ARIZONA END OF LIFE CARE FORMS

This document contains the following forms:

ARIZONA HEALTH CARE POWER OF ATTORNEY

ARIZONA LIVING WILL

ARIZONA PREHOSPITAL MEDICAL CARE DIRECTIVE

ARIZONA MENTAL HEALTH CARE POWER OF ATTORNEY

ARIZONA DO NOT RESUSCITATE ORDER

ARIZONA ORGAN DONATION FORM

ARIZONA PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT

PART I: ARIZONA HEALTH CARE POWER OF ATTORNEY

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Health Care Power of Attorney.

1. DESIGNATION OF HEALTH CARE AGENT

1.1 Primary Agent: I appoint [AGENT FULL NAME], who resides at [AGENT ADDRESS], telephone [AGENT PHONE], as my health care agent.

1.2 Alternate Agent: If my primary agent is unable, unwilling, or unavailable to act, I appoint [ALTERNATE AGENT FULL NAME], who resides at [ALTERNATE AGENT ADDRESS], telephone [ALTERNATE AGENT PHONE], as my alternate health care agent.

1.3 Second Alternate Agent: If neither my primary agent nor my alternate agent is able, willing, or available to act, I appoint [SECOND ALTERNATE AGENT FULL NAME], who resides at [SECOND ALTERNATE AGENT ADDRESS], telephone [SECOND ALTERNATE AGENT PHONE], as my second alternate health care agent.

2. EFFECTIVE DATE AND DURATION

2.1 This Health Care Power of Attorney becomes effective when my attending physician determines that I am unable to make or communicate health care decisions for myself.

2.2 This Health Care Power of Attorney remains effective until I revoke it in writing or execute a new Health Care Power of Attorney.

3. AUTHORITY OF HEALTH CARE AGENT

3.1 My health care agent shall have the authority to make any and all health care decisions for me, including but not limited to:

3.1.1 Consenting to or refusing medical treatment, surgical procedures, and diagnostic tests.

3.1.2 Selecting and discharging physicians, health care providers, and health care facilities.

3.1.3 Admitting me to or discharging me from hospitals, nursing homes, hospice programs, and other health care facilities.

3.1.4 Requesting, reviewing, and releasing medical records.

3.1.5 Applying for Medicare, Medicaid, and other health care benefits on my behalf.

3.1.6 Making decisions regarding mental health treatment, except as limited by law.

3.1.7 Making decisions regarding the withdrawal or withholding of life-sustaining treatment, including artificial nutrition and hydration, in accordance with my wishes as expressed in this document or my Living Will.

3.1.8 Making anatomical gifts and authorizing an autopsy.

3.1.9 Directing the disposition of my remains.

4. LIMITATIONS ON HEALTH CARE AGENT'S AUTHORITY

4.1 My health care agent shall not have the authority to:

4.1.1 Commit me to a mental health institution or facility for treatment of mental illness, unless authorized under a separate Mental Health Care Power of Attorney.

4.1.2 Consent to psychosurgery, sterilization, or abortion.

4.1.3 Consent to my participation in medical experimentation or research, unless the research offers a direct therapeutic benefit to me.

4.2 Additional limitations: [SPECIFY ANY ADDITIONAL LIMITATIONS OR STATE "NONE"].

5. STATEMENT OF DESIRES

5.1 It is my desire that my health care agent act in accordance with the following wishes:

5.1.1 If I am in a terminal condition, I wish to receive comfort care and pain relief but not life-sustaining treatment that merely prolongs the dying process.

5.1.2 If I am in a persistent vegetative state or an irreversible coma, I wish to receive comfort care and pain relief but not life-sustaining treatment.

5.1.3 If I have an end-stage medical condition, I wish to receive comfort care and pain relief but not life-sustaining treatment.

5.1.4 I wish to donate my organs and tissues as indicated in the Organ Donation Form section of this document.

5.1.5 Other wishes: [SPECIFY ANY OTHER WISHES OR STATE "NONE"].

6. NOMINATION OF GUARDIAN

6.1 If a court determines that a guardian of my person is necessary, I nominate [GUARDIAN FULL NAME], who resides at [GUARDIAN ADDRESS], telephone [GUARDIAN PHONE], to serve as my guardian.

