THIS LASTING POWER OF ATTORNEY (“LPA”) is made by me, [insert name of donor], in accordance with the provisions of the Lasting Powers of Attorney and Capacity Act 2018. 
1. Details of the donor
1.1
I was born in [insert place] on the [insert date of birth].  My home address is [insert address] and my email address is [insert email address].

1.2
I am over 18 years of age and have the capacity to make this LPA. 

1.3
This LPA shall be in respect of and shall deal with ALL MY HEALTH AND WELFARE MATTERS (hereinafter called "my Health Matters"). 
2.
Details of the donee(s)
2.1
I appoint [insert name of chosen donee] of [insert donee’s address] with contact email [insert donee’s email address] to be the donee of this my LPA.

Details of replacement donee (optional)

2.2
If [name of donee] is unable to act as a result of an event set out in section 13(5) of the Lasting Powers of Attorney and Capacity Act 2018, I appoint [insert name of default donee] of [insert default donee’s address], with contact email [insert default donee’s email address] to be the default donee of this my LPA and act in his stead. 

When the donee can act, remuneration and decision-making
2.3.
I DIRECT my donee to handle all my Health Matters once I have lost capacity.

2.4.
I [will/will not] be remunerating my donee.

2.5
My donees shall act jointly/jointly and severally for some decisions and severally for other decisions [please expand as necessary].
3.
Life-sustaining treatment
I [give/do not give] my donee authority to give or refuse consent to life-sustaining treatment on my behalf. 

4.
Preferences and instructions
I have the following preferences: 

[insert any preferences you may have]

5. 
Governing law

The law of Gibraltar applies as the specified governing law of this LPA because [I am OR I have been previously] habitually resident in Gibraltar.]

OR

[because I am a British Citizen most closely connected with Gibraltar.] 

6.
Legal rights and responsibilities
By signing on this page I confirm all of the following: 

· I have read this lasting power of attorney (LPA) including the prescribed information or I have had it read to me.

· I appoint and give my donees authority to makes decisions about my health and welfare, when I cannot act for myself because I lack mental capacity, subject to the terms of this LPA and to the provisions of the Lasting Powers of Attorney and Capacity Act 2018. 

· I confirm I have made a decision about life sustaining treatment in section 3 of this LPA. 

7.
Signature

IN WITNESS whereof I have hereunto set my hand in Gibraltar this [

] day of [


] Two thousand and [  


].

SIGNED and ACKNOWLEDGED by the above-named donor in the presence of us both present at the same time who in her presence and in the presence of each other have hereunto subscribed our names as attesting witnesses.

___________________________
Signature of donor
_____________________

_____________________
Signature of witness 1


Signature of witness 2
Name:




Name:

Address:



Address:

Occupation:



Occupation:

PRESCRIBED INFORMATION

Lasting Power of Attorney – Health and Welfare 

You must read this information carefully to understand the purpose and legal consequences of making an LPA. Your donee(s) and certificate provider(s) should also read this. 

A Lasting Power of Attorney (LPA) is a legal document that allows you to authorise someone (the donee(s)) to make decisions on your behalf. Your donee(s) can only use the LPA after it is registered at the LPA Register at the Supreme Court of Gibraltar. 

Your donee(s) must follow the principles set out in sections 86 to 89 of the Mental Health Act 2016, which are: 

· a person must be assumed to have capacity unless it is established that the person lacks capacity; 

· a person is not to be treated as unable to make a decision unless all practicable steps to help the person to do so have been taken without success; 

· a person is not to be treated as unable to make a decision merely because the person makes an unwise decision; 

· an act done, or decision made, under the Lasting Powers of Attorney and Capacity Act 2018 for or on behalf of a person who lacks capacity must be done, or made, in the person’s best interests; and 

· before the act is done, or the decision is made, regard must be had to whether the purpose for which it is needed can be as effectively achieved in a way that is less restrictive of the person’s rights and freedom of action. 

Your donee(s) also has a binding duty to have regard to the Code of Practice issued in accordance with section 16 of the Lasting Powers of Attorney and Capacity Act 2018. 

Before this LPA can be used it must be registered at the LPA Register at the Supreme Court of Gibraltar.  

Your donee(s) can only use this LPA if you do not have mental capacity.

Life-sustaining treatment: You must choose whether your donee can give or refuse consent to life-sustaining treatment on your behalf. Life-sustaining treatment means care, surgery, medicine or other help from doctors that is required to keep you alive, for example: 

· a serious operation, such as a heart bypass or organ transplant; 
· cancer treatment; or 
· artificial nutrition or hydration, (food or water given other than by mouth).

