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The Halachic Medical Directive
PROXY AND DIRECTIVE WITH RESPECT TO HEALTH CARE

AND POST-MORTEM DECISIONS

FOR USE IN THE STATE OF NEVADA

The  “Halachic  Medical  Directive”  is  designed  to  help  ensure  that  all  medical  and  post-death
decisions made by others on your behalf will be made in accordance with Jewish law and custom (halacha
).  The text of this Halachic Medical Directive has been approved by attorneys for use in your state as of
February 2022.  While we do not expect that any future change in federal or state laws would materially
affect  the  validity  of  this  document,  you  may  wish  to  show  it  to  your  own  attorney  to  confirm  its
effectiveness in subsequent years.

                _________________________________________

INSTRUCTIONS

(a) Please print your name on the first line of the form. In order for this form to be valid you
must be at least 18 years of age.

(b) In Section 1, print the name, address, and telephone numbers of the person you wish to
designate  as  your  agent  to  make  medical  decisions  on  your  behalf  if,  G-d  forbid,  you  ever  become
incapable of making them on your own.  Be sure to include all contact information (including cell phone
and e-mail) where your agent can be reached in the event of an emergency.  If the contact information for
your agent changes, you should provide that updated information to everyone whom you have provided
with a copy of your Halachic Medical Directive.

You may also insert the name, address, and telephone numbers of an alternate agent to make such
decisions if your main agent is unable, unwilling, or unavailable to make such decisions.

It  is  recommended that  before  appointing anyone to  serve  as  your  agent  or  alternate  agent  you
should  ascertain  that  person’s  willingness  to  serve  in  such  capacity.   In  addition,  if  you  have  made
arrangements with a burial society (Chevra Kadisha) for the handling and disposition of your body after
death, you may wish to advise your agents of such arrangements.

Note: Nevada law allows virtually any competent adult (an adult is a person 18 years of age or
older, or anyone who has married) to serve as a health care agent.  Thus, you may appoint as your agent
(or alternate agent) your spouse, adult child, parent or other adult relative.

You  may  also  appoint  a  non-relative  to  serve  as  your  agent  (or  alternate  agent)  unless  that
individual is: (1) your health care provider; (2) an employee of your health care provider; (3) an operator of
a health care facility (including hospitals and nursing homes); or (4) an employee of an operator of a health
care facility. Any of the above listed individuals who are either your spouse, legal guardian, or next of kin
may serve as your agent notwithstanding the above.

(c)  In  section  3,  please  print  the  name,  address,  and  telephone  numbers  of  the  Orthodox
Rabbi whose guidance you want your agent to follow, should any questions arise as to the requirements
of halacha. 
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You should then print the name, address, and telephone numbers of the Orthodox Jewish institution
or organization you want your agent to contact for a referral to another Orthodox Rabbi if the rabbi you
have identified is unable, unwilling, or unavailable to provide the appropriate consultation and guidance.
You are, of course, free to insert the name of any Orthodox Rabbi or institution/organization you would
like, but before doing so it is advisable to discuss the matter with the rabbi or institution/organization to
ascertain their competency and willingness to serve in such capacity. You may list Chayim Aruchim as the
organization you select, phone number 718-ARUCHIM (718-278-2446).

(d)  On page 6, sign and print your name, address, phone numbers, and the date.  

(e)  This  document must  be witnessed by two (2)  qualified adult  witnesses  who know you
personally or one (1) notary public. (See pages 6-7). These two witnesses or the Notary Public must be
competent adults.  Neither of them should be the person you have appointed as your health care agent (or
alternate agent).  They may, however, be your relatives. At least one of the witnesses or the Notary Public
should not be related to you by blood, marriage, or adoption, and not to be entitled to any part of your estate
under a will now existing or by operation of law. If you are going to attach any additional pages to this
form, you must date and sign each of the additional pages at the same time you date and sign this power of
attorney. 

(f)   If  you  are  currently  residing  in  a  hospital,  residential  facility  for  groups  (which  includes
assisted living facilities), or a nursing home, a certification of your competency from an advanced practice
registered nurse, physician, psychologist or psychiatrist must be attached to the power of attorney.

(g)  It is recommended that you keep the original of this form among your valuable papers in a
location that  is  readily accessible  in  the event  of  an emergency;  and that  you distribute copies to the
health  care  agent  (and  alternate  agent)  you  have  designated  in  section  1,  to  the  rabbi  and
institution/organization you have designated in section 3, as well as to your doctors, your lawyer, and
anyone else who is likely to be contacted in times of emergency.  

