
  

NEW HAMPSHIRE ADVANCE DIRECTIVE 
 

DURABLE POWER OF ATTORNEY FOR HEALTH CARE 
 
Name (Principal’s Name): ___________________________________ 
DOB: ____________________________________ 
Address: _________________________________ 
  
I.   DURABLE POWER OF ATTORNEY FOR HEALTH CARE 
The durable power of attorney for healthcare form names your agent(s) and, if you 
wish, sets limits on what your agent can decide. 
I choose the following person(s) as agent(s) if I have lost capacity to make health care 
decisions (cannot make health care decisions for myself).  
(If you choose more than one person, they will become your agent in the order written, 
unless you indicate otherwise.) 
A.  Choosing Your Agent:   
Agent:  I appoint ___________, of _________, and whose phone number is 
_____________ to be my agent to make health care decisions for me. 
Alternate Agent: If the person above is not able, willing, or available, I appoint 
_____________,  of _______, and whose phone number is _____________ to be my 
alternate agent. 
If no one listed above can make decisions for you, a surrogate will be assigned in the 
order written in law (spouse, adult child, parent, sibling, etc.), and will have the same 
powers as an agent.  If there is no surrogate, a court appointed guardian may be 
assigned. 
B.  Limiting Your Agent’s Authority or Providing Additional Instructions  
When you can no longer make your own health care decisions, your agent will be able 
to make decisions for you.   Please review the Disclosure Statement that is attached 
to this advance directive for examples of how you may want to advise your agent.   You 
may write in limits or additional instructions below or attach additional pages. 
 
I wish to follow the moral teachings of the Catholic Church. Three Beliefs:  A 
Guide for New Hampshire Catholics on End-of-Life Decisions, in its entirety, 
together with my instructions under this Section B, contain my additional 
instructions and limitations regarding the authority of my Health Care Agent 
to act on my behalf with respect to all medical decisions including the 
provision or withholding of life-sustaining treatment and the administration 
or withholding of medically-administered nutrition and hydration.  
 

1. I want to receive all forms of treatment and care that have a reasonable 
hope of benefit for me AND which will not cause an excessive burden. 
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2. I do not want any care or treatment that does not have a reasonable 
hope of benefit or constitutes an excessive burden.  

 
3. My Health Care Agent’s judgment on these matters and any other 

matters addressed in this document should be made in light of Three 
Beliefs: A Guide for New Hampshire Catholics on End-of-Life Decisions; 
the Catechism of the Catholic Church; The Vatican Declaration on 
Euthanasia; and Ethical and Religious Directives for Catholic Health 
Care Services, and as these documents may be revised.  

 
4. Even if my Health Care Agent judges that a particular form of 

treatment or care should be withheld or withdrawn, I still want to 
receive any other form of care or treatment already in use that does 
have a reasonable hope of benefit AND will not be an excessive burden. 

 
5. Even if all other forms of treatment or care are withheld or withdrawn, 

I still want all appropriate hospice or palliative care. 
 

6. I want all appropriate pain medication to control pain even if, in the 
course of directly treating my pain, the medication indirectly hastens 
my death. 

 
7. If I am presumed to be permanently unconscious, I want medically-

administered nutrition and hydration until such time as my Health Care 
Agent judges that they no longer provide a reasonable hope of benefit or 
are excessively burdensome. 
 

8. I authorize my Health Care Agent to direct that a Do Not Resuscitate 
Order be put into effect if CPR will either have no reasonable hope of 
benefit or will be an excessive burden. 

 
9.  I would like a visit from a priest, so that I may receive the Sacraments 

of the Church and so that my spiritual needs and those of my family can 
be addressed. 

 
10.  I have intentionally declined to complete the Living Will section of the 

RSA 137-J New Hampshire Advance Directive form.  
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11.  My agent or surrogate may consent to an experimental treatment for 
me but only to the extent that such treatment is in conformity with the 
requirements of Section 31 of the Ethical and Religious Directives for 
Catholic Health Care Services, Sixth Edition. 
 

12. I prohibit anyone from ending my life by assisted suicide or euthanasia. 
 

 
______________________________________________________________________________ 
_____________________________________________________________________________ 
I have attached _0__ additional pages titled “Additional wishes for my Durable Power 
of Attorney for Health Care” to express my wishes. 
  
II.  LIVING WILL [This section is intentionally omitted. My instructions to my 
agent as set forth above under Section I (“Durable Power of Attorney for 
Health Care”) fully express my wishes, and while those instructions are directed 
specifically to my agent, as necessary I want these wishes also to guide decisions 
made by any surrogate or health care provider.] 
 
