[bookmark: _GoBack]SAMPLE HEALTH CARE DECISION DECLARATION

You may qualify to provide informed consent to health care for an incapacitated person without signing any papers if you are the person’s spouse, registered domestic partner, adult child, parent, sibling, adult grandchild, adult niece or nephew, adult aunt or uncle, or guardian.

If you are a distant relative or friend, you must complete and sign a health care decision declaration.

I, _____________________________________________, declare that I am a competent adult and a close friend of the patient. I have known and had regular contact with the patient for _______ years.  My relationship to the patient is: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

I am familiar with the patient’s activities, health, personal values, and morals, as described below: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________

I declare that: 

___ I am willing and able to become involved in the patient’s health care and am reasonably available to make health care decisions.

___ I am not aware of a person in a higher priority class (such as a relative or guardian) who is willing and able to provide informed consent to health care on the patient’s behalf. 

___ I am not a physician to the patient or an employee of a physician to the patient. 

___ I am not the owner, administrator, or employee of the facility where the patient resides or receives care. 

___ I do not receive compensation to provide care to the patient. 




I agree to be a surrogate health care decision-maker for: _____________________________________  
 (Name of Patient) 


This declaration is effective until ____________________________ (6 months from date of declaration), unless it is revoked or cancelled in writing.


I declare under penalty of perjury under the laws of the State of Washington that the statements above are true and correct.  


Signed at ______________________, __________ on ________________________
    City 			          State 	Date

_____________________________________    	_____________________________________________    
Signature					Printed Name


_____________________________________    	_____________________________________________
Address						City, State, Zip Code


_____________________________________    	_____________________________________________
Telephone					Email Address








This sample is drafted to comply with the requirements in RCW 7.70.065 as amended by HB 1175 (2019)
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