6.2 If [GUARDIAN FULL NAME] is unable, unwilling, or unavailable to serve, I nominate [ALTERNATE GUARDIAN FULL NAME], who resides at [ALTERNATE GUARDIAN ADDRESS], telephone [ALTERNATE GUARDIAN PHONE], to serve as my guardian.

7. REVOCATION OF PRIOR DOCUMENTS

7.1 I revoke all prior Health Care Powers of Attorney, Living Wills, and other advance directives previously executed by me.

8. SIGNATURE AND WITNESSES

8.1 I sign this Health Care Power of Attorney on [DATE], at [CITY], [COUNTY], Arizona.

8.2 My Signature: [SIGNATURE OF PRINCIPAL].

8.3 Printed Name: [FULL LEGAL NAME].

8.4 Witness 1 Signature: [WITNESS 1 SIGNATURE].

8.5 Witness 1 Printed Name: [WITNESS 1 FULL NAME].

8.6 Witness 1 Address: [WITNESS 1 ADDRESS].

8.7 Witness 1 Date: [WITNESS 1 DATE].

8.8 Witness 2 Signature: [WITNESS 2 SIGNATURE].

8.9 Witness 2 Printed Name: [WITNESS 2 FULL NAME].

8.10 Witness 2 Address: [WITNESS 2 ADDRESS].

8.11 Witness 2 Date: [WITNESS 2 DATE].

9. NOTARY ACKNOWLEDGMENT

9.1 State of Arizona, County of [COUNTY].

9.2 This document was acknowledged before me on [DATE] by [FULL LEGAL NAME].

9.3 Notary Public Signature: [NOTARY SIGNATURE].

9.4 Notary Printed Name: [NOTARY FULL NAME].

9.5 Notary Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].

PART II: ARIZONA LIVING WILL

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Living Will.

1. DECLARATION

1.1 If I am in a terminal condition, persistent vegetative state, or irreversible coma, and my attending physician and one other physician have determined that there is no reasonable possibility of my recovery, I direct that my life not be prolonged by life-sustaining treatment.

1.2 I direct 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.

2. SPECIFIC INSTRUCTIONS REGARDING LIFE-SUSTAINING TREATMENT

2.1 Cardiopulmonary Resuscitation (CPR): [INITIAL ONE: I DO WANT / I DO NOT WANT] CPR if my heart stops beating or I stop breathing.

2.2 Mechanical Ventilation: [INITIAL ONE: I DO WANT / I DO NOT WANT] mechanical ventilation if I cannot breathe on my own.

2.3 Artificial Nutrition and Hydration: [INITIAL ONE: I DO WANT / I DO NOT WANT] artificial nutrition and hydration if I cannot eat or drink.

