ARIZONA ADVANCE DIRECTIVE FORMS

ARIZONA ADVANCE DIRECTIVE

I. LIVING WILL

This is a legal document that lets you state your wishes about medical care in the event that you become unable to make your own medical decisions.

This document is intended to be a Living Will and may also be known as a Medical Directive or Physician's Directive.

Arizona Revised Statutes Title 36, Chapter 32

PRINCIPAL IDENTIFICATION

Name: [PRINCIPAL FULL LEGAL NAME]

Date of Birth: [PRINCIPAL DATE OF BIRTH]

Address: [PRINCIPAL STREET ADDRESS]

City: [PRINCIPAL CITY]

State: [PRINCIPAL STATE]

Zip Code: [PRINCIPAL ZIP CODE]

Telephone: [PRINCIPAL TELEPHONE NUMBER]

I, [PRINCIPAL FULL LEGAL NAME], being of sound mind and at least eighteen years of age, willfully and voluntarily make this Living Will.

1. DECLARATION OF INTENT
1.1 I intend for this document to be honored as my Living Will and to be treated as a valid advance directive under Arizona law.
1.2 I understand that this document becomes effective only when I am unable to make or communicate my own health care decisions, as determined by my attending physician.
1.3 I understand that I may revoke this Living Will at any time.

2. DESIGNATION OF HEALTH CARE POWER OF ATTORNEY
2.1 Health Care Agent: I designate the following person as my Health Care Power of Attorney (Agent) to make health care decisions for me when I am unable to make them for myself.

Agent Name: [AGENT FULL LEGAL NAME]

Agent Relationship to Me: [AGENT RELATIONSHIP]

Agent Address: [AGENT STREET ADDRESS]

Agent City: [AGENT CITY]

Agent State: [AGENT STATE]

Agent Zip Code: [AGENT ZIP CODE]

Agent Home Telephone: [AGENT HOME TELEPHONE]

Agent Work Telephone: [AGENT WORK TELEPHONE]

Agent Cell Telephone: [AGENT CELL TELEPHONE]
2.2 Alternate Health Care Agent: If my first choice is unable, unwilling, or unavailable to serve, I designate the following person as my alternate Agent.

Alternate Agent Name: [ALTERNATE AGENT FULL LEGAL NAME]

Alternate Agent Relationship to Me: [ALTERNATE AGENT RELATIONSHIP]

Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]

Alternate Agent City: [ALTERNATE AGENT CITY]

Alternate Agent State: [ALTERNATE AGENT STATE]

Alternate Agent Zip Code: [ALTERNATE AGENT ZIP CODE]

Alternate Agent Home Telephone: [ALTERNATE AGENT HOME TELEPHONE]

Alternate Agent Work Telephone: [ALTERNATE AGENT WORK TELEPHONE]

Alternate Agent Cell Telephone: [ALTERNATE AGENT CELL TELEPHONE]
2.3 Second Alternate Health Care Agent: If neither of the above is able, willing, or available to serve, I designate the following person as my second alternate Agent.

Second Alternate Agent Name: [SECOND ALTERNATE AGENT FULL LEGAL NAME]

Second Alternate Agent Relationship to Me: [SECOND ALTERNATE AGENT RELATIONSHIP]

Second Alternate Agent Address: [SECOND ALTERNATE AGENT STREET ADDRESS]

Second Alternate Agent City: [SECOND ALTERNATE AGENT CITY]

Second Alternate Agent State: [SECOND ALTERNATE AGENT STATE]

Second Alternate Agent Zip Code: [SECOND ALTERNATE AGENT ZIP CODE]

Second Alternate Agent Home Telephone: [SECOND ALTERNATE AGENT HOME TELEPHONE]

Second Alternate Agent Work Telephone: [SECOND ALTERNATE AGENT WORK TELEPHONE]

Second Alternate Agent Cell Telephone: [SECOND ALTERNATE AGENT CELL TELEPHONE]

3. POWERS OF MY HEALTH CARE AGENT
3.1 My Agent shall have the authority to make any and all health care decisions for me, including but not limited to the following.
3.2 To consent to, refuse, or withdraw any medical treatment, including life-sustaining treatment.
3.3 To select and discharge health care providers and institutions.
3.4 To approve or disapprove diagnostic tests, surgical procedures, and medication.
3.5 To request, receive, and review my medical records and information.
3.6 To hire and fire health care personnel.
3.7 To apply for Medicare, Medicaid, and other insurance benefits on my behalf.
3.8 To authorize my admission to or discharge from a hospital, nursing home, hospice, or other health care facility.
3.9 To authorize the administration of pain relief, even if it may hasten my death.
3.10 To make decisions regarding the donation of my organs, tissues, or eyes.
3.11 To make decisions regarding an autopsy.
3.12 To make decisions regarding the disposition of my remains.
3.13 To make decisions regarding mental health treatment, subject to the limitations in Section 36-3281 of the Arizona Revised Statutes.
3.14 To take any other action necessary to carry out the intent of this document.

