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they cannot. 

Th
is booklet explains these rights and provides you with the form

s you 
need under Colorado law to docum

ent your choices for m
edical treatm

ent, 
including life support, and to appoint substitute decision m

akers. 

Th
ese are im

portant personal healthcare decisions, and they deserve care-
ful thought. It’s a good idea to talk about them

 with your doctor or other 
healthcare providers, fam

ily, friends, and other advisors, such as spiritual, -
cian’s signature.

YO
UR RIGH

T TO
 INFO

RM
ED

 CO
NSENT 

Except in em
ergencies, you 

m
ust give consent to receive m

edical treatm
ent. Before giving your consent, 

you m
ust be m

ust be told what the treatm
ent is for, why and in what way it 

will be helpful, whether it has any risks or likely side effects, what results are 
expected or possible, and whether there are any alternatives. 

the answers. Th
en you should think about the inform

ation and consider it 
carefully. If you can and want to, get a second opinion from

 another health-
care provider. Talk it over with fam

ily or friends—
and then m

ake your 
choice and tell your decision to your healthcare provider.

YO
UR RIGH

T TO
 ACCEPT M

EDICAL TREATM
ENT 

O
nce you have 

been fully inform
ed about a proposed treatm

ent, you have the right to ac-
cept. Som

etim
es a verbal “OK” is enough, or you m

ay be asked to sign a 
consent form

. Th
is form

 can be com
plicated and detailed. If you are not 

sure what it all m
eans, ask for an explanation and be sure you understand 

before you sign.

YO
UR RIGH

T TO
 REFUSE M

EDICAL TREATM
ENT 

O
nce you have 

been fully inform
ed about a proposed treatm

ent, you have the right to re-

if you m
ight get sicker or even die as a result. 

YO
UR RIGH

T TO
 M

AKE YO
UR W

ISH
ES KNO

W
N 

If you have pre-
ferences about what m

edical treatm
ents you want to accept or refuse, you 

have the right to m
ake those wishes known. And you have the right to 

expect that your wishes will be honored, even if you get so sick you can’t 
com

m
unicate or m

ake decisions. In order to m
ake sure your wishes are 

Medical Durable Power of Attorney for Healthcare Decisions
I. Appointment of Agent and Alternates

I, _____________________________________________ , 
Declarant, hereby appoint:

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

as my Agent to make and communicate my healthcare deci-
sions when I cannot. This gives my Agent the power to con-
sent to, or refuse, or stop any healthcare, treatment, service, 
or diagnostic procedure. My Agent also has the authority 
to talk with healthcare personnel, get information, and sign 
forms as necessary to carry out those decisions.

If the person named above is not available or is unable 
to continue as my Agent, then I appoint the following 

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

II. When Agent’s Powers Begin

By this document, I intend to create a Medical Durable 

medical professional has determined that I am unable to 
make my or express my own decisions, and for as long as I 
am unable to make or express my own decisions.

III. Instructions to Agent
My Agent shall make healthcare decisions as I direct below, 
or as I make known to him or her in some other way. If I 
have not expressed a choice about the decision or healthcare 

what he or she, in consultation with my healthcare provid-

Agent, to the extent possible, consult me on the decisions 
and make every effort to enable my understanding and find 
out my preferences.

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

My signature below indicates that I understand the purpose 
and effect of this document:

 _______________________________________________

Pursuant to Colorado Revised Statute 15–14.503–509



If you have advance directives from
 another state, they m

ay still be valid 
in Colorado. H

owever, it is recom
m

ended that you prepare new advance 
directives under Colorado law.

away your right to decide what you want, if you are able to do so, or to pro-

m
ind at any tim

e about anything you have written in an advance directive.

It’s very im
portant to review your advance directives every few years, to 

m
ake sure your choices are still valid and that other inform

ation, such as 
contact inform

ation, is up to date. 

Keep your advance directives in a place that is easy to get to—
not in a safe 

deposit box. Give copies of your directives to fam
ily m

em
bers and friends 

who m
ay be involved in your m

edical care. 

Take copies of your advance directives with you when you are checking in 
to a healthcare facility for any outpatient or inpatient procedure. M

ake sure 
your prim

ary physician and any healthcare professional providing treat-
m

ent have copies of your directives and know your wishes.

-
gency m

edical personnel. 

By providing Your Right to M
ake Health Care Decisions the Colorado H

os-
pital Association assum

es no legal liability for the enforceability or validity 
of the docum

ents in any individual situation. W
e regret we are unable to 

providers or an attorney can give you specific guidance.

F
EDERAL AND

 CO
LO

RAD
O

 STATE LAW
 both say that com

petent 
adults (those able to m

ake and express decisions) have the right to:

benefits, alternatives, and likely outcom
es of any recom

m
ended m

edical 
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1. Signature of the Appointed Agent

indicates that I have been informed of my appointment as a 
Healthcare Agent under Medical Durable Power of Attorney 

_______________________________________________ .

-
bilities of that appointment, and I have discussed with the 
Declarant his or her wishes and preferences for medical care 
in the event that he or she cannot speak for him- or herself. 

I understand that I am always to act in accordance with his 
or her wishes, not my own, and that I have full authority to 
speak with his or her healthcare providers, examine health-
care records, and sign documents in order to carry out those 
wishes. I also understand that my authority as a Healthcare 
Agent is only in effect when the Declarant is unable to make 
his or her own decisions and that it automatically expires at 
his or her death. 

If I am an alternate Agent, I understand that my responsibili-
ties and powers will only take effect if the primary Agent is 
unable or unwilling to serve.

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

2. Signature of Witnesses and Notary

by Colorado law for proper execution of a Medical Durable 

more acceptable in other states.

________________________________________________

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

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

________________________________________________

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: ____________________________

Pursuant to Colorado Revised Statute 15–14.503–509

Addendum to Medical Durable Power of Attorney — recommended, not required