(h)  We also recommend that you register a copy of this form with a national registry, so that it can be
accessed by any health care facility via computer. This can be done for a fee by contacting the U.S. Living Will
Registry at http://www.uslivingwillregistry.com/ or by calling 1-800-548-9455. 

(i)  If at any time you wish to revoke this Proxy and Directive, you may do so by executing a new
one; or by notifying your agent or health care provider, orally or in writing, of your intent to revoke it.  To
avoid possible confusion, it would be wise to try to obtain all originals and copies of the old Proxy and
Directive and destroy them. If you do not revoke the Proxy and Directive, Nevada law provides that it
remains in effect indefinitely. Obviously, if any of the persons whose names you have inserted in the Proxy
and Directive dies or becomes otherwise incapable of serving in the role you have assigned, you should
execute a new Proxy and Directive.

(j)  It is recommended that you also complete the Emergency Instructions Card contained on the
last page of this Halachic Medical Directive, and carry it with you in your wallet or purse.

(k)  If, upon consultation with your rabbi, you would like to add to this standardized Proxy and
Directive any additional expression of your wishes with respect to medical and/or post-mortem decisions,
you may do so by attaching a “rider” to the standardized form.  If you choose to do so, or if you have any
other questions concerning this form, please consult an attorney.

These instructions are not part of the Halachic Medical Directive and need not be kept attached to the 
executed document.

Developed and published by: Agudath Israel of America               42 Broadway, 14th Floor   New York, NY 10004   212-797-
9000

http://www.uslivingwillregistry.com/
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PROXY AND DIRECTIVE 
WITH RESPECT TO HEALTH CARE DECISIONS 