4. LIMITATIONS ON MY HEALTH CARE AGENT'S AUTHORITY
4.1 My Agent shall not have the authority to do any of the following.
4.2 Consent to my admission to a mental health treatment facility for more than fourteen days.
4.3 Consent to psychosurgery, sterilization, or abortion.
4.4 Consent to my participation in experimental research that may harm me.
4.5 Make decisions that conflict with my expressed wishes in this document.
4.6 [ADDITIONAL LIMITATIONS, IF ANY]

5. MY WISHES REGARDING LIFE-SUSTAINING TREATMENT
5.1 If I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition, I direct my health care providers as follows.
5.2 I direct that my life be prolonged to the greatest extent possible, without regard to my condition, the chances I have for recovery, or the cost of the procedures. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
5.3 I direct that my life not be prolonged by artificial means, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
5.4 I direct that all life-sustaining treatment be withheld or withdrawn, including but not limited to the following. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]

Cardiopulmonary resuscitation (CPR): [INITIALS]

Mechanical ventilation: [INITIALS]

Dialysis: [INITIALS]

Blood transfusions: [INITIALS]

Surgery: [INITIALS]

Antibiotics: [INITIALS]

Artificial nutrition and hydration: [INITIALS]
5.5 I direct that the following specific treatments be provided or withheld.
[SPECIFY TREATMENTS AND WISHES]

6. ARTIFICIAL NUTRITION AND HYDRATION
6.1 I direct that artificial nutrition and hydration be provided. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
6.2 I direct that artificial nutrition and hydration be withheld or withdrawn. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
6.3 I direct that artificial nutrition and hydration be withheld or withdrawn only if I have a terminal condition, an irreversible coma, or a persistent vegetative state. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]

7. PAIN RELIEF
7.1 I direct that my health care providers do everything possible to relieve my pain and suffering, even if the treatment may hasten my death.
7.2 I understand that the administration of pain relief is not considered euthanasia or assisted suicide under Arizona law.

8. ORGAN AND TISSUE DONATION
8.1 I wish to donate the following organs, tissues, or eyes.
[SPECIFY ORGANS, TISSUES, OR EYES]
8.2 I do not wish to donate any organs, tissues, or eyes. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
8.3 I designate the following person to make decisions regarding organ and tissue donation if I have not made a decision.
[DONATION DECISION MAKER NAME]

9. AUTOPSY
9.1 I authorize an autopsy. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
9.2 I do not authorize an autopsy. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
9.3 I authorize an autopsy only under the following circumstances.
[SPECIFY CIRCUMSTANCES]

10. DISPOSITION OF REMAINS
10.1 I direct that my remains be disposed of as follows.
[SPECIFY BURIAL, CREMATION, OR OTHER INSTRUCTIONS]
10.2 I designate the following person to make decisions regarding the disposition of my remains.
[REMAINS DECISION MAKER NAME]

11. MENTAL HEALTH TREATMENT
11.1 I authorize my Agent to make decisions regarding my mental health treatment, subject to the limitations in Section 36-3281 of the Arizona Revised Statutes.
11.2 I do not authorize my Agent to make decisions regarding my mental health treatment. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]

12. PREGNANCY
12.1 If I am pregnant, I direct that this Living Will remain in effect. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]
12.2 If I am pregnant, I direct that this Living Will be suspended until I am no longer pregnant. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]

13. REVOCATION
13.1 I may revoke this Living Will at any time by doing any of the following.
13.2 By signing a written revocation.
13.3 By orally expressing my intent to revoke in the presence of a witness.
13.4 By physically destroying this document.
13.5 By executing a new advance directive that conflicts with this one.

14. NOMINATION OF GUARDIAN
14.1 If a guardian of my person is needed, I nominate the following person.
[NOMINATED GUARDIAN NAME]
14.2 If the above person is unable or unwilling to serve, I nominate the following alternate.
[ALTERNATE NOMINATED GUARDIAN NAME]

15. ANATOMICAL GIFT
15.1 I make the following anatomical gift under the Arizona Revised Statutes Title 36, Chapter 8.
[SPECIFY ANATOMICAL GIFT]

16. HIPAA AUTHORIZATION
16.1 I authorize my Agent to receive my protected health information under the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
16.2 I authorize my health care providers to disclose my protected health information to my Agent.
16.3 This authorization remains in effect until I revoke it in writing.

