


Form “D”
(Regulation 3(a))
Medical Power of Attorney[footnoteRef:1] [1: Published Regulations Folder 5777 No. 7801 dated 20.4.2017 pp. 984.] 

(Pursuant to section 32m of the Law and section 16 of the Patient's Rights Law)
This form is drafted in the masculine gender, however is intended for both genders alike
Identifying details of the principal
I, the undersigned (enter your name as it appears on your identity card),
[bookmark: Text275][bookmark: Text276]First name      Last name      
[bookmark: Check123][bookmark: Text277]|_|	Israeli identity card number      
[bookmark: Check124][bookmark: Text278][bookmark: Text279]|_|	Foreign passport (if there is no Israeli identity card); Foreign passport number      Country issuing the passport      
[bookmark: Text280][bookmark: Text281]Permanent Residence: Country      Town      
Contact information of the principal
I request receipt of notifications from the Administrator General in one of the following manners:
* It is required to enter all details and mark one manner for obtaining notifications
[bookmark: Text282][bookmark: Text283][bookmark: Text284][bookmark: Text285][bookmark: Text287][bookmark: Text286][bookmark: Text289]|_|	Mailing address: Country      Town      Street      Number      Entrance           Postal code POBox number      POBox postal code number      
[bookmark: Text290]|_|	Email:      
[bookmark: Text291]|_|	Mobile phone (by checking this section, you agree to receive text messages):      
For entering the website, viewing the document and performing actions, a password will be delivered:
[bookmark: Text292]|_|	To this e-mail address:      
[bookmark: Text293]|_|	Text message to a mobile phone number:      
Information in respect of the attorney
I appoint and empower (enter the name as it appears on the identity card)
[bookmark: Text294][bookmark: Text295]First name      Last name      
[bookmark: Text296]|_|	Israeli identity card number      
[bookmark: Text298]|_|	Foreign passport (if there is no Israeli identity card); Passport number      Country issuing the passport      
[bookmark: Text299]I declare that there are family relations between me and the attorney: Yes,  Type of kinship:       / No
I declare that between me and the attorney there is other affinity as follows:
[bookmark: Check132][bookmark: Text300][bookmark: Text301]|_|	Professional (specify profession)      License number      (required to be filled only if the attorney is selected due to his being a professional)
[bookmark: Check133][bookmark: Text302]|_|	Other relations (friend, acquaintance, other):      
I empower my attorney to make decisions, carry out actions and represent me in the following issues:
[bookmark: Check134]|_|	All medical matters
[bookmark: Check135][bookmark: Text303]|_|	In the following medical matters:      
[bookmark: Check136][bookmark: Text304]|_|	In all medical matters, except for the following matters:      
In the case of more than one attorney it is required to enter the information in respect of each of them separately as well as specify whether he is an additional/joint/replacing attorney.
Preliminary guidelines
Guidelines concerning the power of attorney’s taking effect
The power of attorney will take effect on the date I will no longer understand the medical issues in respect of which the power of attorney is issued.
[bookmark: Check137]|_|	I am aware that in the absence of a special provision, determination that I am not able to understand the issue will be per an expert opinion as provided under the  Legal Capacity & Guardianship Law, 5722-1962 (hereinafter - the Law).
[bookmark: Check138][bookmark: Text305]|_|	I wish to establish a special provision regarding the manner in which it will be determined that I am not able to understand the following issues (all or any part thereof) (optional section):      
(Note: It may not be determined that the power of attorney will take effect only per the decision of the attorney).
[bookmark: Check139]|_|	I wish to determine that the attorney will be required to notify one or more individuals (as specified below) prior to providing notification to the Administrator General of the power of attorney’s taking effect
Information on the person that must be notified in respect of taking effect:
[bookmark: Text306][bookmark: Text307]First name      Last name      
[bookmark: Text308]Position/occupation (if irrelevant):      
[bookmark: Text309]|_|	Israeli identity card number      
[bookmark: Text311]|_|	Foreign passport (if there is no Israeli identity card); Passport number      Country issuing the passport      
[bookmark: Text312][bookmark: Text313]Phone     Cellphone no.      
[bookmark: Text314]E-mail address      
[bookmark: Text315][bookmark: Text316][bookmark: Text317]Town     Street      Number      
Declarations
[bookmark: Check142]|_|	I am aware that the attorney will not be entitled to make decisions, provide instructions or conduct operations related to medical care at the end of life, and for this matter I am required to appoint an attorney as well or provide preliminary medical instructions pursuant to the Dying Patient Law, 5766 - 2005.
[bookmark: Check143]|_|	I am aware that this power of attorney is a medical power of attorney only and does not relate to proprietary issues, such as managing bank accounts or obtaining allowances or for personal matters that are not medical, such as a decision on place of residence.
Preliminary guidelines for the attorney
[bookmark: Text318]I wish to provide preliminary guidelines for the attorney as follows:      
(A) I am aware that in the absence of a different instruction, the power of attorney will empower the attorney also regarding issues concerning examination or psychiatric treatment in the community as well as obtain information in respect of an examination, treatment or hospitalization in a psychiatric hospital pursuant to the Treatment of Mental Patients Law, 5751-1991.
(B) I wish to instruct that the attorney will not be authorized to make decisions in matters related to psychiatric examination or psychiatric treatment in the community and obtain information concerning examination, treatment or hospitalization in a psychiatric hospital or psychiatric ward in a general hospital.
Issues requiring explicit authorization
[bookmark: Check144][bookmark: Text319]|_|	I wish to empower the attorney also in respect of these matters that require explicit authorization (optional section):      
[bookmark: Check145]|_|	I wish to empower the attorney to grant consent to examination, treatment, psychiatric hospitalization or discharge from such hospitalization, in a psychiatric hospital or psychiatric ward in a general hospital.
Expiration of the power of attorney
[bookmark: Check146]|_|	I am aware that the power of attorney will expire should the attorney no longer meet the terms of competency under the Law or should the attorney notify me or my family members in writing that he no longer wishes to serve as guardian or upon meeting the terms set forth in section 32xxii of the Law.
[bookmark: Check147][bookmark: Text320]|_|	Additionally, I determine that the power of attorney will expire should these terms hold true (optional section):      
[bookmark: Check148]|_|	I wish to establish that the power of attorney will remain in effect even should I inform of my wish to revoke it - should I no longer be competent to sign the power of attorney.
[bookmark: Check149]|_|	I am aware that should I fail to deposit the power of attorney with the Administrator General, it will remain in effect for one year only.
Informed persons and providing information
[bookmark: Check150]|_|	I wish to determine one or more persons to whom the attorney is to report on his decisions or operations on the issues and on the dates as follows.
Information concerning the informed person
[bookmark: Text321][bookmark: Text322]First name      Last name      
[bookmark: Text323]|_|	Israeli identity card number      
[bookmark: Text325]|_|	Foreign passport (if there is no Israeli identity card); Passport number      Country issuing the passport      
[bookmark: Text326][bookmark: Text327][bookmark: Text328][bookmark: Text329][bookmark: Text330][bookmark: Text331]Country      Town      Street      Number      POB number      Postal code      
[bookmark: Text332][bookmark: Text333]Email address      Cellphone      
The following issues will be reported of:
[bookmark: Text334]     
Reports will be provided on the following dates:
[bookmark: Text335]     
[bookmark: Check153]|_|	I wish that the informed person will be provided with a copy of the power of attorney.
[bookmark: Check154]|_|	I wish for the attorney to report on his operations to the Administrator General and be subordinated to supervision by the Administrator General (optional section).
[bookmark: Check155][bookmark: Check156]I agree to provide a copy of such power of attorney or permit review of such, to any caregiver as defined under the Patient's Rights Law, 5756 - 1996, for treating me - Yes|_|  No |_|
Providing information to family members[footnoteRef:2] [2: Family member - father, mother, son, daughter, sibling, grandfather, grandmother, grandchild (see the definition of family member in section 80 of the Law).] 

