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Date / /

I, , give the
(power of attorney/custodial/guardian)
nursing staff and/or facility staff of

(name of nursing facility)
and the medical providers of Digestive Disorders Associates the
authorization to make the proper medical decisions regarding
the care of

{name of patient)
Due to ’s current
(name of patient)
medical status, I feel he/she is incapable of making the proper medical
decisions.

Patient’s Name

Family Membet’s Name (signed)

Family Member’s Name (printed)

Relationship to patient




