CLIENT NAME AND NUMBER ___________________________________________________________

Affidavit of Health Care Proxy

I, _________________________________________, am willing to serve as a health care proxy for ____________________________________.  I certify that I am one of the following:

 FORMCHECKBOX 

Judicially appointed guardian authorized to consent to medical treatment (Appointed by the ______________Court on the following date ______________________.  A copy of the court order and letters of guardianship have been provided to the facility).

 FORMCHECKBOX 

Person’s spouse;

 FORMCHECKBOX 

Adult child of the person;

 FORMCHECKBOX 

Parent of the person;

 FORMCHECKBOX 

Adult relative of the person who has exhibited special care and concern for the person (Specify the degree of relationship ____________________)

 FORMCHECKBOX 

Close friend of the person who has exhibited special care and concern for the person, who has presented an affidavit to the facility that he or she is willing to assume the proxy role and has maintained such regular contact with the person so as to be familiar with the person’s activities, health, and religious or moral beliefs.

 FORMCHECKBOX 
  Licensed clinical social worker selected by the provider's bioethics committee or through an arrangement with the bioethics committee of another provider and not employed by the provider. Documentation of efforts to locate proxies from prior classes must be recorded in the person’s record. 

To my knowledge, the person has not executed an advance directive designating another person as his or her health care surrogate, or if one was previously designated, the surrogate named by the person is not able or willing at this time to serve as the health care surrogate.  If a previously designated health care surrogate is unable or unwilling to serve, please describe the circumstances:  ___________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________


___________________________________

Signature of Health Care Proxy




Date

________________________________________

___________________________________

Printed Name of Health Care Proxy



Signature of Witness:
See s. 394.4598 and s. 765, Part IV, Florida Statutes and s.65E-5.2301,FAC

CF-MH 3123, Feb 05  (Recommended Form)
BAKER ACT
