorial marker? (Circle) Yes  No 
 

 If yes, what would you like the marker to say: ________________________ 

_____________________________________________________________

_____________________________________________________________. 

Have you already paid for this? (Circle)  Yes   No 
 
Do you have any special instructions or thoughts about your memorial?  

__________________________________________________________________

__________________________________________________________________ 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________. 
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STATE OF ARIZONA 
DURABLE MENTAL HEALTH CARE POWER OF ATTORNEY 

Instructions and Form  
 

GENERAL INSTRUCTIONS: Use this Durable Mental Health Care Power of Attorney form if you want to appoint a 
person to make future mental health care decisions for you if you become incapable of making those decisions for 
yourself. The decision about whether you are incapable can only be made by an Arizona licensed psychiatrist or 
psychologist who will evaluate whether you can give informed consent. Be sure you understand the importance of 
this document. Talk to your family members, friends, and others you trust about your choices. Also, it is a good idea 
to talk with professionals such as your doctor, clergyperson, and a lawyer before you sign this form.  
 
If you decide this is the form you want to use, complete the form. Do not sign this form until your witness or a 
Notary Public is present to witness the signing.  There are more instructions about signing this form on page 3.  
 
1. Information about me: (I am called the “Principal”)  
 
My Name: ________________________  My Age:   ________________________ 
My Address: ________________________  My Date of Birth: ________________________ 

________________________  My Telephone:    ________________________ 
  
2. Selection of my health care representative and alternate: (Also called an "agent" or "surrogate")  
 
I choose the following person to act as my representative to make mental health care decisions for me: 
 
Name:   ________________________  Home Telephone: ________________________    
Street Address: ________________________    Work Telephone:  ________________________ 
City, State, Zip: ________________________  Cell Telephone:    ________________________ 
 
I choose the following person to act as an alternate representative to make mental health care decisions for me if my 
first representative is unavailable, unwilling, or unable to make decisions for me:  
 
Name:   ________________________  Home Telephone: ________________________    
Street Address: ________________________    Work Telephone:  ________________________ 
City, State, Zip: ________________________  Cell Telephone:    ________________________ 
 
3. Mental health treatments that I AUTHORIZE if I am unable to make decisions for myself:  
 
Here are the mental health treatments I authorize my mental health care representative to make on my behalf if I 
become incapable of making my own mental health care decisions due to mental or physical illness, injury, disability, 
or incapacity. If my wishes are not clear from this Durable Mental Health Care Power of Attorney or are not otherwise 
known to my representative, my representative will, in good faith, act in accordance with my best interests. This 
appointment is effective unless and until it is revoked by me or by an order of a court. My representative is 
authorized to do the following which I have initialed or marked:  
 
_____  A.  About my records: To receive information regarding mental health treatment that is proposed for me 

    and to receive, review, and consent to disclosure of any of my medical records related to that treatment.  
_____  B.  About medications: To consent to the administration of any medications recommended by my treating 

    physician.  
_____  C.  About a structured treatment setting: To admit me to a structured treatment setting with 24hour-a-day 

     supervision and an intensive treatment program licensed by the Department of Health Services, which is   
     called a "level one" behavioral health facility.  

_____ D.  Other: ______________________________________________________________________________ 
         ______________________________________________________________________________ 
       ______________________________________________________________________________ 
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DURABLE MENTAL HEALTH CARE POWER OF ATTORNEY (Cont'd) 
 
4. Durable Mental health treatments that I expressly DO NOT AUTHORIZE if I am unable to make decisions 
    for myself: (Explain or write in "None")  
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________ 
 
5. Revocability of this Durable Mental Health Care Power of Attorney: This Durable Mental Health Care Power 

of Attorney is made under Arizona law and continues in effect for all who rely upon it except those who have 
received oral or written notice of its revocation. Further, I want to be able to revoke this Durable Mental Health 
Care Power of Attorney as follows: (Initial or mark A or B.)  

 
_____ A. This Durable Mental Health Care Power of Attorney is IRREVOCABLE if I am unable to give informed 

   consent to mental health treatment. 
_____ B. This Durable Mental Health Care Power of Attorney is REVOCABLE at all times if I do any of the following: 
 

1.) Make a written revocation of the Durable Mental Health Care Power of Attorney or a written statement to  
     disqualify my representative or agent. 
2.) Orally notify my representative or agent or a mental health care provider that I am revoking. 
3.) Make a new Durable Mental Health Care Power of Attorney. 
4.) Any other act that demonstrates my specific intent to revoke a Durable Mental Health Care Power of  
     Attorney or to disqualify my agent.

