ARIZONA LIVING WILL FORMS

ARIZONA LIVING WILL AND HEALTH CARE DIRECTIVE

This document is a legally binding directive under Arizona Revised Statutes Title 36, Chapter

32.

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

My date of birth is [DATE OF BIRTH].

My address is [STREET ADDRESS].

[CITY], [STATE], [ZIP CODE].

My telephone number is [TELEPHONE NUMBER].

My primary physician is [PRIMARY PHYSICIAN NAME].

My physician's telephone number is [PHYSICIAN TELEPHONE NUMBER].

1. DECLARATION AND PURPOSE
1.1 Declaration: I declare that this document is my Living Will and Health Care Directive, made pursuant to Arizona Revised Statutes Sections 36-3201 through 36-3206.
1.2 Purpose: The purpose of this document is to communicate my wishes regarding medical treatment and to appoint a health care agent to make decisions on my behalf if I am unable to do so.
1.3 Effective Date: This document becomes effective when I am unable to make or communicate my own health care decisions, as determined by my attending physician.
1.4 Revocation: I may revoke this document at any time while I have the capacity to do so, in writing, by oral statement, or by any other act evidencing a specific intent to revoke.

2. DESIGNATION OF HEALTH CARE AGENT
2.1 Primary Agent: I designate [PRIMARY AGENT FULL NAME] as my health care agent.
2.2 Primary Agent Address: [PRIMARY AGENT STREET ADDRESS].
2.3 Primary Agent City, State, ZIP: [PRIMARY AGENT CITY], [PRIMARY AGENT STATE], [PRIMARY AGENT ZIP CODE].
2.4 Primary Agent Telephone: [PRIMARY AGENT TELEPHONE NUMBER].
2.5 Alternate Agent: If my primary agent is unable, unwilling, or unavailable to serve, I designate [ALTERNATE AGENT FULL NAME] as my alternate health care agent.
2.6 Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS].
2.7 Alternate Agent City, State, ZIP: [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP CODE].
2.8 Alternate Agent Telephone: [ALTERNATE AGENT TELEPHONE NUMBER].
2.9 Agent Authority: My agent shall have the authority to make any and all health care decisions for me, including the decision to withhold or withdraw life-sustaining treatment, consistent with my wishes as expressed in this document.
2.10 Agent Not Liable: My agent shall not be liable for any act or omission made in good faith while acting under this document.

3. WHEN THIS DOCUMENT TAKES EFFECT
3.1 Incapacity Determination: This document takes effect when my attending physician and one other physician determine that I lack the capacity to make or communicate health care decisions.
3.2 Duration of Incapacity: My agent's authority continues during any period of incapacity and ends when I regain capacity, unless I have revoked this document.
3.3 Regaining Capacity: If I regain capacity, I may make my own health care decisions, and my agent's authority shall be suspended.

4. LIFE-SUSTAINING TREATMENT
4.1 Withholding or Withdrawing Treatment: If I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition, I direct that life-sustaining treatment be withheld or withdrawn, except as necessary for comfort care or pain relief.
4.2 Definition of Terminal Condition: A terminal condition is an incurable and irreversible condition that will result in death within a relatively short time.
4.3 Definition of Persistent Vegetative State: A persistent vegetative state is a permanent and irreversible loss of consciousness with no behavioral evidence of awareness.
4.4 Definition of End-Stage Condition: An end-stage condition is an irreversible condition caused by injury, disease, or illness that results in severe and permanent deterioration, with no reasonable hope of recovery.
4.5 Comfort Care: I direct that I receive comfort care, including pain relief, oral hygiene, and other measures to keep me comfortable, even if such measures may hasten my death.
4.6 Artificial Nutrition and Hydration: I direct that artificial nutrition and hydration be [WITHHELD OR WITHDRAWN / PROVIDED] if I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition.
4.7 Cardiopulmonary Resuscitation: I direct that cardiopulmonary resuscitation be [WITHHELD / PROVIDED] if I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition.
4.8 Mechanical Ventilation: I direct that mechanical ventilation be [WITHHELD / WITHDRAWN / PROVIDED] if I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition.
4.9 Dialysis: I direct that dialysis be [WITHHELD / WITHDRAWN / PROVIDED] if I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition.
4.10 Antibiotics: I direct that antibiotics be [WITHHELD / WITHDRAWN / PROVIDED] if I have a terminal condition, an irreversible coma, a persistent vegetative state, or an end-stage condition.

5. PAIN RELIEF
5.1 Pain Management: I direct that I be given medication and treatment to relieve pain, even if such medication or treatment may hasten my death.
5.2 Comfort Measures: I direct that all comfort measures be provided to me, including but not limited to positioning, hygiene, and emotional support.

6. PREGNANCY
6.1 Effect of Pregnancy: If I am pregnant at the time this document becomes effective, I direct that [MY WISHES REGARDING LIFE-SUSTAINING TREATMENT DURING PREGNANCY].
6.2 Arizona Law: I understand that Arizona law may limit the withholding or withdrawal of life-sustaining treatment if I am pregnant.

