
Medical Power of Attorney Form
Principal (Person Granting Power)

Full Name: 

Address: 

Phone Number: 

Agent (Person Receiving Power)

Full Name: 

Address: 

Phone Number: 

Alternate Agent

Full Name: 

Address: 

Phone Number: 

Authority Granted

 Authority to make medical decisions 
 Authority to access medical records 

Effective Date

Effective Date: 

Signatures

Principal Signature: 

Date: 

Agent Signature: 

Date: 

Submit
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