NOTICE TO THE INDIVIDUAL SIGNING THE POWER OF ATTORNEY
FOR HEALTH CARE
No one can predict when a serious illness or accident might occur. When it
does, you may need someone else to speak or make health care decisions for you.
If you plan now, you can increase the chances that the medical treatment you get
will be the treatment you want.
In Illinois, you can choose someone to be your "health care agent". Your
agent is the person you trust to make health care decisions for you if you are
unable or do not want to make them yourself. These decisions should be based on
your personal values and wishes.
It is important to put your choice of agent in writing. The written form is
often called an "advance directive". You may use this form or another form, as
long as it meets the legal requirements of Illinois. There are many written and online resources to guide you and your loved ones in having a conversation about
these issues. You may find it helpful to look at these resources while thinking
about and discussing your advance directive.
WHAT ARE THE THINGS
I WANT MY HEALTH CARE AGENT TO KNOW?
The selection of your agent should be considered carefully, as your agent
will have the ultimate decision making authority once this document goes into
effect, in most instances after you are no longer able to make your own decisions.
While the goal is for your agent to make decisions in keeping with your
preferences and in the majority of circumstances that is what happens, please know
that the law does allow your agent to make decisions to direct or refuse health care
interventions or withdraw treatment. Your agent will need to think about
conversations you have had, your personality, and how you handled important
health care issues in the past. Therefore, it is important to talk with your agent and
your family about such things as:
(i)

What is most important to you in your life?

(ii)

How important is it to you to avoid pain and suffering?

(iii)

If you had to choose, is it more important to you to live as long as possible,
or to avoid prolonged suffering or disability?

(iv)

Would you rather be at home or in a hospital for the last days or weeks of
your life?

(v)

Do you have religious, spiritual, or cultural beliefs that you want your agent
and others to consider?

(vi)

Do you wish to make a significant contribution to medical science after your
death through organ or whole body donation?

(vii) Do you have an existing advanced directive, such as a living will, that
contains your specific wishes about health care that is only delaying your
death? If you have another advance directive, make sure to discuss with your
agent the directive and the treatment decisions contained within that outline
your preferences. Make sure that your agent agrees to honor the wishes
expressed in your advance directive.

WHAT KIND OF DECISIONS CAN MY AGENT MAKE?
If there is ever a period of time when your physician determines that you
cannot make your own health care decisions, or if you do not want to make your
own decisions, some of the decisions your agent could make are to:
(i)

Talk with physicians and other health care providers about your condition.

(ii)

See medical records and approve who else can see them.

(iii)

Give permission for medical tests, medicines, surgery, or other treatments.

(iv)

Choose where you receive care and which physicians and others provide it.

(v)

Decide to accept, withdraw, or decline treatments designed to keep you alive
if you are near death or not likely to recover. You may choose to include
guidelines and/or restrictions to your agent's authority.

(vi)

Agree or decline to donate your organs or your whole body if you have not
already made this decision yourself. This could include donation for
transplant, research, and/or education. You should let your agent know
whether you are registered as a donor in the First Person Consent registry
maintained by the Illinois Secretary of State or whether you have agreed to
donate your whole body for medical research and/or education.

(vii) Decide what to do with your remains after you have died, if you have not
already made plans.

Exhibits: “What if I Am Neither? – Estate Planning for Transgender and Queer Persons.”
© The Law Offices of Max Elliott, Ltd. 2014.

(viii) Talk with your other loved ones to help come to a decision (but your
designated agent will have the final say over your other loved ones).
Your agent is not automatically responsible for your health care expenses.

WHO SHOULD I CHOOSE
TO BE MY HEALTH CARE AGENT?
You can pick a family member, but you do not have to. Your agent will have
the responsibility to make medical treatment decisions, even if other people close
to you might urge a different decision. The selection of your agent should be done
carefully, as he or she will have ultimate decision-making authority for your
treatment decisions once you are no longer able to voice your preferences. Choose
a family member, friend,
or other person who:
(i)

Is at least 18 years old;

(ii)

Knows you well;

(iii)

You trust to do what is best for you and is willing to carry out your wishes,
even if he or she may not agree with your wishes;

(iv)

Would be comfortable talking with and questioning your physicians and
other health care providers;

(v)

Would not be too upset to carry out your wishes if you became very sick;
and

(vi)

Can be there for you when you need it and is willing to accept this important
role.

