ALABAMA LIVING WILL FOR SENIORS

I, [FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, and a resident of the State of Alabama, County of [COUNTY NAME], voluntarily make this Living Will (also known as an Advance Directive for Health Care) to declare my wishes regarding medical treatment in the event I become unable to make or communicate my own health care decisions.

Date of Birth: [DATE OF BIRTH]

Address: [STREET ADDRESS]

City: [CITY]

State: Alabama

ZIP Code: [ZIP CODE]

Telephone: [TELEPHONE NUMBER]

RE: DECLARATION OF DESIRES REGARDING HEALTH CARE AND TREATMENT

1. DESIGNATION OF HEALTH CARE PROXY
1.1 Health Care Proxy: I designate the following person as my Health Care Proxy (agent) to make health care decisions for me when I am unable to make or communicate them 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 Telephone: [HEALTH CARE PROXY TELEPHONE NUMBER]
1.8 Proxy Relationship: [RELATIONSHIP TO ME]
1.9 Alternate Health Care Proxy: If my designated Health Care Proxy is unable, unwilling, or unavailable to serve, I designate the following person as my alternate Health Care Proxy.
1.10 Alternate Proxy Name: [ALTERNATE HEALTH CARE PROXY FULL NAME]
1.11 Alternate Proxy Address: [ALTERNATE HEALTH CARE PROXY STREET ADDRESS]
1.12 Alternate Proxy City: [ALTERNATE HEALTH CARE PROXY CITY]
1.13 Alternate Proxy State: [ALTERNATE HEALTH CARE PROXY STATE]
1.14 Alternate Proxy ZIP Code: [ALTERNATE HEALTH CARE PROXY ZIP CODE]
1.15 Alternate Proxy Telephone: [ALTERNATE HEALTH CARE PROXY TELEPHONE NUMBER]
1.16 Alternate Proxy Relationship: [RELATIONSHIP TO ME]

2. DECLARATION OF DESIRES REGARDING TERMINAL CONDITION
2.1 Terminal Condition: If I have a terminal condition and my attending physician and one other physician have determined that there is no reasonable prospect of my recovery, I direct that my attending physician withhold or withdraw life-sustaining treatment that serves only to prolong the dying process, except as otherwise provided in this document.
2.2 Nutrition and Hydration: Regarding the provision of nutrition and hydration (food and water) when I am in a terminal condition, I direct the following (initial one):
2.3 Provide Nutrition and Hydration: [INITIAL HERE IF YOU WISH NUTRITION AND HYDRATION TO BE PROVIDED]
2.4 Withhold Nutrition and Hydration: [INITIAL HERE IF YOU WISH NUTRITION AND HYDRATION TO BE WITHHELD]
2.5 Comfort Care: I direct that I be provided with comfort care, including pain relief, medication, and treatment to relieve suffering, even if such treatment may hasten my death, and that I be treated with dignity at all times.

3. DECLARATION OF DESIRES REGARDING PERSISTENT VEGETATIVE STATE
3.1 Persistent Vegetative State: If I am in a persistent vegetative state and my attending physician and one other physician have determined that there is no reasonable prospect of my recovery, I direct that my attending physician withhold or withdraw life-sustaining treatment, except as otherwise provided in this document.
3.2 Nutrition and Hydration: Regarding the provision of nutrition and hydration when I am in a persistent vegetative state, I direct the following (initial one):
3.3 Provide Nutrition and Hydration: [INITIAL HERE IF YOU WISH NUTRITION AND HYDRATION TO BE PROVIDED]
3.4 Withhold Nutrition and Hydration: [INITIAL HERE IF YOU WISH NUTRITION AND HYDRATION TO BE WITHHELD]

4. DECLARATION OF DESIRES REGARDING INCURABLE OR IRREVERSIBLE
CONDITION
4.1 Incurable or Irreversible Condition: If I have an incurable or irreversible condition that will result in my death within a relatively short time, or that is so severe that it imposes an unacceptable burden on my life, I direct that my attending physician withhold or withdraw life-sustaining treatment, except as otherwise provided in this document.

5. DECLARATION OF DESIRES REGARDING END-STAGE CONDITION
5.1 End-Stage Condition: If I have an end-stage condition, being a condition caused by injury, disease, or illness that has resulted in severe and permanent deterioration, and my attending physician and one other physician have determined that there is no reasonable prospect of my recovery, I direct that my attending physician withhold or withdraw life-sustaining treatment, except as otherwise provided in this document.

6. SPECIFIC DIRECTIVES AND LIMITATIONS
6.1 Specific Directives: In addition to the directives stated above, I direct the following specific treatments or limitations on treatment: [SPECIFIC DIRECTIVES OR LIMITATIONS]
6.2 Treatments I Wish to Receive: I specifically wish to receive the following treatments: [TREATMENTS I WISH TO RECEIVE]
6.3 Treatments I Wish to Refuse: I specifically wish to refuse the following treatments: [TREATMENTS I WISH TO REFUSE]
6.4 Organ Donation: Regarding organ and tissue donation, I direct the following (initial one):
6.5 Donate Organs and Tissues: [INITIAL HERE IF YOU WISH TO DONATE ORGANS AND TISSUES]
6.6 Do Not Donate Organs and Tissues: [INITIAL HERE IF YOU DO NOT WISH TO DONATE ORGANS AND TISSUES]
6.7 Autopsy: Regarding autopsy, I direct the following: [DIRECTIVES REGARDING AUTOPSY]
6.8 Disposition of Remains: Regarding the disposition of my remains, I direct the following: [DIRECTIVES REGARDING DISPOSITION OF REMAINS]