 
6.  Additional information about my mental health care treatment needs (consider including mental or physical 

health history, dietary requirements, religious concerns, people to notify and any other matters that you feel are 
important):  

____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________ 
 

HIPAA WAIVER OF CONFIDENTIALITY FOR MY AGENT/REPRESENTATIVE 
 
_____ (Initial) I intend for my agent to be treated as I would be with respect to my rights regarding the use and 
disclosure of my individually identifiable health information or other medical records.  This release authority applies to 
any information governed by the Health Insurance Portability and Accountability Act of 1996 (aka HIPAA), 42 USC 
1320d and 45 CFR 160-164.  
 

SIGNATURE OR VERIFICATION 
 
A. I am signing this Durable Mental Health Care Power of Attorney as follows:  
 
My Signature: ____________________________________________  Date: ____________________________ 
 
B. I am physically unable to sign this document, so a witness is verifying my desires as follows:  
 

Witness Verification: I believe that this Durable Mental Health Care Power of Attorney accurately expresses 
the wishes communicated to me by the Principal of this document. He/she intends to adopt this Durable Mental 
Health Care Power of Attorney at this time. He/she is physically unable to sign or mark this document at this 
time. I verify that he/she directly indicated to me that the Durable Mental Health Care Power of Attorney 
expresses his/her wishes and that he/she intends to adopt the Durable Mental Health Care Power of Attorney at 
this time.  

 
Witness Name (printed): _____________________________________________________________________ 

Signature: ______________________________________________  Date: ____________________________ 
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DURABLE MENTAL HEALTH CARE POWER OF ATTORNEY (Last Page) 
 

SIGNATURE OF WITNESS OR NOTARY PUBLIC 
 
NOTE: At least one adult witness OR a Notary Public must witness the signing of this document and then sign it. The 
witness or Notary Public CANNOT be anyone who is: (a) under the age of 18; (b) related to you by blood, adoption, 
or marriage; (c) entitled to any part of your estate; (d) appointed as your representative; or (e) involved in providing 
your health care at the time this document is signed.  
 
A. Witness: I affirm that I personally know the person signing this Durable Mental Health Care Power of Attorney 

and that I witnessed the person sign or acknowledge the person's signature on this document in my presence. I 
further affirm that he/she appears to be of sound mind and not under duress, fraud, or undue influence. He/she 
is not related to me by blood, marriage, or adoption and is not a person for whom I directly provide care in a 
professional capacity. I have not been appointed as the representative to make medical decisions on his/her 
behalf.  

 
Witness Name (printed): _________________________________________________________________________ 
Signature: _____________________________________________  Date and time: __________________________ 
Address: _____________________________________________________________________________________ 
 
B. Notary Public:  (NOTE: If a witness signs your form, you DO NOT need a notary to sign)  
 

STATE OF ARIZONA     ) ss  
COUNTY OF     ____________________)  
 
 
The undersigned, being a Notary Public certified in Arizona, declares that the person making this Durable Mental 
Health Care Power of Attorney has dated and signed or marked it in my presence and appears to me to be of 
sound mind and free from duress. I further declare I am not related to the person signing above, by blood, 
marriage or adoption, or a person designated to make medical decisions on his/her behalf. I am not directly 
involved in providing care as a professional to the person signing. I am not entitled to any part of his/her estate 
under a will now existing or by operation of law. In the event the person acknowledging this Durable Mental 
Health Care Power of Attorney is physically unable to sign or mark this document, I verify that he/she directly 
indicated to me that the Durable Mental Health Care Power of Attorney expresses his/her wishes and that 
he/she intends to adopt the Durable Mental Health Care Power of Attorney at this time.  