WHAT IF MY AGENT IS NOT AVAILABLE OR ISUNWILLING TO MAKE
DECISIONS FOR ME?
If the person who is your first choice is unable to carry out this role, then the
second agent you chose will make the decisions; if your second agent is not
available, then the third agent you chose will make the decisions. The second and
third agents are called your successor agents and they function as back-up agents to
your first choice agent and may act only
one at a time and in the order you list them.
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WHAT WILL HAPPEN IF I DO NOT
CHOOSE A HEALTH CARE AGENT?
If you become unable to make your own health care decisions and have not
named an agent in writing, your physician and other health care providers will ask
a family member, friend, or guardian to make decisions for you. In Illinois, a law
directs which of these individuals will be consulted. In that law, each of these
individuals is called a "surrogate". There are reasons why you may want to name
an agent rather than rely on a surrogate:
(i)

The person or people listed by this law may not be who you would want to
make decisions for you.

(ii)

Some family members or friends might not be able or willing to make
decisions as you would want them to.

(iii)

Family members and friends may disagree with one another about the best
decisions.

(iv)

Under some circumstances, a surrogate may not be able to make the same
kinds of decisions that an agent can make.

WHAT IF THERE IS NO ONE AVAILABLE
WHO I TRUST TO BE MY AGENT?
In this situation, it is especially important to talk to your physician and other
health care providers and create written guidance about what you want or do not
want, in case you are ever critically ill and cannot express your own wishes. You
can complete a living will. You can also write your wishes down and/or discuss
them with your physician or other health care provider and ask him or her to write
it down in your chart. You might also want to use written or on-line resources to
guide you through this process.

WHAT DO I DO WITH THIS FORM
ONCE I COMPLETE IT?
Follow these instructions after you have completed the form:
(i)

Sign the form in front of a witness. See the form for a list of who can and
cannot witness it.

(ii)

Ask the witness to sign it, too.

(iii)

There is no need to have the form notarized.
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(iv)

Give a copy to your agent and to each of your successor agents.

(v)

Give another copy to your physician.

(vi)

Take a copy with you when you go to the hospital.

(vii) Show it to your family and friends and others who care for you.

WHAT IF I CHANGE MY MIND?
You may change your mind at any time. If you do, tell someone who is at
least 18 years old that you have changed your mind, and/or destroy your document
and any copies. If you wish, fill out a new form and make sure everyone you gave
the old form to has a copy of the new one, including, but not limited to, your
agents and your physicians.

WHAT IF I DO NOT WANT TO USE THIS FORM?
In the event you do not want to use the Illinois statutory form provided here,
any document you complete must be executed by you, designate an agent who is
over 18 years of age and not prohibited from serving as your agent, and state the
agent's powers, but it need not be witnessed or conform in any other respect to the
statutory health care power. If you have questions about the use of any form, you
may want to consult your physician, other health care provider, and/or an attorney.
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ILLINOIS STATUTORY SHORT FORM
POWER OF ATTORNEY FOR HEALTH CARE
1. I, DANA X. WYOMING of 12345 East Lake Shore Drive, Chicago, Illinois 60628,
hereby revoke all prior statutory powers of attorney for healthcare executed by me and
appoint Bobbie U. Wyoming as my attorney-in-fact (my "agent") to act for me and in my
name (in any way I could act in person) to make any and all decisions for me concerning
my personal care, medical treatment, hospitalization and health care and, per the
provisions stated herein, to require, withhold or withdraw any type of medical treatment
or procedure, even though my death may ensue. My brother, Darth L. Vader, nor my
mother, Mary V. Chastity, shall not have any fiduciary authority for reasons personal to
me.
(NOTE: You may not name co-agents using this form.)
A.

My agent shall have the same access to my medical records that I have, including
the right to disclose the contents to others.
i.