AND POST-MORTEM DECISIONS

FOR USE IN THE STATE OF NEVADA

WARNING TO PERSON EXECUTING THIS DOCUMENT
THIS IS AN IMPORTANT LEGAL DOCUMENT. IT CREATES A DURABLE POWER OF ATTORNEY
FOR  HEALTH  CARE.  BEFORE  EXECUTING  THIS  DOCUMENT,  YOU  SHOULD  KNOW  THESE
IMPORTANT FACTS:
1. THIS DOCUMENT GIVES THE PERSON YOU DESIGNATE AS YOUR AGENT THE POWER TO
MAKE HEALTH CARE DECISIONS FOR YOU. THIS POWER IS SUBJECT TO ANY LIMITATIONS
OR STATEMENT OF YOUR DESIRES THAT YOU INCLUDE IN THIS DOCUMENT. THE POWER TO
MAKE HEALTH CARE DECISIONS FOR YOU MAY INCLUDE CONSENT, REFUSAL OF CONSENT
OR WITHDRAWAL OF CONSENT TO ANY CARE,  TREATMENT,  SERVICE OR PROCEDURE TO
MAINTAIN, DIAGNOSE OR TREAT A PHYSICAL OR MENTAL CONDITION. YOU MAY STATE IN
THIS DOCUMENT ANY TYPES OF TREATMENT OR PLACEMENTS THAT YOU DO NOT DESIRE.
2. THE PERSON YOU DESIGNATE IN THIS DOCUMENT HAS A DUTY TO ACT CONSISTENT WITH
YOUR DESIRES AS STATED IN THIS DOCUMENT OR OTHERWISE MADE KNOWN OR, IF YOUR
DESIRES ARE UNKNOWN, TO ACT IN YOUR BEST INTERESTS.
3. EXCEPT AS YOU OTHERWISE SPECIFY IN THIS DOCUMENT, THE POWER OF THE PERSON
YOU DESIGNATE TO MAKE HEALTH CARE DECISIONS FOR YOU MAY INCLUDE THE POWER
TO CONSENT TO YOUR DOCTOR OR ADVANCED PRACTICE REGISTERED NURSE NOT GIVING
TREATMENT OR STOPPING TREATMENT WHICH WOULD KEEP YOU ALIVE.
4. UNLESS YOU SPECIFY A SHORTER PERIOD IN THIS DOCUMENT, THIS POWER WILL EXIST
INDEFINITELY FROM THE DATE YOU EXECUTE THIS DOCUMENT AND, IF YOU ARE UNABLE
TO MAKE HEALTH CARE DECISIONS FOR YOURSELF, THIS POWER WILL CONTINUE TO EXIST
UNTIL  THE  TIME  WHEN  YOU  BECOME  ABLE  TO  MAKE  HEALTH  CARE  DECISIONS  FOR
YOURSELF.
5.  NOTWITHSTANDING  THIS  DOCUMENT,  YOU  HAVE  THE  RIGHT  TO  MAKE  MEDICAL  AND
OTHER HEALTH CARE DECISIONS FOR YOURSELF SO LONG AS YOU CAN GIVE INFORMED
CONSENT  WITH  RESPECT  TO  THE  PARTICULAR  DECISION.  IN  ADDITION,  NO  TREATMENT
MAY BE GIVEN TO YOU OVER YOUR OBJECTION, AND HEALTH CARE NECESSARY TO KEEP
YOU ALIVE MAY NOT BE STOPPED IF YOU OBJECT.
6.  YOU  HAVE  THE  RIGHT  TO  DECIDE  WHERE  YOU  LIVE,  EVEN  AS  YOU  AGE.  DECISIONS
ABOUT  WHERE  YOU  LIVE  ARE  PERSONAL.  SOME  PEOPLE  LIVE  AT  HOME  WITH  SUPPORT,
WHILE  OTHERS  MOVE  TO  ASSISTED  LIVING  FACILITIES  OR  FACILITIES  FOR  SKILLED
NURSING.  IN  SOME CASES,  PEOPLE ARE MOVED TO FACILITIES  WITH LOCKED DOORS TO
PREVENT PEOPLE WITH COGNITIVE DISORDERS FROM LEAVING OR GETTING LOST OR TO
PROVIDE ASSISTANCE TO PEOPLE WHO REQUIRE A HIGHER LEVEL OF CARE. YOU SHOULD
DISCUSS  WITH  THE  PERSON  DESIGNATED  IN  THIS  DOCUMENT  YOUR  DESIRES  ABOUT
WHERE YOU LIVE AS YOU AGE OR IF YOUR HEALTH DECLINES. YOU HAVE THE RIGHT TO
DETERMINE WHETHER TO AUTHORIZE THE PERSON DESIGNATED IN THIS DOCUMENT TO
MAKE DECISIONS FOR YOU ABOUT WHERE YOU LIVE WHEN YOU ARE NO LONGER CAPABLE
OF  MAKING  THAT  DECISION.  IF  YOU  DO  NOT  PROVIDE  SUCH  AUTHORIZATION  TO  THE
PERSON DESIGNATED IN THIS DOCUMENT, THAT PERSON MAY NOT BE ABLE TO ASSIST YOU
TO  MOVE  TO  A  MORE  SUPPORTIVE  LIVING  ARRANGEMENT  WITHOUT  OBTAINING
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APPROVAL THROUGH A JUDICIAL PROCESS.
7. YOU HAVE THE RIGHT TO REVOKE THE APPOINTMENT OF THE PERSON DESIGNATED IN
THIS  DOCUMENT  TO  MAKE  HEALTH  CARE  DECISIONS  FOR  YOU  BY  NOTIFYING  THAT
PERSON OF THE REVOCATION ORALLY OR IN WRITING.
8.  YOU  HAVE  THE  RIGHT  TO  REVOKE  THE  AUTHORITY  GRANTED  TO  THE  PERSON
DESIGNATED  IN  THIS  DOCUMENT  TO  MAKE  HEALTH  CARE  DECISIONS  FOR  YOU  BY
NOTIFYING  THE  TREATING  PHYSICIAN,  ADVANCED  PRACTICE  REGISTERED  NURSE,
HOSPITAL OR OTHER PROVIDER OF HEALTH CARE ORALLY OR IN WRITING.
9. THE PERSON DESIGNATED IN THIS DOCUMENT TO MAKE HEALTH CARE DECISIONS FOR
YOU HAS THE RIGHT TO EXAMINE YOUR MEDICAL RECORDS AND TO CONSENT TO THEIR
DISCLOSURE UNLESS YOU LIMIT THIS RIGHT IN THIS DOCUMENT.
10.  THIS  DOCUMENT REVOKES ANY PRIOR DURABLE POWER OF ATTORNEY FOR HEALTH
CARE.
11.  IF  THERE  IS  ANYTHING  IN  THIS  DOCUMENT  THAT  YOU  DO  NOT  UNDERSTAND,  YOU
SHOULD ASK A LAWYER TO EXPLAIN IT TO YOU.
12. YOU MAY REQUEST THAT THE NEVADA SECRETARY OF STATE ELECTRONICALLY STORE
WITH  THE  NEVADA  LOCKBOX  A  COPY  OF  THIS  DOCUMENT  TO  ALLOW  ACCESS  BY  AN
AUTHORIZED PROVIDER OF HEALTH CARE AS DEFINED IN NRS 629.031.