[bookmark: Check157]|_|	I wish that my family members specified under the Law will be entitled to information pursuant to the Law.
[bookmark: Check158]|_|	I wish to restrict provision of information to my family members per the following specification:
Restrictions on providing information to family members
[bookmark: Text336][bookmark: Text337][bookmark: Text338]Type of kinship      First name      Last name      
[bookmark: Text339]|_|	Israeli identity card number (if known)      
[bookmark: Text341]|_|	Foreign passport (if there is no Israeli identity card); Passport number      Country issuing the passport      
[bookmark: Text342]Information will not be provided concerning the following issues:      

Signatures
Signature of the principal
I the undersigned confirm that I understand the meaning of providing power of attorney, its purposes and consequences and that this power of attorney had been provided willingly and freely, as no pressure or undue influence had been exerted on me and without exploiting my distress or weakness.
[bookmark: Text343][bookmark: Text344][bookmark: Text345]Day      Month      Year      
[bookmark: Text346][bookmark: Text347]First name      Last name      

Signature of the principal _____________

Consent and declaration by the attorney
I the undersigned hereby declare as follows:
[bookmark: Text348][bookmark: Text349]I agree to serve as attorney for: First name      Last name      
[bookmark: Text350]ID/passport number      
I understand the meaning of the power of attorney, the responsibilities and powers per such.
I meet the terms of competency to serve as attorney specified in section 32c(a) of the Law.
I am aware that in order for the power of attorney to take effect I am required to provide a statement to the Administrator General.