2.4 Dialysis: [INITIAL ONE: I DO WANT / I DO NOT WANT] dialysis if my kidneys fail.

2.5 Antibiotics: [INITIAL ONE: I DO WANT / I DO NOT WANT] antibiotics to treat infection.

2.6 Blood Transfusion: [INITIAL ONE: I DO WANT / I DO NOT WANT] blood transfusion.

2.7 Surgery: [INITIAL ONE: I DO WANT / I DO NOT WANT] surgery.

2.8 Pain Medication: [INITIAL ONE: I DO WANT / I DO NOT WANT] pain medication even if it may hasten my death.

3. PREGNANCY PROVISION

3.1 If I am pregnant, I direct that [SPECIFY INSTRUCTIONS OR STATE "THIS PROVISION DOES NOT APPLY"].

4. ANATOMICAL GIFT PROVISION

4.1 Upon my death, I wish to make the following anatomical gifts: [SPECIFY ORGANS AND TISSUES OR STATE "NONE"].

5. SIGNATURE AND WITNESSES

5.1 I sign this Living Will on [DATE], at [CITY], [COUNTY], Arizona.

5.2 My Signature: [SIGNATURE OF DECLARANT].

5.3 Printed Name: [FULL LEGAL NAME].

5.4 Witness 1 Signature: [WITNESS 1 SIGNATURE].

5.5 Witness 1 Printed Name: [WITNESS 1 FULL NAME].

5.6 Witness 1 Address: [WITNESS 1 ADDRESS].

5.7 Witness 1 Date: [WITNESS 1 DATE].

5.8 Witness 2 Signature: [WITNESS 2 SIGNATURE].

5.9 Witness 2 Printed Name: [WITNESS 2 FULL NAME].

5.10 Witness 2 Address: [WITNESS 2 ADDRESS].

5.11 Witness 2 Date: [WITNESS 2 DATE].

6. NOTARY ACKNOWLEDGMENT

6.1 State of Arizona, County of [COUNTY].

6.2 This document was acknowledged before me on [DATE] by [FULL LEGAL NAME].

6.3 Notary Public Signature: [NOTARY SIGNATURE].

6.4 Notary Printed Name: [NOTARY FULL NAME].

6.5 Notary Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].

PART III: ARIZONA PREHOSPITAL MEDICAL CARE DIRECTIVE

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Prehospital Medical Care Directive.

1. DECLARATION

1.1 If I am in a terminal condition or an end-stage medical condition, I direct that emergency medical services personnel withhold cardiopulmonary resuscitation (CPR) and other life-sustaining treatment.

1.2 I understand that this directive applies only to prehospital emergency care and does not affect care provided in a hospital or health care facility.

2. SPECIFIC INSTRUCTIONS

2.1 Do Not Resuscitate (DNR): [INITIAL ONE: I DO WANT / I DO NOT WANT] CPR if I experience cardiac arrest or respiratory arrest.

2.2 Do Not Intubate (DNI): [INITIAL ONE: I DO WANT / I DO NOT WANT] endotracheal intubation.

2.3 Comfort Care: I direct that I receive comfort care and pain relief.

3. SIGNATURE AND WITNESSES

3.1 I sign this Prehospital Medical Care Directive on [DATE], at [CITY], [COUNTY], Arizona.

3.2 My Signature: [SIGNATURE OF DECLARANT].

3.3 Printed Name: [FULL LEGAL NAME].

3.4 Witness 1 Signature: [WITNESS 1 SIGNATURE].

3.5 Witness 1 Printed Name: [WITNESS 1 FULL NAME].

3.6 Witness 1 Address: [WITNESS 1 ADDRESS].

3.7 Witness 1 Date: [WITNESS 1 DATE].

3.8 Witness 2 Signature: [WITNESS 2 SIGNATURE].

3.9 Witness 2 Printed Name: [WITNESS 2 FULL NAME].

3.10 Witness 2 Address: [WITNESS 2 ADDRESS].

3.11 Witness 2 Date: [WITNESS 2 DATE].

4. NOTARY ACKNOWLEDGMENT

4.1 State of Arizona, County of [COUNTY].

4.2 This document was acknowledged before me on [DATE] by [FULL LEGAL NAME].

4.3 Notary Public Signature: [NOTARY SIGNATURE].

4.4 Notary Printed Name: [NOTARY FULL NAME].

4.5 Notary Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].

PART IV: ARIZONA MENTAL HEALTH CARE POWER OF ATTORNEY

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Mental Health Care Power of Attorney.

1. DESIGNATION OF MENTAL HEALTH CARE AGENT

1.1 Primary Agent: I appoint [AGENT FULL NAME], who resides at [AGENT ADDRESS], telephone [AGENT PHONE], as my mental health care agent.

1.2 Alternate Agent: If my primary agent is unable, unwilling, or unavailable to act, I appoint [ALTERNATE AGENT FULL NAME], who resides at [ALTERNATE AGENT ADDRESS], telephone [ALTERNATE AGENT PHONE], as my alternate mental health care agent.

2. EFFECTIVE DATE AND DURATION

2.1 This Mental Health Care Power of Attorney becomes effective when my attending physician determines that I am unable to make or communicate mental health care decisions for myself.

2.2 This Mental Health Care Power of Attorney remains effective until I revoke it in writing or execute a new Mental Health Care Power of Attorney.

3. AUTHORITY OF MENTAL HEALTH CARE AGENT

3.1 My mental health care agent shall have the authority to make any and all mental health care decisions for me, including but not limited to:

3.1.1 Consenting to or refusing psychiatric evaluation, treatment, and medication.

3.1.2 Admitting me to or discharging me from a mental health facility.

3.1.3 Consenting to or refusing electroconvulsive therapy.

3.1.4 Requesting, reviewing, and releasing mental health records.

3.1.5 Applying for mental health benefits on my behalf.

4. LIMITATIONS ON MENTAL HEALTH CARE AGENT'S AUTHORITY

4.1 My mental health care agent shall not have the authority to:

4.1.1 Consent to psychosurgery.

4.1.2 Consent to sterilization.

4.1.3 Consent to abortion.

4.1.4 Consent to my participation in medical experimentation or research, unless the research offers a direct therapeutic benefit to me.