I, ________________________________, hereby declare as follows:

1.  Appointment of Agent:  In recognition of the fact that there may come a time when I will become unable to
make  my  own  health  care  decisions  because  of  illness,  injury  or  other  circumstances,  I  hereby  designate
and appoint

Agent Name of Agent:
_________________________________________________________
Address: 
_________________________________________________________
Telephone:  Work: 
____________________________

Home: 
__________________________

Cell:  
____________________________

E-mail: 
__________________________

as my health care agent to make any and all health care decisions for me, consistent with my wishes as set 
forth in this directive.

If the person named above is unable, unwilling or unavailable to act as my agent, I hereby appoint

Alternat
e
Agent

Name of Alternate Agent: 
__________________________________________________________

Address:
__________________________________________________________
Telephone:  Work: 
____________________________

Home:  
___________________________

Cell:  
____________________________

E-mail: 
___________________________

to serve in such capacity.  
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This  appointment  shall  take  effect  in  the  event  I  become  unable,  because  of  illness,  injury  or  other
circumstances, to make my own health care decisions. By this document I intend to create a durable power of
attorney  by  appointing  the  person  designated  above  to  make  health  care  decisions  for  me.  This  power  of
attorney shall not be affected by my subsequent incapacity.

2.  Jewish Law to Govern Health Care Decisions:  I am Jewish.  It is my desire, and I hereby direct, that all
health care decisions made for me (whether made by my agent,  a guardian appointed for me, or any other
person)  be  made  pursuant  to  Jewish  law  and  custom  as  determined  in  accordance  with  strict  Orthodox
interpretation and tradition.  Without limiting in any way the generality of the foregoing, it is my wish that
Jewish  law  and  custom  should  dictate  the  course  of  my  health  care  with  respect  to  such  matters  as  the
performance of cardio-pulmonary resuscitation if I suffer cardiac or respiratory arrest; the performance of life-
sustaining  surgical  procedures  and  the  initiation  or  maintenance  of  any  particular  course  of  life-sustaining
medical  treatment  or  other  form  of  life-support  maintenance,  including  the  provision  of  nutrition  and
hydration; and the criteria by which death shall be determined, including the method by which such criteria
shall be medically ascertained or confirmed.

3.   Ascertaining  the  Requirements  of  Jewish  Law:   In  determining  the  requirements  of  Jewish  law and
custom in connection with this declaration, I direct my agent to consult with the following Orthodox Rabbi and
I ask my agent to follow his guidance:

Rabbi Name of Rabbi: 
____________________________________________________________
Address:
____________________________________________________________
Telephone:  Work: 
_______________________________

Home: 
_________________________

Cell:
_______________________________

E-mail:
_________________________

If such Orthodox Rabbi is unable, unwilling or unavailable to provide such consultation and guidance, then I 
direct my agent to consult with, and I ask my agent to follow the guidance of, the following Orthodox Rabbi:

Rabbi Name of Rabbi: 
____________________________________________________________
Address:
____________________________________________________________
Telephone:  Work: 
_______________________________

Home: 
_________________________

Cell:
_______________________________

E-mail:
_________________________

If  both  of  these  Orthodox  Rabbis  are  unable,  unwilling  or  unavailable  to  provide  such  consultation  and
guidance, then I direct my agent to consult with, and I ask my agent to follow the guidance of, an Orthodox
Rabbi referred by the following Orthodox Jewish institution or organization:
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Organizatio
n

Name of Institution/Organization: 
_______________________________________________________
Address: 
_______________________________________________________
Telephone:
_____________________________

E-mail: 
_______________________

If  such  institution  or  organization  is  unable,  unwilling  or  unavailable  to  make  such  a  reference,  or  if  the
Orthodox Rabbi referred by such institution or organization is unable, unwilling or unavailable to provide such
guidance, then I direct my agent to consult with, and I ask my agent to follow the guidance of, an Orthodox
Rabbi whose guidance on issues of Jewish law and custom my agent in good faith believes I would respect and
follow.

4.  Direction to Health Care Providers:  Any health care provider shall rely upon and carry out the decisions
of my agent, and may assume that such decisions reflect my wishes and were arrived at in accordance with the
procedures set forth in this directive, unless such health care provider shall have good cause to believe that my
agent has not acted in good faith in accordance with my wishes as expressed in this directive.