 
WITNESS MY HAND AND SEAL this ____ day of ______________, 20___.   
Notary Public: _____________________________________   My commission expires: _______________________ 
 
 

OPTIONAL:  
REPRESENTATIVE'S ACCEPTANCE OF APPOINTMENT  

 
I accept this appointment and agree to serve as agent to make mental health treatment decisions for the Principal. I 
understand that I must act consistently with the wishes of the person I represent as expressed in this Durable Mental 
Health Care Power of Attorney or, if not expressed, as otherwise known by me. If I do not know the Principal's 
wishes, I have a duty to act in what I, in good faith, believe to be that person's best interests. I understand that this 
document gives me the authority to make decisions about mental health treatment only while that person has been 
determined to be incapacitated which means under Arizona law that a licensed psychiatrist or psychologist has the 
opinion that the Principal is unable to give informed consent.  
 
Representative Name (printed): ___________________________________________________________________ 
Signature: __________________________________________________  Date: ____________________________ 
 
 



STATE OF ARIZONA 
DURABLE HEALTH CARE POWER OF ATTORNEY 

Instructions and Form  
 
GENERAL INSTRUCTIONS: Use this Durable Health Care Power of Attorney form if you want to select a 
person to make future health care decisions for you so that if you become too ill or cannot make those decisions 
for yourself the person you choose and trust can make medical decisions for you. Talk to your family, friends, 
and others you trust about your choices. Also, it is a good idea to talk with professionals such as your doctor, 
clergyperson and a lawyer before you sign this form.  
 
Be sure you understand the importance of this document. If you decide this is the form you want to use, 
complete the form. Do not sign this form until your witness or a Notary Public is present to witness the 
signing. There are further instructions for you about signing this form on page three.   
 
1. Information about me: (I am called the “Principal”)  
 
My Name: ________________________  My Age:   ________________________ 
My Address: ________________________  My Date of Birth: ________________________ 

________________________  My Telephone:    ________________________ 
  
2. Selection of my health care representative and alternate: (Also called an "agent" or "surrogate")  
 
I choose the following person to act as my representative to make health care decisions for me: 
 
Name:   ________________________  Home Telephone: ________________________    
Street Address: ________________________    Work Telephone:  ________________________ 
City, State, Zip: ________________________  Cell Telephone:    ________________________ 
 
I choose the following person to act as an alternate representative to make health care decisions for me if my 
first representative is unavailable, unwilling, or unable to make decisions for me:  
 
Name:   ________________________  Home Telephone: ________________________    
Street Address: ________________________    Work Telephone:  ________________________ 
City, State, Zip: ________________________  Cell Telephone:    ________________________ 
 
3. What I AUTHORIZE if I am unable to make medical care decisions for myself:  
 
I authorize my health care representative to make health care decisions for me when I cannot make or 
communicate my own health care decisions due to mental or physical illness, injury, disability, or incapacity. I 
want my representative to make all such decisions for me except those decisions that I have expressly stated in 
Part 4 below that I do not authorize him/her to make. If I am able to communicate in any manner, my 
representative should discuss my health care options with me. My representative should explain to me any 
choices he or she made if I am able to understand. This appointment is effective unless and until it is revoked by 
me or by an order of a court.  
 
The types of health care decisions I authorize to be made on my behalf include but are not limited to the 
following:  
 

 To consent or to refuse medical care, including diagnostic, surgical, or therapeutic procedures;  
 To authorize the physicians, nurses, therapists, and other health care providers of his/her choice to 

provide care for me, and to obligate my resources or my estate to pay reasonable compensation for 
these services; 

 To approve or deny my admittance to health care institutions, nursing homes, assisted living facilities, or 
other facilities or programs. By signing this form I understand that I allow my representative to make 
decisions about my mental health care except that generally speaking he or she cannot have me 
admitted to a structured treatment setting with 24-hour-a-day supervision and an intensive treatment 
program – called a “level one” behavioral health facility – using just this form; 
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DURABLE HEALTH CARE POWER OF ATTORNEY (Cont’d) 
 

 To have access to and control over my medical records and to have the authority to discuss those 
records with health care providers. 

 
4. DECISIONS I EXPRESSLY DO NOT AUTHORIZE my Representative to make for me:  
 
I do not want my representative to make the following health care decisions for me (describe or write in “not 
applicable”):  
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
5. My specific desires about autopsy: 
 
NOTE: Under Arizona law, an autopsy is not required unless the county medical examiner, the county attorney, or a superior 
court judge orders it to be performed. See the General Information document for more information about this topic. Initial or 
put a check mark by one of the following choices.  
 