My agent shall have the authority to determine my long-term care and
needs, which includes but is not limited to me being placed in a long-term
care or rehabilitative facility or procuring at home long-term care.
a.

B.

My agent shall monitor my care in any facility or treatment
program to which I am placed and make decisions based on what is
most beneficial for my care.

Effective upon my death, my agent have the full power to make or refuse to make
an anatomical gift consisting of following:

(NOTE: Initial one. In the event none of the options are initialed, then it shall be
concluded that you do not wish to grant your agent any such authority.)
i.

______ Upon my death, I wish to donate:
______ My body for anatomical study if needed.
______ Any needed organs, tissues, or eyes for the following
reasons:
__________ Transplantation
__________ Therapy
__________ Research
__________ Medical education
__________ Any purpose authorized by law
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_DXW__ Only the following organs, tissues, or eyes:
______Both of my eyes______________________
________________________________________
For the following reasons:
__DXW____ Transplantation
__________ Therapy
__DXW____ Research
__________ Medical education
__DXW____ Any purpose authorized by law
ii.

_______ I do not grant my agent authority to make any anatomical gifts.

C.

My agent shall also have full power to authorize an autopsy and direct the
disposition of my remains. I intend for this power of attorney to be in substantial
compliance with Section 10 of the Disposition of Remains Act. All decisions
made by my agent with respect to the disposition of my remains, including
cremation, shall be binding. I hereby direct any cemetery organization, business
operating a crematory or columbarium or both, funeral director or embalmer, or
funeral establishment who receives a copy of this document to act under it.

D.

I intend for the person named as 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, including records or communications
governed by the Mental Health and Developmental Disabilities Confidentiality
Act. This release authority applies to any information governed by the Health
Insurance Portability and Accountability Act of 1996 ("HIPAA") and regulations
thereunder. I intend for the person named as my agent to serve as my "personal
representative" as that term is defined under HIPAA and regulations thereunder.
i.

The person named as my agent shall have the power to authorize the
release of information governed by HIPAA to third parties.

ii.

I authorize any physician, health care professional, dentist, health plan,
hospital, clinic, laboratory, pharmacy or other covered health care
provider, any insurance company and the Medical Informational Bureau,
Inc., or any other health care clearinghouse that has provided treatment or
services to me, or that has paid for or is seeking payment for me for such
services to give, disclose, and release to the person named as my agent,
without restriction, all of my individually identifiable health information
and medical records, regarding any past, present, or future medical or
mental health condition, including all information relating to the diagnosis
and treatment of HIV/AIDS, sexually transmitted diseases, drug or alcohol
abuse, and mental illness (including records or communications governed
by the Mental Health and Developmental Disabilities Confidentiality Act).
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iii.

The authority given to the person named as my agent shall supersede any
prior agreement that I may have with my health care providers to restrict
access to, or disclosure of, my individually identifiable health information.
The authority given to the person named as my agent has no expiration
date and shall expire only in the event that I revoke the authority in writing
and deliver it to my health care provider.

(NOTE: The above grant of power is intended to be as broad as possible so that your
agent will have the authority to make any decision you could make to obtain or terminate
any type of health care, including withdrawal of food and water and other life-sustaining
measures, if your agent believes such action would be consistent with your intent and
desires. If you wish to limit the scope of your agent’ powers or prescribe special rules or
limit the power to make an anatomical gift, authorize autopsy or dispose of remains, you
may do so in the following paragraphs.)
2.