If  the  persons  designated  in  section  1  above  as  my  agent  and  alternate  agent  are  unable,  unwilling  or
unavailable to serve in such capacity, it is my desire, and I hereby direct, that any health care provider or other
person who will  be making health care decisions on my behalf follow the procedures outlined in section 3
above in determining the requirements of Jewish law and custom.

Pending contact with the agent and/or Orthodox Rabbi described above, it is my desire, and I hereby direct,
that all health care providers undertake all essential emergency and/or life sustaining measures on my behalf.

5.  Access  to  Medical  Records  and  Information;  HIPAA:   I  direct  that  all  of  my  protected  health
information (as  such term is  defined under  the  Health  Insurance Portability  and Accountability  Act  of
1996 (“HIPAA”)) and other medical records shall be made available to my agent upon request in the same
manner as such information and records would be released and disclosed to me, and my agent shall have
and may exercise all of the rights I would have regarding the use and disclosure of such information and
records.  In the event that the authority of my agent has not yet been established, I authorize each of my
health care providers to release and disclose all my protected health information and other medical records
to the individual nominated hereunder as my agent for the purpose of determining my capacity to make my
own health care decisions, including, without limitation, the issuance and release of any written opinion
relating to my capacity that such person may have requested.

The foregoing direction and authorization shall supersede any prior agreement that I may have made with any
of  my health  care  providers  to  restrict  access  to  or  disclosure  of  my protected  health  information  or  other
medical  records,  and shall  expire  with  respect  to  any health  care  provider  upon being revoked by me in  a
writing delivered to such health care provider.

6.  Post-Mortem Decisions:  It is also my desire, and I hereby direct, that after my death, all decisions 
concerning the handling and disposition of my body be made pursuant to Jewish law and custom as 
determined in accordance with strict Orthodox interpretation and tradition.  For example, Jewish law 
generally requires expeditious burial and imposes special requirements with regard to the preparation of the 
body for burial.  It is my wish that Jewish law and custom be followed with respect to these matters.  I 
hereby willfully and voluntarily make known my desire that, in the event of my death, the disposition of my 
remains shall be controlled by my agent designated in section 1 above.  In the event my agent is unable, 
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unwilling or unavailable to act, I hereby appoint the alternate agent designated in section 1 above to control 
the disposition of my remains.  
    
Further, subject to certain limited exceptions, Jewish law generally prohibits the performance of any autopsy
or dissection.  It is my wish that Jewish law and custom be followed with respect to such procedures, and with
respect to all other post-mortem matters including the removal and usage of any of my body organs or tissue
for transplantation or any other purposes.  I direct that any health care provider in attendance at my death notify
the agent and/or Orthodox Rabbi described above immediately upon my death, in addition to any other person
whose consent by law must be solicited and obtained, prior to the use of any part of my body as an anatomical
gift, so that appropriate decisions and arrangements can be made in accordance with my wishes.  Pending such
notification, and unless there is specific authorization by the Orthodox Rabbi consulted in accordance with the
procedures outlined in section 3 above, it is my desire, and I hereby direct, that no post-mortem procedure be
performed on my body.

7.   Incontrovertible  Evidence  of  My  Wishes:   If,  for  any  reason,  this  document  is  deemed  not  legally
effective as a health care proxy, or if the persons designated in section 1 above as my agent and alternate agent
are unable, unwilling or unavailable to serve in such capacity, I declare to my family, my doctor and anyone
else whom it may concern that the wishes I have expressed herein with regard to compliance with Jewish law
and custom should be treated as incontrovertible evidence of my intent and desire with respect to all health care
measures and post-mortem procedures; and that it is my wish that the procedure outlined in section 3 above
should be followed in determining the requirements of Jewish law and custom.

8. Request to Medical Providers:  I have made the decisions set forth in this document, particularly those
stating that I want my health care decisions to be made by my health care agent (should I not be capable of
making my own decisions) in accordance with Orthodox Jewish law in consultation with an Orthodox rabbi,
after a great deal of thought and in view of my very deeply-held religious beliefs.  I am aware that there may
come  a  time  when  I  am  asked  to  reconsider  these  decisions,  possibly  when  I  am  in  a  hospital  or  other
institutional setting with serious health issues and my ability to think clearly and articulate my views has been
compromised by illness, medication, or physical or emotional pain.  If I am no longer capable of making my
own decisions then of course I want my health care agent to make health care decisions for me.  But if I am still
capable of making my own decisions, while I wish to maintain autonomy to do so, I do not want to be subjected
to pressure by any health care provider to change the position I have taken in signing this document.  I therefore
implore all medical providers to please (a) not try to persuade me to vary from the position I have articulated in
this document and (b) if you are going to have a discussion with me about my health care decisions, that you
only do so with my health care agent (or alternate agent) and if possible my rabbi as well, participating in the
discussion, ideally in person or by phone if necessary, and with this document in front of you and read to me as
part of that conversation. 

