ALABAMA LIFE-SUSTAINING TREATMENT PREFERENCES

I, [FULL LEGAL NAME], being an adult of sound mind and a resident of the State of Alabama, voluntarily make this declaration to set forth my preferences regarding life-sustaining treatment in the event I become incapacitated and unable to make or communicate my own health care decisions.

Date: [DATE OF SIGNING]

Name: [FULL LEGAL NAME]

Address: [STREET ADDRESS]

City: [CITY]

State: Alabama

Zip Code: [ZIP CODE]

Date of Birth: [DATE OF BIRTH]

RE: Declaration of Preferences Regarding Life-Sustaining Treatment Pursuant to the Alabama Natural Death Act and Alabama Advance Directive Law

1. DESIGNATION OF HEALTH CARE PROXY
1.1 Health Care Proxy: I designate the following individual as my health care proxy to make health care decisions for me, including decisions regarding life-sustaining treatment, when I am unable to make or communicate such decisions myself.
1.2 Proxy Name: [HEALTH CARE PROXY FULL NAME]
1.3 Proxy Address: [HEALTH CARE PROXY STREET ADDRESS]
1.4 Proxy City: [HEALTH CARE PROXY CITY]
1.5 Proxy State: [HEALTH CARE PROXY STATE]
1.6 Proxy Zip Code: [HEALTH CARE PROXY ZIP CODE]
1.7 Proxy Home Telephone: [HEALTH CARE PROXY HOME PHONE]
1.8 Proxy Mobile Telephone: [HEALTH CARE PROXY MOBILE PHONE]
1.9 Proxy Relationship to Me: [RELATIONSHIP]

2. ALTERNATE HEALTH CARE PROXY
2.1 Alternate Proxy: If the individual designated in Section 1 is unavailable, unwilling, or unable to serve, I designate the following individual as my alternate health care proxy.
2.2 Alternate Proxy Name: [ALTERNATE PROXY FULL NAME]
2.3 Alternate Proxy Address: [ALTERNATE PROXY STREET ADDRESS]
2.4 Alternate Proxy City: [ALTERNATE PROXY CITY]
2.5 Alternate Proxy State: [ALTERNATE PROXY STATE]
2.6 Alternate Proxy Zip Code: [ALTERNATE PROXY ZIP CODE]
2.7 Alternate Proxy Home Telephone: [ALTERNATE PROXY HOME PHONE]
2.8 Alternate Proxy Mobile Telephone: [ALTERNATE PROXY MOBILE PHONE]
2.9 Alternate Proxy Relationship to Me: [RELATIONSHIP]

3. GENERAL PREFERENCES REGARDING LIFE-SUSTAINING TREATMENT
3.1 General Instruction: If I am in a terminal condition or a state of permanent unconsciousness, or if I have a condition from which my physician and one other physician believe I will not recover, I direct that my health care proxy and my attending physicians follow the preferences stated in this declaration.
3.2 Terminal Condition: If I have a terminal condition, I direct that I [RECEIVE / WITHHOLD / WITHDRAW] life-sustaining treatment, subject to the specific preferences stated below.
3.3 Permanent Unconsciousness: If I am in a state of permanent unconsciousness, I direct that I [RECEIVE / WITHHOLD / WITHDRAW] life-sustaining treatment, subject to the specific preferences stated below.
3.4 Incurable Condition: If I have an incurable condition from which my physicians believe I will not recover, I direct that I [RECEIVE / WITHHOLD / WITHDRAW] life-sustaining treatment, subject to the specific preferences stated below.

4. SPECIFIC PREFERENCES REGARDING LIFE-SUSTAINING TREATMENT
4.1 Cardiopulmonary Resuscitation (CPR): If my heart stops or I stop breathing, I direct that CPR be [PERFORMED / WITHHELD].
4.2 Mechanical Ventilation: If I require a machine to breathe for me, I direct that mechanical ventilation be [PROVIDED / WITHHELD].
4.3 Artificial Nutrition and Hydration: If I am unable to eat or drink, I direct that artificial nutrition and hydration (including feeding tubes and intravenous fluids) be [PROVIDED / WITHHELD].
4.4 Dialysis: If my kidneys fail, I direct that dialysis be [PROVIDED / WITHHELD].
4.5 Antibiotics: If I develop an infection, I direct that antibiotics be [PROVIDED / WITHHELD].
4.6 Blood Transfusions: If I require a blood transfusion, I direct that blood transfusions be [PROVIDED / WITHHELD].
4.7 Surgery: If a surgical procedure is recommended, I direct that surgery be [PERFORMED / WITHHELD].
4.8 Pain Relief: I direct that I be provided with medication and treatment to relieve pain and to keep me as comfortable as possible, even if such treatment may hasten my death, and I request that such comfort care be provided regardless of any other instruction in this declaration.
4.9 Other Specific Instructions: [ADDITIONAL INSTRUCTIONS OR NONE]

5. CIRCUMSTANCES AND CONDITIONS
5.1 Reversible Conditions: I understand that this declaration applies only when my condition is determined to be terminal or irreversible, and that if my condition is reasonably likely to improve, my health care proxy and physicians should provide treatment consistent with my preferences as stated in this declaration.
5.2 Pregnancy: If I am pregnant at the time this declaration would otherwise take effect, I direct that my preferences be [HONORED / SUSPENDED UNTIL PREGNANCY RESOLVES], to the extent permitted by Alabama law.
5.3 Duration of Treatment Trial: If a trial of life-sustaining treatment is recommended, I direct that such trial continue for a period of [NUMBER OF DAYS] days before a determination is made regarding continuation or withdrawal.

