


It is my intent that my family, the medical facility, and any doctors, nurses and other 
medical personnel involved in my care not be liable for implementing the decisions of my patient 
advocate or honoring wishes expressed in this designation. 

Photo copies of this document, after it is signed and witnessed, shall have the same legal 
force as the original document. 

This document is to be treated as a durable Power of Attorney and shall survive my 
disability or incapacity. 

This document is signed in the state of Michigan. It is my intent that the laws of the state 
of Michigan govern all questions concerning its validity, the construction of its provisions and its 
enforceability. I also intend that it be applied to the fullest extent possible wherever I may be. 

I voluntarily sign this durable Power of Attorney after careful consideration. I understand 
its meaning and accept its consequences. 

(Signature) (Date) 

(Social Security Number) 

WITNESSES: 

(A witness shall not sign this Durable Power of Attorney unless the person appears to be 
of sound mind and under no duress, fraud, or undue influence.) 

Name and addresses of witnesses: 

(Witness Signature) 

(Witness Signature) 

(A witness must be a disinterested individual and may not be the person's spouse, 
parent, child, grandchild, sibling, presumptive heir, known devisee at the time of the 
witnessing, physician, patient advocate, an employee of a life or health insurance 
provider for the patient, an employee of a health facility that is treating the patient, or an 
employee of a home-for-the-aged.) 