17. PRIOR DIRECTIVES
17.1 I revoke any prior Living Will, Health Care Power of Attorney, or advance directive that I have executed.
17.2 I do not revoke any prior directive. [INITIAL IF YOU CHOOSE THIS OPTION: [INITIALS]]

18. SEverability
18.1 If any provision of this document is held invalid, the remaining provisions shall remain in effect.

19. GOVERNING LAW
19.1 This document shall be governed by the laws of the State of Arizona.

20. COPIES
20.1 A copy of this document shall have the same effect as the original.

21. SIGNATURE OF PRINCIPAL
21.1 I have read this document, and I understand its contents. I am at least eighteen years of age and of sound mind. I am signing this document voluntarily.

Principal Signature: [PRINCIPAL SIGNATURE]

Date: [DATE SIGNED]

22. WITNESSES
22.1 I declare that the Principal is personally known to me, that the Principal signed this document in my presence, and that the Principal appears to be of sound mind and under no duress, fraud, or undue influence.

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Address: [WITNESS 1 ADDRESS]

Witness 1 City: [WITNESS 1 CITY]

Witness 1 State: [WITNESS 1 STATE]

Witness 1 Zip Code: [WITNESS 1 ZIP CODE]

Date: [DATE SIGNED]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Address: [WITNESS 2 ADDRESS]

Witness 2 City: [WITNESS 2 CITY]

Witness 2 State: [WITNESS 2 STATE]

Witness 2 Zip Code: [WITNESS 2 ZIP CODE]

Date: [DATE SIGNED]

23. NOTARY ACKNOWLEDGMENT
23.1 State of Arizona
23.2 County of [COUNTY]
23.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL LEGAL NAME], who proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this document.
23.4 I certify under penalty of perjury under the laws of the State of Arizona that the foregoing is true and correct.

Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]

My Commission Expires: [COMMISSION EXPIRATION DATE]

Notary Seal: [NOTARY SEAL]

24. AGENT ACCEPTANCE
24.1 I, [AGENT FULL LEGAL NAME], have read this document and I agree to serve as the Health Care Agent for the Principal. I understand my duties and responsibilities.

Agent Signature: [AGENT SIGNATURE]

Date: [DATE SIGNED]

25. ALTERNATE AGENT ACCEPTANCE
25.1 I, [ALTERNATE AGENT FULL LEGAL NAME], have read this document and I agree to serve as the Alternate Health Care Agent for the Principal. I understand my duties and responsibilities.

Alternate Agent Signature: [ALTERNATE AGENT SIGNATURE]

Date: [DATE SIGNED]

26. SECOND ALTERNATE AGENT ACCEPTANCE
26.1 I, [SECOND ALTERNATE AGENT FULL LEGAL NAME], have read this document and I agree to serve as the Second Alternate Health Care Agent for the Principal. I understand my duties and responsibilities.

Second Alternate Agent Signature: [SECOND ALTERNATE AGENT SIGNATURE]

Date: [DATE SIGNED]

27. PHYSICIAN CERTIFICATION
27.1 I, [PHYSICIAN FULL LEGAL NAME], certify that I have examined the Principal and that the Principal is unable to make or communicate health care decisions.

Physician Signature: [PHYSICIAN SIGNATURE]

Physician License Number: [PHYSICIAN LICENSE NUMBER]

Date: [DATE SIGNED]

28. ADDITIONAL INSTRUCTIONS
28.1 [ADDITIONAL INSTRUCTIONS OR SPECIAL PROVISIONS]

29. DISTRIBUTION OF COPIES
29.1 I have provided copies of this document to the following persons.

Name: [RECIPIENT 1 NAME]

Relationship: [RECIPIENT 1 RELATIONSHIP]

Date Provided: [DATE PROVIDED]

Name: [RECIPIENT 2 NAME]

Relationship: [RECIPIENT 2 RELATIONSHIP]

Date Provided: [DATE PROVIDED]

Name: [RECIPIENT 3 NAME]

Relationship: [RECIPIENT 3 RELATIONSHIP]

Date Provided: [DATE PROVIDED]

30. DECLARATION OF THE PRINCIPAL
30.1 I have read this document, and I understand its contents. I am at least eighteen years of age and of sound mind. I am signing this document voluntarily and without duress, fraud, or undue influence.
30.2 I understand that this document is a legal document and that I should consult with an attorney if I have any questions.
30.3 I understand that this document becomes effective only when I am unable to make or communicate my own health care decisions.
30.4 I understand that I may revoke this document at any time.

Principal Signature: [PRINCIPAL SIGNATURE]

Date: [DATE SIGNED]
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