The powers granted above shall not include the following powers or shall be subject to
the following rules or limitations:
(NOTE: Here you may include any specific limitations you deem appropriate, such as:
your own definition of when life-sustaining measures should be withheld; a direction to
continue food and fluids or life-sustaining treatment in all events; or instructions to
refuse any specific types of treatment that are inconsistent with your religious beliefs or
unacceptable to you for any other reason, such as blood transfusion, electro-convulsive
therapy, amputation, psychosurgery, voluntary admission to a mental institution, etc.)
Please see my DNR – POLST regarding life-sustaining measures
(NOTE: The subject of life-sustaining treatment is of particular importance. For your
convenience in dealing with that subject, some general statements concerning the
withholding or removal of life-sustaining treatment are set forth below. If you agree with
one of these statements, you may initial that statement; but do not initial more than one.
These statements serve as guidance for your agent, who shall give careful consideration
to the statement you initial when engaging in health care decision-making on your
behalf.)
I do not want my life to be prolonged nor do I want life-sustaining treatment to be
provided or continued if my agent believes the burdens of the treatment outweigh the
expected benefits. I want my agent to consider the relief of suffering, the expense
involved and the quality as well as the possible extension of my life in making decisions
concerning life-sustaining treatment.
Initialed __DXW____
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I want my life to be prolonged and I want life-sustaining treatment to be provided or
continued, unless I am, in the opinion of my attending physician, in accordance with
reasonable medical standards at the time of reference, in a state of "permanent
unconsciousness" or suffer from an "incurable or irreversible condition" or "terminal
condition", as those terms are defined in Section 4-4 of the Illinois Power of Attorney
Act. If and when I am in any one of these states or conditions, I want life-sustaining
treatment to be withheld or discontinued.
Initialed _________
I want my life to be prolonged to the greatest extent possible in accordance with
reasonable medical standards without regard to my condition, the chances I have for
recovery or the cost of the procedures.
Initialed _________
(NOTE: This power of attorney may be amended or revoked by you in the manner
provided in Section 4-6 of the Illinois Power of Attorney Act.)
3.

This power of attorney shall become effective on a written determination, by a licensed,
physician qualified to make such a decision, that I am incapacitated. However, in an emergency,
my agent has the authority to make the determination, which shall be verified within 48 hours by
a licensed, physician qualified to make such a decision. The determination of incapacity shall
consider but not be limited to a finding based on one or more of the following definitions of
incapacity:
a. Statutory Determination. A person shall be considered incapacitated if, per the Illinois
Probate Act of 1975, Section 11a-2, a person is under a legal disability, defined as “a
person is eighteen years or older who (a) because of mental deterioration or physical
incapacity is not fully able to manage his person or estate, or (b) is a person with mental
illness or a person with a developmental disability and who because of his mental illness
or developmental disability is not fully able to manage his person or estate, or (c) because
of gambling, idleness, debauchery or excessive use of intoxicants or drugs, so spends or
wastes his estate as to expose himself or his family to want or suffering, or (d) is
diagnosed with fetal alcohol syndrome or fetal alcohol effects.”
b. Medical Clinical Determination. A medical determination should consider, but is not
limited to the ability of the patient to:
(i)

Understand his or her medical condition and the treatment options available;

(ii)

Consistently communicate a treatment choice, though changing his or her mind
once, will not be dispositive of incapacity;

(iii)

Appreciate the outcome that may result from making a specific treatment or
medication choice; and
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(iv)

Weigh the benefits, risks, and burdens associated with making or not making a
choice.

c. Constructive Determination. A person shall also be considered incapacitated, despite
the statutory definition, if he or she is unable to give prompt and intelligent consideration
to healthcare questions, financial, legal, and non-financial business affairs.

(NOTE: Insert a future date or event during your lifetime, such as a court determination
of your disability or a written determination by your physician that you are
incapacitated, when you want this power to first take effect.)
(NOTE: If you do not amend or revoke this power, or if you do not specify a specific
ending date in paragraph 4, it will remain in effect until your death; except that your
agent will still have the authority to donate your organs, authorize an autopsy, and
dispose of your remains after your death, if you grant that authority to your agent.)
4.

This power of attorney shall terminate on a written determination, by a physician licensed
and qualified to make such a decision, that I am not incapacitated or following my death,
once all duties ascribed to my agent herein including, but not limited to the disposition of
my remains have been fulfilled.
(NOTE: Insert a future date or event, such as a court determination that you are not
under a legal disability or a written determination by your physician that you are not
incapacitated, if you want this power to terminate prior to your death.)
(NOTE: You cannot use this form to name co-agents. If you wish to name successor
agents, insert the names and addresses of the successors in paragraph 5.)

5.