Cancelling your LPA: You can cancel this LPA at any time, as long as you have the mental capacity to do so. It does not matter if the LPA has been registered or not. 

Your Will and your LPA: Your donee(s) cannot use this LPA to change your Will, (if you have one). This LPA will expire when you pass away. Your donee(s) must then send the registered LPA, any certified copies and a copy of your death certificate to the Registrar. 

CERTIFICATE PROVIDER’S STATEMENT 

I certify that, as far as I am aware, at the time of signing: 

· the donor understands the purpose of this LPA and the scope of the authority conferred under it;

· no fraud or undue pressure is being used to induce the donor to create this LPA; 

· there is nothing else which would prevent this LPA from being created by the completion of this instrument.

By signing this I confirm that: 

· I am aged 18 or over; 

· I have read this LPA, including the ‘Legal rights and responsibilities’ information;
· there is not restriction on my acting as a certificate provider; 

· the donor has chosen me as someone who has known them personally for at least 2 years; OR 
· the donor has chosen me as a person with relevant professional skills and expertise. 

Restrictions – the certificate provider must not be: 

· the donee named in this LPA or any other LPA for the donor; 

· a member of the donor’s family including husbands, wives, civil partners, in-laws and step-relatives; 

· a business partner or employee of the donor; 

· an owner, director, manager, or employee of a care home where the donor is living when the LPA is executed; or 
· a family member of an owner, director, manager, or employee of a care home where the donor is living when the LPA is executed.

CERTIFICATE PROVIDER’S CONTACT DETAILS AND SIGNATURE 
Title 
     First Names 


Last Names


 


Address




Telephone No.: 


Mobile No.: 


Email Address:

Signature or mark


Date signed or marked 


GUIDANCE FOR CERTIFICATE PROVIDER

Note: To be signed after the donor has signed the LPA
 
The ‘certificate provider’ signs to confirm they have discussed the lasting power of attorney (LPA) with the donor, that the donor understands what they are doing and that nobody is forcing them to do it. 

The ‘certificate provider’ should be either: 

(a) someone who has known the donor personally for at least 2 years, such as a friend, neighbour, colleague or former colleague; or 

(b) someone with relevant professional skills, such as the donor’s GP, a healthcare professional or a solicitor. 
A certificate provider cannot be one of the donees named in the LPA.
IF MORE THAN ONE DONEE, EACH DONEE MUST COMPLETE A SEPARATE FORM
DONEE’S STATEMENT 
Every donee must complete a copy of this part

My contact details and date of birth are: 

       Mr [image: image1.png]


Mrs [image: image2.png]


Ms. [image: image3.png]


Miss [image: image4.png]


Other 
First Name 

Middle name(s)      

Last Name              
Date of birth          
Telephone No.      

Mobile No.             
Email Address        


       I have read the prescribed information or have had the prescribed information read to me. 

       I understand the duties imposed on me under this Lasting Power of Attorney including the obligation to have regard to the Code of Practice issued under the Act. 


       I understand that I cannot act under this Lasting Power of Attorney until this form has been registered by the Supreme Court. 
Signed by me as a deed (you must not sign until after the donor has signed the LPA and the certificate provider has signed the Certificate)

Signature    

Date signed      

In the presence of:   


Signature of witness    


Full name of witness       

Address of witness            

REPLACEMENT DONEE’S STATEMENT 
My contact details and date of birth are: 

       Mr [image: image5.png]


Mrs [image: image6.png]


Ms. [image: image7.png]


Miss [image: image8.png]


Other 

First Name 


Middle name(s)      


Last Name              

Date of birth          

Telephone No.      


Mobile No.             

Email Address        


       I have read the prescribed information on pages 6 or have had the prescribed information read to me. 


       I understand that if an original donee’s appointment is terminated I will replace the original donee if I am still eligible to act as a donee.


       I understand the duties imposed on me under this Lasting Power of Attorney including the obligation to act in accordance with the principles of the Lasting Powers of Attorney and Capacity Act 2018 and the duty to have regard to the Code of Practice issued under the Act.

 
       I under that I cannot act under this Lasting Power of Attorney until this form has been registered by the Supreme Court. 

Signed by me as a deed (you must not sign until after the donor has signed the LPA and the certificate provider has signed the Certificate)


Signature    


Date signed      

In the presence of:    


Signature of witness


    
Full name of witness
Address of witness
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