ARIZONA HEALTHCARE DIRECTIVE REGISTRY FORMS

ARIZONA DEPARTMENT OF HEALTH SERVICES

BUREAU OF PUBLIC HEALTH STATISTICS

150 NORTH 18TH AVENUE, SUITE 550

PHOENIX, ARIZONA 85007

HEALTHCARE DIRECTIVE REGISTRY

REGISTRATION FORM

SECTION

1. REGISTRANT INFORMATION
1.1 Full Legal Name: [REGISTRANT FULL LEGAL NAME]
1.2 Date of Birth: [REGISTRANT DATE OF BIRTH]
1.3 Arizona Driver License or State Identification Number: [ARIZONA ID NUMBER]
1.4 Social Security Number (last four digits): [LAST FOUR SSN DIGITS]
1.5 Mailing Address: [REGISTRANT MAILING ADDRESS]
1.6 City: [REGISTRANT CITY]
1.7 State: [REGISTRANT STATE]
1.8 Zip Code: [REGISTRANT ZIP CODE]
1.9 Daytime Telephone Number: [REGISTRANT DAYTIME PHONE]
1.10 Evening Telephone Number: [REGISTRANT EVENING PHONE]
1.11 Email Address: [REGISTRANT EMAIL ADDRESS]

SECTION

2. HEALTHCARE POWER OF ATTORNEY
2.1 I hereby designate the following person as my healthcare agent (attorney-in-fact) to make healthcare decisions for me when I am unable to make or communicate those decisions:

Agent Name: [AGENT FULL LEGAL NAME]

Agent Relationship to Registrant: [AGENT RELATIONSHIP]

Agent Mailing Address: [AGENT MAILING ADDRESS]

Agent City: [AGENT CITY]

Agent State: [AGENT STATE]

Agent Zip Code: [AGENT ZIP CODE]

Agent Daytime Telephone Number: [AGENT DAYTIME PHONE]

Agent Evening Telephone Number: [AGENT EVENING PHONE]

Agent Email Address: [AGENT EMAIL ADDRESS]
2.2 If the above-named agent is unable, unwilling, or unavailable to serve, I designate the following alternate healthcare agent:

Alternate Agent Name: [ALTERNATE AGENT FULL LEGAL NAME]

Alternate Agent Relationship to Registrant: [ALTERNATE AGENT RELATIONSHIP]

Alternate Agent Mailing Address: [ALTERNATE AGENT MAILING ADDRESS]

Alternate Agent City: [ALTERNATE AGENT CITY]

Alternate Agent State: [ALTERNATE AGENT STATE]

Alternate Agent Zip Code: [ALTERNATE AGENT ZIP CODE]

Alternate Agent Daytime Telephone Number: [ALTERNATE AGENT DAYTIME PHONE]

Alternate Agent Evening Telephone Number: [ALTERNATE AGENT EVENING PHONE]

Alternate Agent Email Address: [ALTERNATE AGENT EMAIL ADDRESS]
2.3 My healthcare agent shall have the authority to make any and all healthcare decisions on my behalf, including but not limited to the following:

(a) Consent to or refuse medical treatment, surgical procedures, and diagnostic tests.

(b) Select and discharge healthcare providers and facilities.

(c) Authorize the administration of pain relief medication, even if it may hasten my death.

(d) Authorize admission to or discharge from a hospital, nursing home, hospice, or other healthcare facility.

(e) Authorize the withholding or withdrawal of life-sustaining treatment, including artificial nutrition and hydration.

(f) Authorize organ and tissue donation.

(g) Authorize an autopsy.

(h) Authorize the disposition of my remains.

(i) Access my medical records and protected health information as permitted under the Health Insurance Portability and Accountability Act (HIPAA).
2.4 My healthcare agent shall not have the authority to make the following decisions on my behalf: [LIMITATIONS ON AGENT AUTHORITY, IF ANY]

SECTION

3. LIVING WILL
3.1 If I am diagnosed by my attending physician and one other physician as being in a terminal condition, a persistent vegetative state, or an irreversible coma, and there is no reasonable hope of recovery, I direct that the following be withheld or withdrawn:

Initial if applicable: [INITIAL] Artificial nutrition and hydration.

Initial if applicable: [INITIAL] Mechanical ventilation.

Initial if applicable: [INITIAL] Cardiopulmonary resuscitation (CPR).

Initial if applicable: [INITIAL] Dialysis.

Initial if applicable: [INITIAL] Antibiotics.

Initial if applicable: [INITIAL] Blood transfusions.

Initial if applicable: [INITIAL] Surgical procedures.

Initial if applicable: [INITIAL] Other: [OTHER LIFE-SUSTAINING TREATMENT]
3.2 I direct that I be provided with comfort care and pain relief, including the administration of medication, even if it may hasten my death, when I am in a terminal condition, persistent vegetative state, or irreversible coma.
3.3 I direct that my remains be disposed of as follows: [DISPOSITION OF REMAINS INSTRUCTIONS]

SECTION

4. ANATOMICAL GIFTS
4.1 I hereby make the following anatomical gift, effective upon my death:

Initial if applicable: [INITIAL] Any needed organs, tissues, or eyes.

