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If you do not appoint a healthcare agent or M
DPOA while you are able to 

m
ake your own decisions, Colorado law offers two options: selection of a 

Proxy Decision M
aker for H

ealthcare or appointm
ent of a guardian.

PROXY DECISIO
N M

AKER FO
R H

EALTH
CARE 

W
hen a doctor has 

determ
ined that you cannot m

ake your own decisions, and if you have not 
appointed a healthcare agent, the doctor m

ust gather together as m
any  

 as possible. Th
ese are people who know you well and 

have a close interest in your well-being, including your spouse or partner, 
parents, children, grandparents, siblings, even close friends. Th

en the as-
sem

bled group m
ust choose one person to be your Proxy Decision M

aker. 
Ideally, this person knows you and your wishes for treatm

ent best. If your 
wishes are not known, the Proxy m

ust act in your best interests.

Th
e doctor m

ust m
ake a reasonable effort to tell you who the Proxy is, and 

you have a right to object to the person selected to be Proxy or to any of the 
Proxy’s decisions. If you later regain the ability to m

ake and express your 
own decisions, the Proxy is relieved of duty.

Anyone with a close interest in your care can be included in the group that -
bership of the group depends on whom

 the doctor knows to contact and 
whether they are available. Th

is process is som
ewhat unusual in the health-

care field. If som
e Colorado healthcare providers do not know about it, they 

m
ay just turn to whom

ever am
ong your fam

ily and friends happens to be 
there at the tim

e. Th
is m

ight work for the tim
e being, but if there is any kind 

of conflict, a decision m
aker chosen in this way has no real legal standing.

O
nce the group of interested persons reaches agreem

ent, the doctor then 
records the selection of the Proxy Decision M

aker in your m
edical record. 

Th
e Proxy has alm

ost the sam
e powers of decision m

aking that you would 
have. Th

e Proxy m
ay consult with your healthcare providers, review your 

m
edical records, and m

ake any and all decisions regarding your healthcare 
except one: A Proxy Decision M

aker cannot decide to withhold or withdraw 

physicians, one of whom
 is trained in neurology, agree that artificial nour-

ishm
ent would only prolong the m

om
ent of your death. Also, the Proxy’s 

it is not 
 past the im

m
ediate need for healthcare decisions.

Th
e Proxy m

ust m
ake an effort to consult with you about the decisions to be 

m
ade and also m

ust consult with the rest of the group. If the group cannot 

I.  DECLARATION

I, ______________________________________________ ,  

communicate my own decisions. It is my direction that the 
following instructions be followed if I am diagnosed by two 

Vegetative State. 

A.  Terminal Condition If at any time my physician 

have a terminal condition, and I am unable to make or com-
municate my own decisions about medical treatment, then: 

1.  Life-Sustaining Procedures (initial one)

-
dures shall be withdrawn and/or withheld, not including any 
procedure considered necessary by my healthcare providers 
to provide comfort or relieve pain.

________________________________________________

2.  Artificial Nutrition and Hydration

If I am receiving nutrition and hydration by tube, I direct 

not be continued.

________________________________________________

be continued, if medically possible and advisable according 
to my healthcare providers.

B.  Persistent Vegetative State If at any time my 

that I am in a Persistent Vegetative State, then: 

1.  Life-Sustaining Procedures (initial one)

shall be withdrawn and/or withheld, not including any 

procedure considered necessary by my healthcare providers 
to provide comfort or relieve pain.

________________________________________________

2.  Artificial Nutrition and Hydration

If I am receiving nutrition and hydration by tube, I direct 

not be continued.

________________________________________________  

be continued, if medically possible and advisable according 
to my healthcare providers.

II. OTHER DIRECTIONS

Please indicate below if you have attached to this form any 
other instructions for your care after you are certified in a 

-
stance, to be enrolled in a hospice program, remain at or be 
transferred to home, discontinue or refuse other treatments 
such as dialysis, transfusions, antibiotics, diagnostic tests, 

III. RESOLUTION WITH MEDICAL POWER OF 
ATTORNEY (initial one)

Power of Attorney shall have the authority to override any of 
the directions stated here, whether I signed this declaration 
before or after I appointed that Agent. 

overridden or revoked by my Agent under Medical Durable 
Power of Attorney, whether I signed this declaration before 
or after I appointed that Agent.