I request receipt of notifications from the Administrator General in one of the following manners:
* It is required to enter all details and mark one manner for obtaining notifications
[bookmark: Text351][bookmark: Text352][bookmark: Text353][bookmark: Text354][bookmark: Text355][bookmark: Text356]|_|	Mailing address: Country      Town      Street      Number      POBox      POB Zipcode      
[bookmark: Text357]|_|	E-mail address:      
[bookmark: Text358]|_|	Mobile phone (by checking this section, you agree to receive text messages):      
For entering the website, viewing the document and performing actions, a password will be delivered:
[bookmark: Text359]|_|	To this e-mail address:      
[bookmark: Text360]|_|	Text message to a mobile phone number:      

[bookmark: Text361][bookmark: Text362][bookmark: Text363]Day      Month      Year      
[bookmark: Text364][bookmark: Text365]First name      Last name      

Attorney’s signature ______________________

Signature of the attorney/professional before whom the attorney had signed
[bookmark: Text366][bookmark: Text367][bookmark: Text368]I declare that on      the attorney,      identifying number     , had signed before me      
In witness whereof I have signed
[bookmark: Text369][bookmark: Text370]First name      Last name      
[bookmark: Text371]|_|	Israeli identity card number      
[bookmark: Text373]|_|	Foreign passport (if there is no Israeli identity card); Foreign passport number      Country issuing the passport      

[bookmark: Text374]Position: Attorney / licensed physician / social worker / psychologist / brother / sister License number:      

Attorney’s/professional’s signature _________ stamp __________

Signature of the professional before whom the principal had signed
[bookmark: Text375][bookmark: Text377]I declare that on      the principal,      identifying number, had signed before me      
1.	I have identified the principal according to the ID card or foreign passport as aforementioned and according to the date of birth on the identifying document I have learned that he is an adult.
2.	I have learned that the principal –
[bookmark: Check168]|_|	Is not a person with disabilities requiring adjustment
[bookmark: Check169][bookmark: Text378]|_|	Is a person with disabilities and the following are the manners of adjustment I exercised upon signing the power of attorney:      
3.	I have learned that the principal understand the meaning of the power of attorney, its purposes and the possibility to include in such preliminary guidelines, and I believe that the power had been given by him willingly and freely, as no pressure or undue influence had been exerted on him and without exploiting his distress or weakness.
4.	I declare that I do not have any personal interest in the power of attorney.

In witness whereof I have signed
[bookmark: Text379][bookmark: Text380][bookmark: Text381]Day      Month      Year      
[bookmark: Text382][bookmark: Text383]First name      Last name      
[bookmark: Text384]|_|	Israeli identity card number      
[bookmark: Text386]|_|	Foreign passport (if there is no Israeli identity card); Foreign passport number      Country issuing the passport      

[bookmark: Text387]Position: Licensed physician / social worker / psychologist / brother / sister License number:      

Professional’s signature _________ stamp __________



Appendix “A”
Special consent to examination, treatment, psychiatric hospitalization or discharge from such hospitalization pursuant to section 32f(c)(2) of the Law.
After I have been given explanations by a psychiatrist, and after understanding the meaning of the instruction below and its implications - I wish to instruct that the attorney will be authorized to grant consent in my name for the issues specified hereunder, even should I object to his consent to examination, treatment, hospitalization or discharge at the time such may be requested -
[bookmark: Check172]|_|	Psychiatric examination
[bookmark: Check173]|_|	Psychiatric treatment
[bookmark: Check174]|_|	Psychiatric hospitalization or discharge from such hospitalization
Confirmation of a psychiatry expert physician
[bookmark: Text388][bookmark: Text390]I declare that on      the principal,      identifying number, had signed before me      
1.	I have identified the principal according to the ID card or foreign passport as aforementioned and according to the date of birth on the identifying document I have learned that he is an adult.
2.	I have learned that the principal –
[bookmark: Check175]|_|	Is not a person with disabilities requiring adjustment
[bookmark: Check176][bookmark: Text391]|_|	He is a person with disabilities and the following are the manners of adjustment I exercised upon signing the power of attorney:      
3.	I have explained to the principal the meaning of the empowerment of the attorney to grant consent to examination, treatment, hospitalization or discharge from hospitalization notwithstanding his objection, and its possible consequences, and I believe that this instructions had been provided by him willingly and freely, as no pressure or undue influence had been exerted on him and without exploiting the principal's distress or weakness
In witness whereof I have signed
[bookmark: Text392][bookmark: Text393][bookmark: Text394]Day      Month      Year      
[bookmark: Text395][bookmark: Text396][bookmark: Text397][bookmark: Text398]First name      Last name     license number:       License number:      
[bookmark: Text399]|_|	Israeli identity card number      
[bookmark: Text401]|_|	Foreign passport (if there is no Israeli identity card); Foreign passport number      Country issuing the passport      

Signature _______ stamp ___________
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