From
(name, address, Medical insurance Account I.D.#), 

To:
All parties, institutions and officers concerned with the diagnosis, medical care and recovery of the above individual.
(date)

POWER OF ATTORNEY OVER HEALTHCARE

PATIENT'S GRANT OF RIGHT OF ACCESS TO DESIGNATED ASSISTANT/S
DEMAND FOR FULL ACCESS FOR ASSISTANT/S

This is notice from and by the above party (Herein “Patient”) that the following people shall be allowed FULL ACCESS to Patient during all stages of medical assessment, treatment and recovery regardless of private and public institutional policies and practices.

This document supersedes the authority of all codes, regulations, laws and policies which purport to determine access to medical patients by their loved ones, assistants, family members and trusted friends.

The parties named below shall have full privilege of access to Patient as any healthcare provider,  spouse, parent, family member or guardian, and shall have additional access as may be deemed necessary or appropriate by either Patient or the parties named below. This applies to any and every public and private medical service organization such as hospitals, clinics, care facilities, physical therapy facilities, quarantine facilities, isolation facilities, “holding” facilities, prisons, “camps”, internment facilities, private homes and businesses and any other location where Patient may be located.

This is full and final authority granting access to the individuals named below and no additional clearing, permission, or qualification may be imposed whether or not Patient is able to confirm this or respond to questions.

The people named below are hereby granted and shall be provided by all relevant parties access to Patient for personal assistance, physical contact, direct communication, social interaction, provision of direct personal comfort and care, assessment of all medical procedures being provided, assessment of status of Patient, review of all records collected and kept regarding Patient, and reasonable access to all healthcare providers and case managers to negotiate treatment of Patient with and as full authority of Patient. Also granted is right and privilege to provide comfort and assistance to Patient in any way the named parties below deem necessary or  as may be requested by Patient.

Any interference with the parties named below may be regarded and charged as civil or criminal interference with this grant of authority and access if that interference cannot be clearly shown to constitute emergency intervention necessary for Patient's survival. Any isolation, seizure or detention of Patient without full consent of Patient and all parties named below is unlawful and may be met with civil and criminal charges of  kidnapping, false imprisonment, malpractice, public endangerment, terrorism, murder, wrongful death and many other possible violations and offenses.

The granting of absolute and final authority for access to Patient by the named parties below has been shown to be necessary by healthcare policies which have resulted in harmful and deadly long-term isolation of patients which has led to suicides, premature death and torturous denial of social contact for reasons of false and unnecessary “quarantines” and incompetently prescribed isolation.

Upon presentation of this Notice and Declaration and by accepting assignment to provide medical services for Patient, you and all your colleagues, associates, managers, supervisors and assigns shall, under culpability for civil and criminal penalties for any failure or violation, be in agreement with all terms, conditions and claims herein and you shall be legally obligated to abide by all terms and representations herein.

Any point herein found ineffective herein will not diminish the effect of any other point herein.

Notice to principal is notice to agent and notice to agent is notice to principal.

NAMED AS AUTHORIZED FOR PATIENT ACCESS DESCRIBED ABOVE:

Name:_________________________________________

Address:_______________________________________________________________________

Driver's License # or Passport I.D. #:_____________________________________________

Name:_________________________________________

Address:_______________________________________________________________________

Driver's License # or Passport I.D. #:_____________________________________________

Name:_________________________________________

Address:_______________________________________________________________________

Driver's License # or Passport I.D. #:_____________________________________________

Signed and authorized by “Patient”:
Name:____________________________________________


________________