6. ANATOMICAL GIFTS
6.1 Anatomical Gifts: Upon my death, I [DO / DO NOT] wish to make an anatomical gift of my organs, tissues, or eyes for transplantation, therapy, research, or education.
6.2 Specific Anatomical Gift Instructions: [SPECIFY ORGANS, TISSUES, OR PURPOSE, OR NONE]

7. NOMINATION OF GUARDIAN
7.1 Guardian Nomination: If a guardian of my person is to be appointed, I nominate the following individual to serve as my guardian.
7.2 Guardian Name: [GUARDIAN FULL NAME]
7.3 Guardian Address: [GUARDIAN STREET ADDRESS]
7.4 Guardian City: [GUARDIAN CITY]
7.5 Guardian State: [GUARDIAN STATE]
7.6 Guardian Zip Code: [GUARDIAN ZIP CODE]
7.7 Guardian Telephone: [GUARDIAN TELEPHONE]

8. HEALTH CARE PROVIDER COMMUNICATION
8.1 Communication of Preferences: I direct that a copy of this declaration be provided to my attending physician, my health care proxy, and any health care facility in which I receive care.
8.2 Physician Name: [ATTENDING PHYSICIAN FULL NAME]
8.3 Physician Address: [ATTENDING PHYSICIAN STREET ADDRESS]
8.4 Physician City: [ATTENDING PHYSICIAN CITY]
8.5 Physician State: [ATTENDING PHYSICIAN STATE]
8.6 Physician Zip Code: [ATTENDING PHYSICIAN ZIP CODE]
8.7 Physician Telephone: [ATTENDING PHYSICIAN TELEPHONE]

9. REVOCATION
9.1 Revocation: I may revoke this declaration at any time by a signed and dated writing, by physically canceling or destroying this document, or by orally expressing my intent to revoke in the presence of a witness.
9.2 Effect of Revocation: Any revocation shall be effective upon communication to my attending physician or health care proxy.

10. SEverability
10.1 Severability: If any provision of this declaration is held to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

11. GOVERNING LAW
11.1 Governing Law: This declaration shall be governed by and construed in accordance with the laws of the State of Alabama, including the Alabama Natural Death Act and the Alabama Advance Directive Law.

12. SIGNATURE OF DECLARANT
12.1 Signature: I sign this declaration voluntarily and while of sound mind.
12.2 Signature of Declarant: [SIGNATURE OF DECLARANT]
12.3 Printed Name: [FULL LEGAL NAME]
12.4 Date: [DATE OF SIGNING]

13. WITNESSES
13.1 Witness Statement: The declarant has been personally known to me, or has been identified to me, and I believe the declarant to be of sound mind and to have signed this declaration voluntarily.
13.2 Witness One Name: [WITNESS ONE FULL NAME]
13.3 Witness One Address: [WITNESS ONE STREET ADDRESS]
13.4 Witness One City: [WITNESS ONE CITY]
13.5 Witness One State: [WITNESS ONE STATE]
13.6 Witness One Zip Code: [WITNESS ONE ZIP CODE]
13.7 Witness One Signature: [WITNESS ONE SIGNATURE]
13.8 Witness One Date: [WITNESS ONE DATE]
13.9 Witness Two Name: [WITNESS TWO FULL NAME]
13.10 Witness Two Address: [WITNESS TWO STREET ADDRESS]
13.11 Witness Two City: [WITNESS TWO CITY]
13.12 Witness Two State: [WITNESS TWO STATE]
13.13 Witness Two Zip Code: [WITNESS TWO ZIP CODE]
13.14 Witness Two Signature: [WITNESS TWO SIGNATURE]
13.15 Witness Two Date: [WITNESS TWO DATE]

14. NOTARY ACKNOWLEDGMENT
14.1 State of Alabama
14.2 County of [COUNTY NAME]
14.3 Acknowledgment: Before me, the undersigned notary public, personally appeared [FULL LEGAL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this declaration, who acknowledged that he or she executed this declaration voluntarily for the purposes stated herein.
14.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
14.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
14.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
14.7 Notary Seal: [NOTARY SEAL]

15. COPIES
15.1 Copies: I have provided copies of this declaration to the following individuals or facilities.
15.2 Copy Recipient One: [NAME AND ADDRESS OF RECIPIENT]
15.3 Copy Recipient Two: [NAME AND ADDRESS OF RECIPIENT]
15.4 Copy Recipient Three: [NAME AND ADDRESS OF RECIPIENT]
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