Pursuant to Colorado Revised Statute 15–18.101–113
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respected, however, it is very im
portant to discuss them

 with your fam
-

ily, your healthcare providers, other advisors or friends, and to write down 
your choices. 

Th
e written statem

ents and docum
ents you m

ake to com
m

unicate your 
m

edical treatm
ent decisions are called 

. In Colorado, 
there are three m

ain types of advance directive: the M
edical Durable Power 

of Attorney, the Living W
ill, and the CPR Directive. Th

is booklet offers 
inform

ation and ready-to-use form
s for all three. O

ther advance directive 
form

s from
 other sources m

ay be valid, too, if they follow Colorado law.

Th
is booklet also briefly discusses the M

edical O
rders for Scope of Treat-

signed by a healthcare professional, becom
es a m

edical order set.

YO
UR RIGH

T TO
 APPO

INT A SUBSTITUTE DECISIO
N M

AKER 
It 

can be very diffi
cult to think ahead and im

agine all the circum
stances you 

m
ight be in or the m

any healthcare decisions you m
ight have to m

ake. 
W

hen people are very ill or badly injured, they are often unable to m
ake or 

express their own decisions—
they are 

. Still, except in em
er-

gencies healthcare providers can’t just go ahead with treatm
ent without 

consent from
 the patient. If the patient can’t give consent, som

eone else has 
to—

but not just anybody else.

In som
e states, the law authorizes particular people in a particular order to 

act as 
 decision m

akers for an incapacitated patient: spouse first, 
adult children next, then parents, grandparents, siblings, etc. Colorado law 
does not have such a prioritized list of substitute decision m

akers. Instead, 
individuals, before they are incapacitated, should appoint a substitute deci-
sion m

aker, or 
. 

M
EDICAL DURABLE PO

W
ER O

F ATTO
RNEY 

healthcare agent by com
pleting a 

M
DPOA/healthcare agent, is provided in this booklet. A healthcare agent 

only has authority to m
ake healthcare decisions. An M

DPOA cannot pay 
your bills, buy or sell real estate or other item

s of property for you, m
anage 

your bank accounts, etc. For that, you need to appoint a Financial or Gen-
eral Durable Power of Attorney. Form

s to appoint other powers of attorney 
are available free from

 various W
eb sites or offi

ce supply stores, but it is a 
good idea to consult an attorney first. Low-cost legal advice is available 
from

 the Colorado Bar Association, www.cobar.org, or 303.860.1115.

Pursuant to Colorado Revised Statute 15–18.101–113

Advance Directive for Surgical / Medical Treatment (Living Will) (continued)
IV. CONSULTATION WITH OTHER PERSONS

I authorize my healthcare providers to discuss my condi-
tion and care with the following persons, understanding that 
these persons are not empowered to make any decisions re-
garding my care, unless I have appointed them as my Health-
care Agents under Medical Durable Power of Attorney.

 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

V. NOTIFICATION OF OTHER PERSONS

Before withholding or withdrawing life-sustaining procedures, 
my healthcare providers shall make a reasonable effort to no-
tify the following persons that I am in a terminal condition 
or Persistent Vegetative State. My healthcare providers have 
my permission to discuss my condition with these persons. I 
do NOT authorize these persons to make medical decisions 
on my behalf, unless I have appointed one or more of them 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

VI.  ANATOMICAL GIFTS

 
☐ organs and/or ☐ tissues, if medically possible.

VII. SIGNATURE

I execute this declaration, as my free and voluntary act, this            
day of _________________________, 20____.

________________________________________________                                                 

VIII. DECLARATION OF WITNESSES

________________________________________________   
in our presence, and we, in the presence of each other, and at 

-
nesses. We did not sign the Declarant’s signature. We are not 
doctors or employees of the attending doctor or healthcare 
facility in which the Declarant is a patient. We are neither 
creditors nor heirs of the Declarant and have no claim 
against any portion of the Declarant’s estate at the time this 

old and under no pressure, undue influence, or otherwise 

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

Notary (optional)
State of  __________________________
County of  ________________________
SUBSCRIBED and sworn to before me by
____________________________________  , the Declarant, 
and  ____________________________________________
and  ____________________________________________
witnesses, as the voluntary act and deed of the Declarant this 
day of _________________________, 20____.
________________________________________________
Notary Public
My commission expires: ____________________________