_____ Upon my death I DO NOT consent to (want) an autopsy.    
_____ Upon my death I DO consent to (want) an autopsy.    
_____ My representative may give or refuse consent for an autopsy. 

 
6. My specific desires about organ donation: (“anatomical gift”)  
 
NOTE: Under Arizona law, you may donate all or part of your body.  If you do not make a choice, your representative or 
family can make the decision when you die.  You may indicate which organs or tissues you want to donate and where you 
want them donated. Initial or put a check mark by A or B below. If you select B, continue with your choices.  
 
_____ A. I DO NOT WANT to make an organ or tissue donation, and I do not want this donation                                
       authorized on my behalf by my representative or my family.  
_____ B. I DO WANT to make an organ or tissue donation when I die.  Here are my directions:  
 

1. What organs/tissues I choose to donate: (Select a or b below)  
_____ a.  Any needed parts or organs.  

     _____ b. These parts or organs: 
  1.) _____________________________________________________ 
  2.) _____________________________________________________ 
  3.) _____________________________________________________ 
 
2. What purposes I donate organs/tissues for: (Select a, b, or c below)  

  _____ a. Any legally authorized purpose (transplantation, therapy, medical and dental 
        evaluation and research, and/or advancement of medical and dental science). 
  _____ b. Transplant or therapeutic purposes only. 
  _____ c. Other: _________________________________________________ 
 

3. What organization or person I want my parts or organs to go to:  
_____ a. I have already signed a written agreement or donor card regarding organ and tissue 
       donation with the following individual or institution: (Name) ______________________ 
  _____________________________________________________________________ 
_____ b. I would like my tissues or organs to go to the following individual or institution:  

  (Name) ______________________________________________________________ 
_____ c. I authorize my representative to make this decision.  
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DURABLE HEALTH CARE POWER OF ATTORNEY (Cont’d) 
 
7. Funeral and Burial Disposition: (Optional) 
 
My agent has authority to carry out all matters relating to my funeral and burial disposition wishes in accordance 
with this power of attorney, which is effective upon my death. My wishes are reflected below: 
 
Initial or put a check mark by those choices you wish to select. 

_____ Upon my death, I direct my body to be buried. (As opposed to cremated)    
_____ Upon my death, I direct my body to be buried in _______________________________________ 
__________________________________________________________________. (Optional directive)    
_____ Upon my death, I direct my body to be cremated.  
_____ Upon my death, I direct my body to be cremated with my ashes to be _____________________ 
__________________________________________________________________. (Optional directive)     
_____ My agent will make all funeral and burial disposition decisions. (Optional directive) 

 
8. About a Living Will:  
 
NOTE: If you have a Living Will and a Durable Health Care Power of Attorney, you must attach the Living Will 
to this form. A Living Will form is available on the Attorney General (AG) web site. Initial or put a check mark by 
box A or B.  
 
_____ A. I have SIGNED AND ATTACHED a completed Living Will in addition to this Durable Health Care 

Power of Attorney to state decisions I have made about end of life health care if I am unable to 
communicate or make my own decisions at that time.  

_____ B. I have NOT SIGNED a Living Will.  
 
9. About a Prehospital Medical Care Directive or Do Not Resuscitate Directive:  
 
NOTE: A form for the Prehospital Medical Care Directive or Do Not Resuscitate Directive is available on the AG 
Web site. Initial or put a check mark by box A or B.    
 
_____ A. I and my doctor or health care provider HAVE SIGNED a Prehospital Medical Care Directive or Do Not 

Resuscitate Directive on paper with ORANGE background in the event that 911 or Emergency Medical 
Technicians or hospital emergency personnel are called and my heart or breathing has stopped. 

_____ B. I have NOT SIGNED a Prehospital Medical Care Directive or Do Not Resuscitate Directive.  
 

HIPAA WAIVER OF CONFIDENTIALITY FOR MY AGENT/REPRESENTATIVE 
 
_____ (Initial) I intend for my agent to be treated as I would be with respect to my rights regarding the use and 
disclosure of my individually identifiable health information or other medical records.  This release authority 
applies to any information governed by the Health Insurance Portability and Accountability Act of 1996 (aka 
HIPAA), 42 USC 1320d and 45 CFR 160-164.  
 