9.  Duration and Revocation:  I understand that this power of attorney will exist indefinitely from the date I
execute this document unless I establish a shorter time. If I am unable to make health care decisions for myself
when this power of attorney expires, the authority I have granted my agent will continue to exist until the time
when I become able to make health care decisions for myself. My signature on this document shall be deemed
to  constitute  a  revocation  of  any  prior  health  care  proxy,  directive  or  other  similar  document  I  may  have
executed prior to today's date.

SIGNATURE
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My Signature Signature:  
____________________________________________________ 

Print Name:  
____________________________________________________ 

 Date: 
____________________________________________________ 

 Address: 
____________________________________________________ 

 Telephone:  Day: Evening: 
____________________________ ____________________ 

 Cell: E-mail: 
____________________________ ____________________ 

DECLARATION OF WITNESSES

 I declare under penalty of perjury that the principal is personally known to me, that the principal signed or
acknowledged this durable power of attorney in my presence, that the principal appears to be of sound mind
and under no duress, fraud or undue influence, that I am not the person appointed as agent by this document
and that I am not a provider of health care, an employee of a provider of health care, the operator of a health
care facility or an employee of an operator of a health care facility.

Witnesses Witness 1:  
SIGNATURE 
______________________________________________________ 

 Print Name: 
______________________________________________________ 

 Residing at: 
______________________________________________________ 
Date:
______________________________________________________

 
Witness 2:  
SIGNATURE 
______________________________________________________ 

 Print Name: 
______________________________________________________ 

 Residing at: 
______________________________________________________ 
Date:
______________________________________________________

(AT LEAST ONE OF THE ABOVE WITNESSES MUST ALSO SIGN THE FOLLOWING DECLARATION)
I declare under penalty of perjury that I am not related to the principal by blood, marriage or adoption and 
that to the best of my knowledge, I am not entitled to any part of the estate of the principal upon the death of 
the principal under a will now existing or by operation of law.

Signature: _______________________________________

[Alternative to DECLARATION OF WITNESSES:]
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CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC

   State of Nevada }
   } ss.
   County of _______________ }

On this__________day of__________, in the year_____, before me,__________ (here insert name of notary 

public) personally appeared__________(here insert name of principal) personally known to me (or proved to

me on the basis of satisfactory evidence) to be the person whose name is subscribed to this instrument, and 

acknowledged that he or she executed it.

NOTARY SEAL
 ________________________________

(Signature of Notary Public)

Developed and published by: Agudath Israel of America   42 Broadway, 14th Floor   New York, NY 10004   212-797-9000
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Emergency Instructions  
I, _________________________________ have executed a “Halachic Medical Directive 
with respect to medical and post-mortem decisions, dated ___________________.“ Pursuant 
to my “Halachic Medical Directive” the persons listed on the reverse of this card are to serve 
as my agent and alternate agent, respectively, in making health care decisions for me if I 
become unable to do so on my own.  I desire that all such health care decisions, as well as all 
decisions relating to the handling and disposition of my body after I die, should be made 
pursuant to Jewish law and custom as determined in accordance with strict Orthodox 
interpretation and tradition.  If there is any questions regarding Jewish law and custom, my  
agent (or any other person making decisions for me) should consult with and follow the  
guidance of the rabbi identified on the reverse of this card, or as a second choice the rabbi 
referred by the institution/organization identified on the reverse of this card, or as a third  
choice an Orthodox Rabbi whose guidance my health care decision maker in good faith  
believes I would respect and follow.  Pending contact with my agent and/or rabbi, I desire 
that health care providers should undertake all essential emergency measures on my behalf;  
and I desire that no autopsy, organ removal, or other post mortem procedure be performed on

 my body without authorization from my agent and/or rabbi. 
                            Fold on the dotted line to create a double sided card  

----------------------------------------------------------------------
EMERGENCY INSTRUCTIONS

Agent:  
Phone:  
Cell:  E-mail:

Alternate Agent:
   Phone:

Cell:  E-mail:   
Rabbi:
    Phone:
    Cell:  E-mail:
Organization:  
    Phone:  E-mail:

 