7. PREGNANCY PROVISION
7.1 Pregnancy: If I am pregnant at the time this Living Will becomes operative, I direct the following (initial one):
7.2 Directive Remains in Effect: [INITIAL HERE IF YOU WISH THIS LIVING WILL TO REMAIN IN EFFECT DURING PREGNANCY]
7.3 Directive Suspended: [INITIAL HERE IF YOU WISH THIS LIVING WILL TO BE SUSPENDED DURING PREGNANCY]

8. NOMINATION OF GUARDIAN
8.1 Guardian: If a guardian of my person is to be appointed, I nominate the following person to serve as guardian: [NOMINATED GUARDIAN FULL NAME]
8.2 Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS]
8.3 Guardian City: [NOMINATED GUARDIAN CITY]
8.4 Guardian State: [NOMINATED GUARDIAN STATE]
8.5 Guardian ZIP Code: [NOMINATED GUARDIAN ZIP CODE]
8.6 Guardian Telephone: [NOMINATED GUARDIAN TELEPHONE NUMBER]
8.7 Alternate Guardian: If my nominated guardian is unable, unwilling, or unavailable to serve, I nominate the following person as alternate guardian: [ALTERNATE GUARDIAN FULL NAME]
8.8 Alternate Guardian Address: [ALTERNATE GUARDIAN STREET ADDRESS]
8.9 Alternate Guardian City: [ALTERNATE GUARDIAN CITY]
8.10 Alternate Guardian State: [ALTERNATE GUARDIAN STATE]
8.11 Alternate Guardian ZIP Code: [ALTERNATE GUARDIAN ZIP CODE]
8.12 Alternate Guardian Telephone: [ALTERNATE GUARDIAN TELEPHONE NUMBER]

9. AUTHORITY OF HEALTH CARE PROXY
9.1 Authority: My Health Care Proxy shall have the authority to make any and all health care decisions for me, including the authority to consent to or refuse medical treatment, to authorize the withholding or withdrawal of life-sustaining treatment, and to authorize the provision of nutrition and hydration, consistent with the directives in this Living Will.
9.2 Reliance: My Health Care Proxy shall not be liable for any decisions made in good faith on my behalf.
9.3 Compensation: My Health Care Proxy shall serve without compensation, but shall be reimbursed for reasonable expenses incurred in acting on my behalf.

10. REVOCATION OF PRIOR DIRECTIVES
10.1 Revocation: I revoke any and all prior living wills, advance directives for health care, health care proxies, and similar documents previously executed by me.

11. EFFECTIVE DATE AND DURATION
11.1 Effective Date: This Living Will shall become effective when I am unable to make or communicate my own health care decisions, as determined by my attending physician.
11.2 Duration: This Living Will shall remain in effect until I revoke it in writing, or until it is otherwise terminated by law.

12. REVOCATION
12.1 Revocation: I may revoke this Living Will at any time by a signed and dated writing, by physically canceling or destroying the document, or by orally expressing my intent to revoke it in the presence of a witness.

13. SEverability
13.1 Severability: If any provision of this Living Will is held to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

14. GOVERNING LAW
14.1 Governing Law: This Living Will 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 Health Care Proxy Act.

15. SIGNATURE OF DECLARANT
15.1 I sign this Living Will voluntarily and free from duress, and I declare that I am of sound mind and at least eighteen (18) years of age.
15.2 Signature: [SIGNATURE OF DECLARANT]
15.3 Printed Name: [FULL LEGAL NAME]
15.4 Date: [DATE OF SIGNATURE]

16. WITNESSES
16.1 I declare that the person who signed this Living Will, or who directed another to sign on his or her behalf, did so in my presence, that he or she is personally known to me or has provided proof of identity, that he or she appears to be of sound mind and at least eighteen (18) years of age, and that he or she is not related to me by blood, marriage, or adoption, and is not entitled to any portion of the estate of the declarant under any will or by operation of law.
16.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
16.3 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
16.4 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
16.5 Witness 1 City: [WITNESS 1 CITY]
16.6 Witness 1 State: [WITNESS 1 STATE]
16.7 Witness 1 ZIP Code: [WITNESS 1 ZIP CODE]
16.8 Witness 1 Date: [WITNESS 1 DATE]
16.9 Witness 2 Signature: [WITNESS 2 SIGNATURE]
16.10 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
16.11 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
16.12 Witness 2 City: [WITNESS 2 CITY]
16.13 Witness 2 State: [WITNESS 2 STATE]
16.14 Witness 2 ZIP Code: [WITNESS 2 ZIP CODE]
16.15 Witness 2 Date: [WITNESS 2 DATE]

17. NOTARY ACKNOWLEDGMENT (OPTIONAL)
17.1 State of Alabama
17.2 County of [COUNTY NAME]
17.3 On this [DAY] day of [MONTH], [YEAR], 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 the within instrument, and acknowledged that he or she executed the same for the purposes therein contained.
17.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
17.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
17.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
17.7 Notary Seal: [NOTARY SEAL]

18. COPIES AND DISTRIBUTION
18.1 Copies: I direct that copies of this Living Will be provided to my attending physician, my Health Care Proxy, my alternate Health Care Proxy, my nominated guardian, and my family members.
18.2 Original: The original of this Living Will shall be kept at the following location: [LOCATION OF ORIGINAL DOCUMENT]

19. ADDITIONAL INSTRUCTIONS
19.1 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR COMMENTS]

20. DECLARANT ACKNOWLEDGMENT
20.1 I have read this Living Will, I understand its contents, and I have had the opportunity to ask questions and consult with persons of my choosing. I declare that this document reflects my wishes regarding my health care and treatment.
20.2 Declarant Signature: [SIGNATURE OF DECLARANT]
20.3 Printed Name: [FULL LEGAL NAME]
20.4 Date: [DATE OF SIGNATURE]
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