ALABAMA ADVANCE DIRECTIVE REVOCATION FORM

Name of Declarant: [DECLARANT FULL NAME]

Address of Declarant: [DECLARANT STREET ADDRESS]

City, State, ZIP: [DECLARANT CITY], [DECLARANT STATE], [DECLARANT ZIP CODE]

Date of Birth: [DECLARANT DATE OF BIRTH]

Date of Revocation: [DATE OF REVOCATION]

RE: Revocation of Advance Directive for Health Care (Living Will and Health Care Proxy) Pursuant to Alabama Code Section 22-8A-1 et seq.

1. IDENTIFICATION OF DECLARANT
1.1 Declarant Name: I, [DECLARANT FULL NAME], am the person who executed the advance directive being revoked by this form.
1.2 Declarant Address: [DECLARANT STREET ADDRESS], [DECLARANT CITY], [DECLARANT STATE], [DECLARANT ZIP CODE].
1.3 Date of Birth: [DECLARANT DATE OF BIRTH].
1.4 Telephone Number: [DECLARANT TELEPHONE NUMBER].

2. REVOCATION OF ADVANCE DIRECTIVE
2.1 Revocation: I hereby revoke, cancel, and annul all prior advance directives for health care, living wills, and health care proxy designations previously executed by me, including but not limited to any advance directive dated [DATE OF PRIOR ADVANCE DIRECTIVE].
2.2 Scope of Revocation: This revocation applies to every advance directive for health care, living will, and health care proxy designation executed by me at any time prior to the date of this form, whether known or unknown to me at this time.
2.3 Effect of Revocation: Upon execution of this form, all prior advance directives for health care executed by me shall be of no further force or effect, and any health care proxy designation contained therein is withdrawn.

3. WITHDRAWAL OF HEALTH CARE PROXY DESIGNATION
3.1 Named Proxy: Any health care proxy, attorney-in-fact for health care, or health care agent previously designated by me, including [NAME OF PRIOR HEALTH CARE PROXY], is hereby removed and shall have no authority to make health care decisions on my behalf.
3.2 Alternate Proxy: Any alternate or successor health care proxy previously designated by me, including [NAME OF PRIOR ALTERNATE HEALTH CARE PROXY], is hereby removed and shall have no authority to make health care decisions on my behalf.
3.3 Revocation of Authority: All authority granted to any person under any prior advance directive for health care is revoked effective on the date of this form.

4. ACKNOWLEDGMENT OF DECLARANT
4.1 Understanding: I understand that this revocation is effective upon my signing this form and that it does not require the consent of any other person.
4.2 Intent: It is my intention that this form revoke all prior advance directives for health care executed by me.
4.3 Future Directives: I understand that I may execute a new advance directive for health care at any time in the future if I so choose.
4.4 Communication to Providers: I understand that it is advisable to provide copies of this revocation to my attending physician, health care providers, and family members.

5. SIGNATURE OF DECLARANT
5.1 Signature: I sign this revocation form freely and voluntarily on the date stated below.
5.2 Declarant Signature: [SIGNATURE OF DECLARANT]
5.3 Printed Name: [DECLARANT FULL NAME]
5.4 Date Signed: [DATE SIGNED]

6. WITNESSES
6.1 Witness Statement: The undersigned witnesses declare that the Declarant signed this revocation form in our presence, that the Declarant appeared to be of sound mind and under no duress, fraud, or undue influence, and that we are not the persons designated as health care proxy under any prior advance directive of the Declarant.
6.2 Witness One Signature: [SIGNATURE OF WITNESS ONE]
6.3 Witness One Printed Name: [WITNESS ONE FULL NAME]
6.4 Witness One Address: [WITNESS ONE STREET ADDRESS], [WITNESS ONE CITY], [WITNESS ONE STATE], [WITNESS ONE ZIP CODE]
6.5 Witness One Date: [WITNESS ONE DATE]
6.6 Witness Two Signature: [SIGNATURE OF WITNESS TWO]
6.7 Witness Two Printed Name: [WITNESS TWO FULL NAME]
6.8 Witness Two Address: [WITNESS TWO STREET ADDRESS], [WITNESS TWO CITY], [WITNESS TWO STATE], [WITNESS TWO ZIP CODE]
6.9 Witness Two Date: [WITNESS TWO DATE]

7. NOTARIZATION (OPTIONAL)
7.1 State of Alabama: State of Alabama
7.2 County: County of [COUNTY NAME]
7.3 Notary Statement: Before me, the undersigned notary public, personally appeared [DECLARANT FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed the same freely and voluntarily for the purposes therein contained.
7.4 Notary Signature: [SIGNATURE OF NOTARY PUBLIC]
7.5 Notary Printed Name: [NOTARY PUBLIC FULL NAME]
7.6 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
7.7 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
7.8 Notary Seal: [NOTARY SEAL]

8. DISTRIBUTION OF COPIES
8.1 Copy to Physician: I have provided or will provide a copy of this revocation to my attending physician, [NAME OF ATTENDING PHYSICIAN], at [PHYSICIAN ADDRESS].
8.2 Copy to Health Care Facility: I have provided or will provide a copy of this revocation to [NAME OF HEALTH CARE FACILITY] at [HEALTH CARE FACILITY ADDRESS].
8.3 Copy to Family Members: I have provided or will provide a copy of this revocation to the following family members: [NAMES OF FAMILY MEMBERS].
8.4 Copy to Health Care Proxy: I have provided or will provide a copy of this revocation to the person previously designated as my health care proxy, if applicable.

9. ADDITIONAL PROVISIONS
9.1 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR NOTES, IF ANY]
9.2 Other Revoked Documents: [LIST OF ANY OTHER DOCUMENTS BEING REVOKED, IF ANY]

10. SIGNATURE AND DATE
10.1 Declarant Signature: [SIGNATURE OF DECLARANT]
10.2 Printed Name: [DECLARANT FULL NAME]
10.3 Date: [DATE SIGNED]


Downloaded from www.printablelegaldoc.com
https://www.printablelegaldoc.com/