III.   SIGNATURE 
I have received, reviewed, and understood the disclosure statement, and I have 
completed the durable power of attorney for health care and/or living will consistent 
with my wishes.  I have attached __ pages to better express my wishes. 
Signed this ___ day of __________, 20___ 
Principal's Signature: ____________________ 
(If you are physically unable to sign, this advance directive may be signed by someone 
else writing your name in your physical presence at your direction.) 
THIS ADVANCE DIRECTIVE MUST BE SIGNED BY TWO WITNESSES OR A 
NOTARY PUBLIC OR A JUSTICE OF THE PEACE.   
We declare that the principal appears to be of sound mind and free from duress at 
the time this advance directive is signed and that the principal affirms that the 
principal is aware of the nature of the directive and is signing it freely and 
voluntarily. 
Witness: _______________ Address (city/state): ____________________ 
Witness: _______________ Address (city/state): ____________________ 
STATE OF NEW HAMPSHIRE 
COUNTY OF ____________________ 
The foregoing advance directive was acknowledged before me this ___ day of 
__________, 20___, by __________ (the "Principal"). 
____________________ 
Notary Public/Justice of the Peace 
My commission expires: 
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DISCLOSURE STATEMENT FROM THE STATE OF NEW HAMPSHIRE 
INFORMATION CONCERNING THE DURABLE POWER OF 

ATTORNEY FOR HEALTH CARE 
 
AN ADVANCE DIRECTIVE IS A LEGAL DOCUMENT.  YOU SHOULD KNOW THESE FACTS 
BEFORE SIGNING IT. 
• This form allows you to choose who you want to make decisions about your health care when you 
cannot make decisions for yourself. This person is called your “agent”.  You should consider choosing 
an alternate in case your agent is unable to act. 
• Agents must be 18 years old or older.  They should be someone you know and trust.  They cannot be 
anyone who is caring for you in a health care or residential care setting.   
• This form is an “advance directive” that defines a way to make medical decisions in the future, when 
you are not able to make decisions for yourself.  It is not a medical order (e.g., it is not in and of itself 
a DNR (do not resuscitate order or (POLST)).   
• You will always make your own decisions until your medical practitioner examines you and certifies 
that you can no longer understand or make a decision for yourself.   At that point, your “agent” becomes 
the person who can make decisions for you.   If you get better, you will make your own healthcare 
decisions again.  
• With few exceptions(*), when you are unable to make your own medical decisions, your agent will 
make them for you, unless you limit your agent's authority in Part I.B of the durable power of attorney 
form.  Your agent can agree to start or stop medical treatment, including near the end of your 
life.   Some people do not want to allow their agent to make some decisions.    Examples of what you 
might write in include: “I do NOT want my agent . . . 
- to ask for or agree to stop life-sustaining treatment (such as breathing machines, medically-
administered nutrition and/or hydration (tube feeding), kidney dialysis, other mechanical devices, 
blood transfusions, and certain drugs).” 
- to ask for or to agree to a Do Not Resuscitate Order (DNR order).” 
- to agree to treatment even if I object to it in the moment, after I have lost the ability to make health 
care decisions for myself.” 

• The law allows your agent to put you in a clinical trial (medical study) or to agree to new or 
experimental treatment that is meant to benefit you if you have a disease or condition that is 
immediately life-threatening or if untreated, may cause a serious disability or impairment (for 
example new treatment for a pandemic infection that is not yet proven).  You may change this by 
writing in the durable power of attorney for health care form: 

o “I want my agent to be able to agree to medical studies or experimental treatment in any situation.”  or 
o “I don’t want to participate in medical studies or experimental treatment even if the treatment may 

help me or I will likely die without it.” 
• Your agent must try to make the best decisions for you, based on what you have said or written in 
the past.   Tell your agent that you have appointed them as your healthcare decision maker.  Talk to 
your agent about your wishes.  
 • In the "living will" section of the form, you can write down wishes, values, or goals as guidance for 
your agent, surrogate, and/or medical practitioners in making decisions about your medical 
treatment.   
• You do not need a lawyer to complete this form, but feel free to talk to a lawyer if you have questions 
about it.   
• You must sign this form in the physical presence of 2 witnesses or a notary or justice of the peace for 
it to be valid.  The witnesses cannot be your agent, spouse, heir, or anyone named in your will, trust 
or who may otherwise receive your property at your death, or your attending medical practitioner or 
anyone who works directly under them.  Only one witness can be employed by your health or 
residential care provider. 
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• Give copies of the completed form to your agent, your medical providers, and your lawyer.  
* Exceptions:  Your agent may not stop you from eating or drinking as you want.  They also cannot 
agree to voluntary admission to a state institution; voluntary sterilization; withholding life-sustaining 
treatment if you are pregnant, unless it will severely harm you; or psychosurgery.  
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