


Acceptance by patient advocate and 
Alternate (successor) patient advocates

I agree to be the patient advocate for_____________________________ , I accept the responsibility

and agree to take reasonable steps to follow the desires and instructions of the patient as outlined  
in this document and as I may have discussed verbally with the patient. If I am unable to act after 
reasonable efforts to contact me, a successor patient advocate, in the order designated by the patient, 
shall act until I become available.

By signing this acceptance, I acknowledge that I am accepting the responsibility to act on behalf  
of the patient and make decisions consistent with the patient’s expressed wishes and best interests.  
I also understand that signing this acceptance does not obligate me to become financially responsible 
for the patient or for the cost of the patient’s care. Further, I understand and agree that as patient 
advocate:

A.  My authority shall not become effective unless the patient is declared by physicians to be 
unable to make medical and/or mental health treatment decisions. 

B.  I cannot exercise any powers concerning the patient’s care, custody, medical or mental health 
treatment that the patient could not have exercised for himself/herself.

C.  I cannot make a decision to withhold or withdraw care from a patient who is pregnant if that 
decision would result in the patient’s death.

D.  I may make a decision to withhold or withdraw treatment which would allow the patient to die  
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