4.2 Additional limitations: [SPECIFY ANY ADDITIONAL LIMITATIONS OR STATE "NONE"].

5. STATEMENT OF DESIRES

5.1 It is my desire that my mental health care agent act in accordance with the following wishes:

5.1.1 I prefer treatment at [SPECIFY PREFERRED FACILITY OR STATE "NO PREFERENCE"].

5.1.2 I prefer the following medications: [SPECIFY PREFERRED MEDICATIONS OR STATE "NO PREFERENCE"].

5.1.3 I do not want the following medications: [SPECIFY MEDICATIONS TO AVOID OR STATE "NONE"].

5.1.4 Other wishes: [SPECIFY ANY OTHER WISHES OR STATE "NONE"].

6. SIGNATURE AND WITNESSES

6.1 I sign this Mental Health Care Power of Attorney on [DATE], at [CITY], [COUNTY], Arizona.

6.2 My Signature: [SIGNATURE OF PRINCIPAL].

6.3 Printed Name: [FULL LEGAL NAME].

6.4 Witness 1 Signature: [WITNESS 1 SIGNATURE].

6.5 Witness 1 Printed Name: [WITNESS 1 FULL NAME].

6.6 Witness 1 Address: [WITNESS 1 ADDRESS].

6.7 Witness 1 Date: [WITNESS 1 DATE].

6.8 Witness 2 Signature: [WITNESS 2 SIGNATURE].

6.9 Witness 2 Printed Name: [WITNESS 2 FULL NAME].

6.10 Witness 2 Address: [WITNESS 2 ADDRESS].

6.11 Witness 2 Date: [WITNESS 2 DATE].

7. NOTARY ACKNOWLEDGMENT

7.1 State of Arizona, County of [COUNTY].

7.2 This document was acknowledged before me on [DATE] by [FULL LEGAL NAME].

7.3 Notary Public Signature: [NOTARY SIGNATURE].

7.4 Notary Printed Name: [NOTARY FULL NAME].

7.5 Notary Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].

PART V: ARIZONA DO NOT RESUSCITATE ORDER

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Do Not Resuscitate Order.

1. DECLARATION

1.1 I direct that no cardiopulmonary resuscitation (CPR) be performed on me if I experience cardiac arrest or respiratory arrest.

1.2 I understand that this order applies in all health care settings, including hospitals, nursing homes, and prehospital emergency care.

2. PHYSICIAN CERTIFICATION

2.1 I, [PHYSICIAN FULL NAME], a licensed physician in the State of Arizona, certify that [FULL LEGAL NAME] is my patient and has been diagnosed with [DIAGNOSIS].

2.2 I certify that this Do Not Resuscitate Order is medically appropriate for this patient.

2.3 Physician Signature: [PHYSICIAN SIGNATURE].

2.4 Physician Printed Name: [PHYSICIAN FULL NAME].

2.5 Physician License Number: [PHYSICIAN LICENSE NUMBER].

2.6 Date: [DATE].

3. PATIENT OR SURROGATE SIGNATURE

3.1 Patient Signature: [SIGNATURE OF PATIENT].

3.2 Printed Name: [FULL LEGAL NAME].

3.3 Date: [DATE].

3.4 If signed by surrogate, surrogate signature: [SURROGATE SIGNATURE].

3.5 Surrogate Printed Name: [SURROGATE FULL NAME].

3.6 Surrogate Relationship to Patient: [RELATIONSHIP].

3.7 Date: [DATE].

PART VI: ARIZONA ORGAN DONATION FORM

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Organ Donation Form.

1. DECLARATION OF DONATION

1.1 Upon my death, I wish to donate the following organs and tissues: [SPECIFY ORGANS AND TISSUES OR STATE "ANY NEEDED ORGANS AND TISSUES"].

