
Thank You for visiting UnwrapThis.com

Please MAKE A DONATION so that we can continue to help people to
avoid probate; keep the documents updated; and keep you informed of
changes.

Donation Link: https://unwrapthis.com/donate

Also, let your friends and family know about UnwrapThis.com
Share on Facebook, Twitter, …. social media

Post / Tweet
With all the stuff going on… don’t forget to put the right docs in place to
protect your family. No need to have what you own end up in probate
court. Download Docs & Info https://unwrapthis.com. All FREE.

https://unwrapthis.com/donate
https://unwrapthis.com/donate
https://unwrapthis.com/


4

they cannot. 

!
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. 

!
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 e$ects, what results are 
expected or possible, and whether there are any alternatives. 

the answers. !
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

. !
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. !is 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 e$ort to enable my understanding and #nd 
out my preferences.

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

 _______________________________________________

My signature below indicates that I understand the purpose 
and e$ect 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 speci#c 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:

bene#ts, 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 e$ect 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 e$ect 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
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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 o$ers 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. !
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. !

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.

!
e doctor m

ust m
ake a reasonable e$ort 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. !

is process is som
ewhat unusual in the health-

care #eld. 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. !
is m

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

of con"ict, 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. 

!
e Proxy has alm

ost the sam
e powers of decision m

aking that you would 
have. !

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 arti#cial 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.

!
e Proxy m

ust m
ake an e$ort 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 a%er you are certi#ed 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 a%er I appointed that Agent. 

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

Pursuant to Colorado Revised Statute 15–18.101–113

Advance Directive for Surgical / Medical Treatment (Living Will)
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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. 

!
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. !

is booklet o$ers 
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.

!
is booklet also brie"y 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 di&
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 o%en 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 #rst, 
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 o&

ce supply stores, but it is a 
good idea to consult an attorney #rst. 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 e$ort 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 in"uence, 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: ____________________________
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with a healthcare provider who can explain what each of the choices m
eans 

for that patient at that tim
e. !

en it is signed by the patient or healthcare 
agent/Proxy and a physician, advanced practice nurse, or physician’s assis-
tant. W

hen signed, it becom
es a m

edical order set, not an advance directive. 

!
e M

O
ST stays with the patient and is honored in any setting: hospital, 

clinic, day surgery, long-term
 care facility, assisted living residence, hospice, 

or at hom
e. In this way, the M

O
ST closes gaps in com

m
unication about 

treatm
ent choices as patients transfer from

 setting to setting. !
e original 

is brightly colored for easy identi#cation, but photocopies, faxes, and elec-
tronic scans are also valid.

!
e M

O
ST does not replace or revoke advance directives. Choices on the 

M
O

ST should be consistent with any advance directives the patient previ-
ously com

pleted, but the M
O

ST does not cover every treatm
ent or instruc-

tion that m
ight be addressed in an M

DPOA or Living W
ill. !

e choices 
and directives docum

ented there are still valid. !
e M

O
ST overrules prior 

instructions only when there is a direct con"ict. A section on the back 
prom

pts patients and providers to regularly review, con#rm
, or update 

choices based on changing conditions. 

-
form

ation about the M
O

ST form
 or program

, please consult a healthcare 
provider or visit www.ColoradoAdvanceDirectives.com

.

O
RGAN AND TISSUE D

O
NATIO

N 
Any advance directive m

ay in-
clude a written statem

ent of your desire to donate organs or tissues. Please 
be aware that if you do wish to donate organs, your advance directive m

ay 
be set aside for a tim

e to allow your organs to be recovered before life-

you can still donate tissues, subject to som
e lim

itations of age, health sta-
tus, and sexual orientation. For m

ore inform
ation about organ and tissue 

donation, consult with your healthcare provider or contact Donor Alliance,  

or tissues, be sure your fam
ily knows of your decision, as they will be asked 

to give consent to the donation procedure—
and they have the #nal say. 

Patient’s or Authorized Agent’s Directive to Withhold 
 Cardio-Pulmonary Resuscitation (CPR)

!is template is consistent with rules adopted by the Colorado State Board of Health at 6 CCR 1015-2

Patient’s Information

Patient’s Name  _________________________________________________________________________________________ 

  Name of Agent/Legally Authorized Guardian/Parent of Minor Child  ______________________________________

Date of Birth  ____ /____ /_____ Gender ☐  Male ☐  Female  ☐  Eye Color  _________ ☐  Hair Color  ___________ 
 
Race Ethnicity ☐  Asian or Paci#c Islander  ☐  Black, non-Hispanic  ☐  White, non-Hispanic
    ☐  American Indian or Alaska Native  ☐  Hispanic  ☐  Other
 
If Applicable- Name of hospice program/provider  _____________________________________________________________ 

 
Physician’s Information

Physician’s Name  _______________________________________________________________________________________ 

Physician’s Address  ______________________________________________________________________________________ 
 

 _________________________________ 
 

Directive Attestation

Check ONLY the information that applies:

☐ Patient I am over the age of 18 years, of sound mind and acting voluntarily.  It is my desire to initiate this directive on my 
behalf. I have been advised that as a result of this directive, if my heart or breathing stops or malfunctions, I will not receive 
CPR and I may die.

☐ Authorized Agent/Legally Authorized Guardian/Parent of Minor Child I am over the age of 18 years, of sound mind, and 
I am legally authorized to act on behalf of the patient named above in the issuance of this directive. I have been advised that as 
a result of this directive, if the patient’s heart or breathing stops or malfunctions, the patient will not receive CPR and may die.

☐ Tissue Donation I hereby make an anatomical gi%, to be e$ective upon my death of: 
☐  Any needed tissues 
!e following tissues ☐  Skin  ☐  Cornea ☐  Bone, related tissues and tendons

 
I hereby direct emergency medical services personnel, health care providers, and any other person to 
withhold cardio-pulmonary resuscitation in the event that my/the patient’s heart or breathing stops 
or malfunctions. I understand that this directive does not constitute refusal of other medical interven-
tions for my/the patient’s care and comfort. If I/the patient am/is admitted to a healthcare facility, 
this directive shall be implemented as a physician’s order, pending further physician’s orders.
 
_______________________________________________    _______________________________________________
☐  Signature of Patient Physician Signature
☐  Authorized Agent/Legally Authorized Guardian/Parent of Minor Child 
_______________________________________________   _______________________________________________ 
 Date Date
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