Initial if applicable: [INITIAL] Only the following organs, tissues, or eyes: [SPECIFY ORGANS TISSUES OR EYES]
4.2 My anatomical gift is made to the following recipient:

Initial if applicable: [INITIAL] Any hospital, surgeon, or physician.

Initial if applicable: [INITIAL] The following named hospital, surgeon, or physician: [NAMED RECIPIENT]

Initial if applicable: [INITIAL] A tissue bank or eye bank.

Initial if applicable: [INITIAL] The following named tissue bank or eye bank: [NAMED TISSUE OR EYE BANK]

Initial if applicable: [INITIAL] A specified transplant recipient: [NAMED TRANSPLANT RECIPIENT]
4.3 My anatomical gift shall be used for the following purpose:

Initial if applicable: [INITIAL] Transplantation.

Initial if applicable: [INITIAL] Therapy.

Initial if applicable: [INITIAL] Research.

Initial if applicable: [INITIAL] Education.
4.4 My anatomical gift shall be effectuated by the following person, if I have not designated a healthcare agent or if my healthcare agent is unable or unwilling to serve: [PERSON TO EFFECTUATE ANATOMICAL GIFT]

SECTION

5. PRIMARY PHYSICIAN
5.1 My primary care physician is:

Physician Name: [PRIMARY PHYSICIAN FULL NAME]

Physician Practice or Facility Name: [PRIMARY PHYSICIAN PRACTICE OR FACILITY]

Physician Mailing Address: [PRIMARY PHYSICIAN MAILING ADDRESS]

Physician City: [PRIMARY PHYSICIAN CITY]

Physician State: [PRIMARY PHYSICIAN STATE]

Physician Zip Code: [PRIMARY PHYSICIAN ZIP CODE]

Physician Telephone Number: [PRIMARY PHYSICIAN PHONE]

Physician Fax Number: [PRIMARY PHYSICIAN FAX]

SECTION

6. HIPAA AUTHORIZATION
6.1 I authorize my healthcare agent, alternate healthcare agent, and primary physician to receive and disclose my protected health information as necessary to carry out the provisions of this healthcare directive, in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Arizona law.
6.2 This authorization shall remain in effect until revoked by me in writing or by the terms of this healthcare directive.

SECTION

7. REGISTRY REGISTRATION
7.1 I hereby request that the Arizona Department of Health Services register this healthcare directive in the Arizona Healthcare Directive Registry.
7.2 I understand that registration is voluntary and that the registry serves as a repository for healthcare directives and does not replace the original document.
7.3 I understand that healthcare providers may access the registry to obtain a copy of my healthcare directive.
7.4 I understand that I may revoke my registration at any time by submitting a written request to the Arizona Department of Health Services.
7.5 I understand that the Arizona Department of Health Services does not verify the accuracy or validity of the information submitted.
7.6 I understand that the registry may be accessed by healthcare providers, emergency responders, and other authorized persons.
7.7 I understand that there may be a fee associated with registration or retrieval of documents from the registry.

SECTION

8. REVOCATION OF PRIOR DIRECTIVES
8.1 I hereby revoke all prior healthcare directives, living wills, and healthcare powers of attorney previously executed by me.
8.2 This revocation shall be effective upon the date of execution of this document.

SECTION

9. SIGNATURE OF REGISTRANT
9.1 I have read this healthcare directive and understand its contents. I am at least eighteen (18) years of age and of sound mind. I am voluntarily executing this document.

Registrant Signature: [REGISTRANT SIGNATURE]

Date Signed: [DATE SIGNED]

Printed Name: [REGISTRANT PRINTED NAME]

SECTION

10. WITNESSES
10.1 The registrant has signed this healthcare directive in my presence, and I believe the registrant to be of sound mind and free from duress, fraud, or undue influence.

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Mailing Address: [WITNESS 1 MAILING ADDRESS]

Witness 1 City: [WITNESS 1 CITY]

Witness 1 State: [WITNESS 1 STATE]

Witness 1 Zip Code: [WITNESS 1 ZIP CODE]

Witness 1 Telephone Number: [WITNESS 1 PHONE]

Date: [WITNESS 1 DATE]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Mailing Address: [WITNESS 2 MAILING ADDRESS]

Witness 2 City: [WITNESS 2 CITY]

Witness 2 State: [WITNESS 2 STATE]

Witness 2 Zip Code: [WITNESS 2 ZIP CODE]

Witness 2 Telephone Number: [WITNESS 2 PHONE]

Date: [WITNESS 2 DATE]

SECTION

11. NOTARY ACKNOWLEDGMENT
11.1 State of Arizona

County of [COUNTY NAME]
11.2 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [REGISTRANT PRINTED NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that he/she executed the same for the purposes therein contained.

Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]

Notary Public Commission Number: [NOTARY COMMISSION NUMBER]

Notary Public Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

My commission expires: [NOTARY COMMISSION EXPIRATION DATE]

SECTION

12. REGISTRY OFFICE USE ONLY
12.1 Date Received: [DATE RECEIVED]
12.2 Registry File Number: [REGISTRY FILE NUMBER]
12.3 Registration Expiration Date: [REGISTRATION EXPIRATION DATE]
12.4 Processed By: [REGISTRY STAFF NAME]
12.5 Comments: [REGISTRY COMMENTS]
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