
 

 

 

 

 

Power of Attorney 

for issuing directives as to medical care 

in accordance with the Patient’s Rights Law (Section 16) 

and the Terminally Ill Patient Law (Sections 37 and 42) 

 

I, the undersigned (first and last name): ______________________   __________________ 

ID no. __________________ Address: _____________________________________ 

Telephone / Cellular: __________________________ 

Email (optional): ____________________________________________ 

 

Hereby declare that I am 18 years of age or over and legally competent. 

I hereby grant power of attorney to the person noted below in the matter of my medical 

treatment under the provisions of the Patient’s Rights Law and the Terminally Ill Patient 

Law: 

First name: ________________ Family name: ___________________ ID no._____________ 

Address: ___________________________________________ Tel: ____________________ 

 

The person noted above is 18 years of age or older and – to the best of my knowledge – 

legally competent. He/she is empowered to act on my behalf to receive medical information 

for the purpose of permitting or refusing any providing me with medical and nursing  care  

(including hospitalization and geriatric/nursing home care) and end-of-life decisions. He/she 

is also empowered to represent me before anyone that discusses my treatment, and to 

authorize the disclosure of information about me to any necessary person.  

This power of attorney applies to a situation where I will be in need for medical treatment 

but am unable, for lack of intellectual, mental or physical abilities, to give treatment-related 

directives and informed consent /refusal.  

If the person noted above is unable or refuses to act  as my power of attorney, I hereby 

request to grant power of attorney to the person noted below, instead: 

First name: ________________ Family name: ___________________ ID no. _____________ 
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Address: ___________________________________________ Tel: ____________________ 

I am aware that the power of attorney will only be valid if I am determined incompetent and 

require medical care and/or become terminally ill, as relevant.  

I am aware that I am permitted to modify or cancel the power of attorney at any time, for as 

long as I am not determined incompetent. Cancellation will be made by giving such 

notification to my legal representative or to my care givers, or by issuing a new power of 

attorney. I am aware that if this power of attorney is entrusted to the Ministry of Health’s 
Central Data Bank of Advance Medical Directives, I will be required to send the cancellation notice to 

the Data Bank as well.  

I am aware that this power of attorney will be stored in a computerized system and remain 

available to any of my caregivers, so that he/she may follow my wishes when treating me, 

via the power of attorney. This, unless I requested otherwise as follows: 

 I request that this power of attorney will not be accessible by a computerized system 

to any caregiver that requires it in order to treat me. 

I am aware that this power of attorney is valid for five years from signature date, or until 

________________ (the earlier of the two dates). 

 

According to the law, if I become terminally ill and incapable of making decisions, medical 

treatment may only be avoided where I am subject to “suffering significantly”, which is 

legally defined as a pain or a suffering that a reasonable person would be willing to make a 

great effort to avoid or to get rid of, even if this significantly compromises his/her quality of 

life or his/her life expectancy. Moreover, in my case, ‘suffering significantly’ is also any of 

the following conditions: 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

_________ 

My legal representative will be able to make any decision concerning my medical care 

including life-prolonging treatments which may be consenting, refusal or avoidance of the 

proposed treatment, within legal restrictions.  

To remove any doubt, this power of attorney refers to medical and nursing care only, and 

does not apply to financial and property matters. 

I hereby release my legal representative – and any other person acting under this power of 

attorney – from any liability of the consequences of such acts, provided that he/she acted  

lawfully  and in good faith. 

Reference to advance medical directives (Mark X where appropriate) 

 Besides this power of attorney, I also gave advance medical directives. 



Where an advance medical directive contradicts any of the legal representative’s 

instructions, the following will prevail: 

o The advance medical directive 

o The instructions of the legal representative 

Signature of grantor 
to be signed before two witnesses 

(If the grantor does not speak or read English, the full name of ID number of the person who 

translated to him the form’s explanations and provisions should be indicated)  

I hereby sign this document after thorough consideration, out of my free and independent 

will, and free of any family, social or other type of pressure. 

Date ________________ Signature: _________________ 

 

Signature of witnesses 

(The two witnesses should give their signature at the same occasion, in the presence of the 

grantor) 

We, the undersigned, hereby testify that the document’s signatory – whom we know 

personally and/or who identified himself/herself to us with a photo ID card – signed the 

document in my presence and in the presence of the other witness, and that he/she seemed 

alert, coherent, and acting without any sign of pressure.  

I hereby declare that I neither am the signatory’s legal representative nor am I a candidate 

to be so, and I have no economic or other interests with the signatory. 

Witness 1: First and last names: ____________ _____________ ID no. ________________ 

Tel: __________________ Signature: _______________ Date: _______________         

 

Witness 2: First and last names: ____________ _____________ ID no. ________________ 

Tel: __________________ Signature: _______________ Date: _______________ 
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 Combined Power of Attorney  

Before you send… 

To avoid common mistakes while filling out Power of Attorney form (combined), 
and to save unnecessary correspondence to correct the deficiencies, please check 

the following before sending the form. 

- You must specify your current residential address in accordance with your 
registration at the Population Registry. If you wish you may also specify 
additional mailing address. 

- Fill out the name of the agent holding the Power of Attorney, his or her  ID 
card No. and their updated address in accordance with registration at the 
Population Registry. It is recommended to add a phone No.  

□  P.  1 

- If you are also filling out Advance Medical Directives: 

- You must mark it and send us the Advance Medical Directives form. 

- You must mark, in case of a conflict between a medical directive and the 
power of attorney, which provision should prevail.  

- You must sign and date. It is recommended to add a phone No.  for 

clarifications if needed. 

- The form MUST be signed by two witnesses, who are NOT first-degree 
relatives. The witnesses and you must sign on at the same time and in the 
same place, therefor the date of your signature MUST be the same as the 

date of the witnesses’ signature. 

- A witness is not permitted to be serve as the agent holding the Power of 
Attorney (and vice versa). 

□  P.  2 

Please attach a clear copy of your ID card including appendix.    □   

Please send the form by registered mail to the following address:  
Ministry of Health 
The Central Data Bank of Advance Medical  Directives 
Yirmiyahu St .  39 
Jerusalem  9446724 

  □   
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