If any agent named by me shall die, become incompetent, resign, refuse to accept the
office of agent or be unavailable, I name the following (each to act alone and
successively, in the order named) as successors to such agent:

Charlie Y. Idaho
12345 E. Lake Shore Drive

Chicago, IL 60628
(312) 023-4567

Drake Z. Arizona
12345 E. Lake Shore Drive
Chicago, IL 60628
(312) 123-4567

For purposes of this paragraph 5, a person shall be considered to be incompetent if and
while the person is a minor, or an adjudicated incompetent or disabled person, or the
person is unable to give prompt and intelligent consideration to health care matters, as
certified by a licensed physician.

(NOTE: If you wish to, you may name your agent as guardian of your person if a court decides
that one should be appointed. To do this, retain paragraph 6, and the court will appoint your
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agent if the court finds that this appointment will serve your best interests and welfare. Strike out
paragraph 6 if you do not want your agent to act as guardian.)
6.

If a guardian of my person is to be appointed, I nominate the agent acting under this
power of attorney as such guardian, to serve without bond or security.

7.

I am fully informed as to all the contents of this form and understand the full import of
this grant of powers to my agent.

Dated: 01-01-2099

Dana X. Wyoming
Dana X. Wyoming, Principal
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The principal has had an opportunity to review the above form and has signed the form or
acknowledged his or her signature or mark on the form in my presence. The undersigned
witnesses certify that the witnesses are not: (a) the attending physician or mental health service
provider or a relative of the physician or provider; (b) an owner, operator, or relative of an owner
or operator of a health care facility in which the principal is a patient or resident; (c) a parent,
sibling, descendant, or any spouse of such parent, sibling, or descendant of either the principal or
any agent or successor agent under the foregoing power of attorney, whether such relationship is
by blood, marriage, or adoption; or (d) an agent or successor agent under the foregoing power of
attorney.
_________________________________
Witness One (Signature)

___________________________________
Witness Two (Signature)

_________________________________
Witness One (Printed Name)

___________________________________
Witness Two (Printed Name)

Address: _________________________
_________________________________
_________________________________

Address: ____________________________
___________________________________
___________________________________

(NOTE: You may, but are not required to, request your agent and successor agents to provide
specimen signatures below. If you include specimen signatures in this power of attorney, you
must complete the certification opposite the signatures of the agents.)
Specimen signatures of
agent (and successors)

I certify that the signatures
of my agent (and successors)
are genuine.

________________________________
Bobbie U. Wyoming

_____________________________________
Dana X. Wyoming

________________________________
Charlie Y. Idaho

_____________________________________
Dana X. Wyoming

(NOTE: The name, address, and phone number of the person preparing this form or who
assisted the principal in completing this form is optional.)
Maximillienne Elliott, Esq., Principal
The Law Offices of Max Elliott, Ltd.
500 North Michigan Avenue, Suite 600
Chicago, Illinois 60611-3775
312.396.4053
melliott@maxelliottlaw.com
Exhibits: “What if I Am Neither? – Estate Planning for Transgender and Queer Persons.”
© The Law Offices of Max Elliott, Ltd. 2014.

AGENT’S CERTIFICATION OF ACCEPTANCE AND AUTHORITY
I certify that the attached is a true copy of a power of attorney naming the undersigned as
agent or successor agent for Dana. X. Wyoming
I certify that to the best of my knowledge the principal had the capacity to execute the
power of attorney, is alive, and has not revoked the power of attorney; that my powers as agent
have not been altered or terminated; and that the power of attorney remains in full force and
effect.
I accept appointment as agent under this power of attorney.
This certification and acceptance is made under penalty of perjury.*

Dated: ___________________

__________________________________________
Bobbie U. Wyoming
__________________________________________
Bobbie U. Wyoming
12345 E. Lake Shore Drive
Chicago, IL 60628
(312) 987-6543