SIGNATURE OR VERIFICATION 
 
A.  I am signing this Durable Health Care Power of Attorney as follows:  
 
My Signature: ____________________________________________  Date: ___________________________ 
 
B. I am physically unable to sign this document, so a witness is verifying my desires as follows:  
 
Witness Verification: I believe that this Durable Health Care Power of Attorney accurately expresses the 
wishes communicated to me by the principal of this document.  He/she intends to adopt this Durable Health 
Care Power of Attorney at this time.  He/she is physically unable to sign or mark this document at this time, and 
I verify that he/she directly indicated to me that the Durable Health Care Power of Attorney expresses his/her 
wishes and that he/she intends to adopt the Durable Health Care Power of Attorney at this time. 
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DURABLE HEALTH CARE POWER OF ATTORNEY (Cont’d) 
 
Witness Name (printed): _____________________________________________________________________ 
Signature: ______________________________________________  Date: ____________________________ 
 

SIGNATURE OF WITNESS OR NOTARY PUBLIC: 
 
NOTE: At least one adult witness OR a Notary Public must witness the signing of this document and then sign 
it. The witness or Notary Public CANNOT be anyone who is: (a) under the age of 18; (b) related to you by blood, 
adoption, or marriage; (c) entitled to any part of your estate; (d) appointed as your representative; or (e) involved 
in providing your health care at the time this form is signed.  
 

A. Witness: I certify that I witnessed the signing of this document by the Principal. The person who signed 
this Durable Health Care Power of Attorney appeared to be of sound mind and under no pressure to 
make specific choices or sign the document.  I understand the requirements of being a witness and I 
confirm the following: 

 
 I am not currently designated to make medical decisions for this person.  
 I am not directly involved in administering health care to this person. 
 I am not entitled to any portion of this person's estate upon his or her death under a will or by 

operation of law.  
 I am not related to this person by blood, marriage or adoption. 

 
Witness Name (printed): _____________________________________________________________________ 
Signature: ________________________________________________  Date: __________________________ 
Address: _________________________________________________________________________________ 
 
Notary Public (NOTE: If a witness signs your form, you DO NOT need a notary to sign):  
 

STATE OF ARIZONA    ) ss  
COUNTY OF    ____________________)  

 
The undersigned, being a Notary Public certified in Arizona, declares that the person making this 
Durable Health Care Power of Attorney has dated and signed or marked it in my presence and appears 
to me to be of sound mind and free from duress. I further declare I am not related to the person signing 
above by blood, marriage or adoption, or a person designated to make medical decisions on his/her 
behalf. I am not directly involved in providing health care to the person signing. I am not entitled to any 
part of his/her estate under a will now existing or by operation of law. In the event the person 
acknowledging this Durable Health Care Power of Attorney is physically unable to sign or mark this 
document, I verify that he/she directly indicated to me that this Durable Health Care Power of Attorney 
expresses his/her wishes and that he/she intends to adopt the Durable Health Care Power of Attorney 
at this time.   

 
WITNESS MY HAND AND SEAL this ___ day of ______________, 20___.  
Notary Public _____________________________________  My Commission Expires:  __________________  
 

OPTIONAL:  
STATEMENT THAT YOU HAVE DISCUSSED 

YOUR HEALTH CARE CHOICES FOR THE FUTURE 
WITH YOUR PHYSICIAN  

 
NOTE: Before deciding what health care you want for yourself, you may wish to ask your physician questions 
regarding treatment alternatives. This statement from your physician is not required by Arizona law. If you do 
speak with your physician, it is a good idea to have him or her complete this section. Ask your doctor to keep a 
copy of this form with your medical records.  
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DURABLE HEALTH CARE POWER OF ATTORNEY (Last Page) 
 
On this date I reviewed this document with the Principal and discussed any questions regarding the probable 
medical consequences of the treatment choices provided above. I agree to comply with the provisions of this 
directive, and I will comply with the health care decisions made by the representative unless a decision violates 
my conscience. In such case I will promptly disclose my unwillingness to comply and will transfer or try to 
transfer patient care to another provider who is willing to act in accordance with the representative's direction.  
 
Doctor Name (printed): ______________________________________________________________________ 
Signature: ________________________________________________  Date: __________________________ 
Address: _________________________________________________________________________________ 
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For more information or additional booklets, please contact: 

 

Anita Mapes at (480) 644-3882 