1.2 I wish to donate for the following purposes: [SPECIFY TRANSPLANTATION, THERAPY, RESEARCH, OR EDUCATION].

2. LIMITATIONS

2.1 I do not wish to donate the following organs or tissues: [SPECIFY OR STATE "NONE"].

2.2 Additional limitations: [SPECIFY ANY ADDITIONAL LIMITATIONS OR STATE "NONE"].

3. SIGNATURE AND WITNESSES

3.1 I sign this Organ Donation Form on [DATE], at [CITY], [COUNTY], Arizona.

3.2 My Signature: [SIGNATURE OF DONOR].

3.3 Printed Name: [FULL LEGAL NAME].

3.4 Witness 1 Signature: [WITNESS 1 SIGNATURE].

3.5 Witness 1 Printed Name: [WITNESS 1 FULL NAME].

3.6 Witness 1 Address: [WITNESS 1 ADDRESS].

3.7 Witness 1 Date: [WITNESS 1 DATE].

3.8 Witness 2 Signature: [WITNESS 2 SIGNATURE].

3.9 Witness 2 Printed Name: [WITNESS 2 FULL NAME].

3.10 Witness 2 Address: [WITNESS 2 ADDRESS].

3.11 Witness 2 Date: [WITNESS 2 DATE].

PART VII: ARIZONA PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT

I, [FULL LEGAL NAME], of [CITY], [COUNTY], Arizona, being of sound mind, voluntarily make this Physician Orders for Life-Sustaining Treatment (POLST) form.

1. PATIENT INFORMATION

1.1 Patient Full Legal Name: [FULL LEGAL NAME].

1.2 Date of Birth: [DATE OF BIRTH].

1.3 Address: [PATIENT ADDRESS].

1.4 Telephone: [PATIENT PHONE].

1.5 Medical Record Number: [MEDICAL RECORD NUMBER].

2. CARDIOPULMONARY RESUSCITATION (CPR)

2.1 [INITIAL ONE: Attempt CPR / Do Not Attempt CPR].

2.2 If CPR is attempted, provide the following: [SPECIFY INSTRUCTIONS OR STATE "FULL TREATMENT"].

3. MEDICAL INTERVENTIONS

3.1 [INITIAL ONE: Full Treatment / Selective Treatment / Comfort-Focused Treatment].

3.2 If Selective Treatment, specify: [SPECIFY INSTRUCTIONS].

3.3 If Comfort-Focused Treatment, specify: [SPECIFY INSTRUCTIONS].

4. ARTIFICIALLY ADMINISTERED NUTRITION AND HYDRATION

4.1 [INITIAL ONE: Provide Artificial Nutrition and Hydration / Do Not Provide Artificial Nutrition and Hydration].

4.2 If providing, specify: [SPECIFY INSTRUCTIONS OR STATE "NO LIMITATIONS"].

5. ANTIBIOTICS

5.1 [INITIAL ONE: Use Antibiotics / Do Not Use Antibiotics].

5.2 If using, specify: [SPECIFY INSTRUCTIONS OR STATE "NO LIMITATIONS"].

6. SIGNATURES

6.1 Patient Signature: [SIGNATURE OF PATIENT].

6.2 Printed Name: [FULL LEGAL NAME].

6.3 Date: [DATE].

6.4 Surrogate Signature: [SURROGATE SIGNATURE].

6.5 Surrogate Printed Name: [SURROGATE FULL NAME].

6.6 Surrogate Relationship to Patient: [RELATIONSHIP].

6.7 Date: [DATE].

6.8 Physician Signature: [PHYSICIAN SIGNATURE].

6.9 Physician Printed Name: [PHYSICIAN FULL NAME].

6.10 Physician License Number: [PHYSICIAN LICENSE NUMBER].

6.11 Date: [DATE].

7. REVIEW AND REVISION

7.1 This POLST form was reviewed on [DATE].

7.2 This POLST form was revised on [DATE].

7.3 This POLST form was revoked on [DATE].

8. NOTARY ACKNOWLEDGMENT

8.1 State of Arizona, County of [COUNTY].

8.2 This document was acknowledged before me on [DATE] by [FULL LEGAL NAME].

8.3 Notary Public Signature: [NOTARY SIGNATURE].

8.4 Notary Printed Name: [NOTARY FULL NAME].

8.5 Notary Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].
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