*(NOTE: Perjury is defined in Section 32-2 of the Criminal Code of 1961, and is a Class 3
felony.)
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SUCCESSOR AGENT’S CERTIFICATION AND ACCEPTANCE OF AUTHORITY
I certify that the attached is a true copy of a power of attorney naming the undersigned as
agent or successor agent for Dana X. Wyoming.
I certify that to the best of my knowledge the principal had the capacity to execute the
power of attorney, is alive, and has not revoked the power of attorney; that my powers as agent
have not been altered or terminated; and that the power of attorney remains in full force and
effect.
I certify that to the best of my knowledge Bobbie X. Wyoming is unavailable because of
__________________________________________[DEATH / RESIGNATION / ABSENCE /
OTHER TEMPORARY INCAPACITY].
I accept appointment as agent under this power of attorney.
This certification and acceptance is made under penalty of perjury.*

Dated: ___________________

__________________________________________
(Signature)
__________________________________________
(Printed Name)
Successor Agent
Address
Address
Phone

*(NOTE: Perjury is defined in Section 32-2 of the Criminal Code of 1961, and is a Class 3
felony.)
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Illinois Statute Regarding Co-Agent’s Certification and
Acceptance of Authority Form
Eff. 7/1/11
(755 ILCS 45/2-10.5)
(This Section may contain text from a Public Act with a
delayed effective date)
Sec. 2-10.5. Co-agents.
(a) Co-agents may not be named by a principal in a statutory
short form power of attorney for property under Article III or a
statutory short form power of attorney for health care under
Article IV. In the event that co-agents are named in any other
form of power of attorney, then the provisions of this Section
shall govern the use and acceptance of co-agency designations.
(b) Unless the power of attorney or this Section otherwise
provides, authority granted to 2 or more co-agents is
exercisable only by their majority consent. However, if prompt
action is required to accomplish the purposes of the power of
attorney or to avoid irreparable injury to the principal's
interests and an agent is unavailable because of absence,
illness, or other temporary incapacity, the other agent or
agents may act for the principal. If a vacancy occurs in one or
more of the designations of agent under a power of attorney, the
remaining agent or agents may act for the principal.
(c) An agent is not liable for the actions of another agent,
including a co-agent or predecessor agent, unless the agent
participates in or conceals a breach of fiduciary duty committed
by the other agent. An agent who has knowledge of a breach or
imminent breach of fiduciary duty by another agent must notify
the principal and, if the principal is incapacitated, take
whatever actions may be reasonably appropriate in the
circumstances to safeguard the principal's best interest.
(d) Any person who acts in good faith reliance on the
representation of a co-agent regarding the unavailability of a
predecessor agent or one or more co-agents, or the need for
prompt action to accomplish the purposes of the power of
attorney or to avoid irreparable injury to the principal's
interests, will be fully protected and released to the same
extent as though the reliant had dealt directly with all named
agents. Upon request, the co-agent shall furnish an affidavit or
Co-Agent's Certification and Acceptance of Authority to the
reliant, but good faith reliance on a document purporting to
establish an agency will protect the reliant without the
affidavit or Co-Agent's Certification and Acceptance of
Authority. A Co-Agent's Certification and Acceptance of
Authority shall be in substantially the following form:
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CO-AGENT’S CERTIFICATION AND ACCEPTANCE OF AUTHORITY
I certify that the attached is a true copy of a power of attorney naming the undersigned as
agent or co-agent for [FULL NAME OF PRINCIPAL].
I certify that to the best of my knowledge the principal had the capacity to execute the
power of attorney, is alive, and has not revoked the power of attorney; that my powers as agent
have not been altered or terminated; and that the power of attorney remains in full force and
effect.
I
certify
that
to
the
best
of
my
knowledge
______________________________________________________________________________
[FULL
NAME
OF
AGENT]
is
unavailable
because
of
_______________________________________[DEATH / RESIGNATION / ABSENCE /
OTHER TEMPORARY INCAPACITY].
I certify that prompt action is required to accomplish the purposes of the power of
attorney or to avoid irreparable injury to the principal's interests.
I accept appointment as agent under this power of attorney.
This certification and acceptance is made under penalty of perjury.*
Dated: ___________________

__________________________________________
AGENT’S SIGNATURE
__________________________________________
AGENT’S NAME
__________________________________________
__________________________________________
AGENT’S ADDRESS

*(NOTE: Perjury is defined in Section 32-2 of the Criminal Code of 1961, and is a Class 3
felony.) (Source: P.A. 96-1195, eff. 7-1-11.)
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