
In Case of  
Accident or Emergency
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My primary Health Care Power of Attorney is:

Name _________________________________
Address _______________________________
Phone Numbers ________________________ 
My secondary Health Care Power of Attorney is:

Name _________________________________
Address _______________________________
Phone Numbers ________________________



The following people have copies of my  
advance directives:

Name _________________________________
Relationship____________________________  
Phone _________________

Name _________________________________
Relationship____________________________ 
Phone _________________



I have signed the following advance directives 
(check the box) which is/are filed with 
______________________________: 

  Living Will
  Health Care Power of Attorney
  Mental Health Care Power of Attorney
  Prehospital Medical Directive 
     (Do Not Resuscitate)