7. ANATOMICAL GIFTS
7.1 Organ Donation: Upon my death, I direct that my organs and tissues be [DONATED / NOT DONATED] for transplantation, therapy, research, or education.
7.2 Specific Organs: If I choose to donate, I specifically donate [SPECIFIC ORGANS OR TISSUES, OR "ALL ORGANS AND TISSUES"].
7.3 Purpose of Donation: My donation is for [TRANSPLANTATION / THERAPY / RESEARCH / EDUCATION].

8. MENTAL HEALTH TREATMENT
8.1 Mental Health Directive: If I become incapacitated due to a mental health condition, I direct that [MY WISHES REGARDING MENTAL HEALTH TREATMENT].
8.2 Psychiatric Advance Directive: I [HAVE / HAVE NOT] executed a separate psychiatric advance directive.

9. AUTOPSY
9.1 Autopsy: I [CONSENT / DO NOT CONSENT] to an autopsy upon my death.
9.2 Limitations: If I consent, I limit the autopsy to [SPECIFIC LIMITATIONS, OR "NO LIMITATIONS"].

10. DISPOSITION OF REMAINS
10.1 Disposition: I direct that my remains be disposed of by [BURIAL / CREMATION / OTHER METHOD].
10.2 Location: I direct that my remains be [BURIED AT / SCATTERED AT / PLACED AT] [LOCATION OR CEMETERY NAME].
10.3 Funeral Home: I prefer [FUNERAL HOME NAME] to handle my final arrangements.

11. NOMINATION OF GUARDIAN
11.1 Guardian: If a guardian is needed for my person, I nominate [GUARDIAN FULL NAME] as my guardian.
11.2 Guardian Address: [GUARDIAN STREET ADDRESS].
11.3 Guardian City, State, ZIP: [GUARDIAN CITY], [GUARDIAN STATE], [GUARDIAN ZIP CODE].
11.4 Guardian Telephone: [GUARDIAN TELEPHONE NUMBER].
11.5 Alternate Guardian: If my nominated guardian is unable or unwilling to serve, I nominate [ALTERNATE GUARDIAN FULL NAME] as my alternate guardian.
11.6 Alternate Guardian Address: [ALTERNATE GUARDIAN STREET ADDRESS].
11.7 Alternate Guardian City, State, ZIP: [ALTERNATE GUARDIAN CITY], [ALTERNATE GUARDIAN STATE], [ALTERNATE GUARDIAN ZIP CODE].
11.8 Alternate Guardian Telephone: [ALTERNATE GUARDIAN TELEPHONE NUMBER].

12. HIPAA AUTHORIZATION
12.1 Authorization: I authorize my health care agent, my physicians, and other health care providers to disclose my protected health information to the extent necessary to carry out the provisions of this document.
12.2 HIPAA Compliance: This authorization is intended to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulations.
12.3 Duration: This authorization remains in effect until I revoke it in writing or until my death, whichever occurs first.

13. PRIOR DIRECTIVES
13.1 Revocation of Prior Directives: I revoke any prior living will, health care power of attorney, or advance directive I have executed.
13.2 Conflict: If there is any conflict between this document and any prior directive, this document shall control.

14. SEverability
14.1 Severability: If any provision of this document is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

15. GOVERNING LAW
15.1 Governing Law: This document shall be governed by and construed in accordance with the laws of the State of Arizona.

16. WITNESSES
16.1 Witness Requirement: This document is signed in the presence of the following witnesses, who are at least eighteen years of age and not related to me by blood, marriage, or adoption, and who are not my health care agent or a person who would be entitled to any portion of my estate.
16.2 Witness One Name: [WITNESS ONE FULL NAME].
16.3 Witness One Address: [WITNESS ONE STREET ADDRESS].
16.4 Witness One City, State, ZIP: [WITNESS ONE CITY], [WITNESS ONE STATE], [WITNESS ONE ZIP CODE].
16.5 Witness One Signature: [WITNESS ONE SIGNATURE].
16.6 Witness One Date: [WITNESS ONE DATE].
16.7 Witness Two Name: [WITNESS TWO FULL NAME].
16.8 Witness Two Address: [WITNESS TWO STREET ADDRESS].
16.9 Witness Two City, State, ZIP: [WITNESS TWO CITY], [WITNESS TWO STATE], [WITNESS TWO ZIP CODE].
16.10 Witness Two Signature: [WITNESS TWO SIGNATURE].
16.11 Witness Two Date: [WITNESS TWO DATE].

17. NOTARY ACKNOWLEDGMENT
17.1 Notary Requirement: This document may be acknowledged before a notary public in addition to being witnessed.
17.2 State of Arizona: State of Arizona.
17.3 County of: County of [COUNTY NAME].
17.4 Acknowledgment: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [FULL LEGAL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this document, and acknowledged that they executed it for the purposes therein contained.
17.5 Notary Signature: [NOTARY PUBLIC SIGNATURE].
17.6 Notary Name: [NOTARY PUBLIC NAME].
17.7 Notary Commission Expiration: [NOTARY COMMISSION EXPIRATION DATE].
17.8 Notary Seal: [NOTARY SEAL].

18. SIGNATURE OF DECLARANT
18.1 Signature: I have read this document, and I understand its contents. I sign it voluntarily and free from duress.
18.2 Declarant Signature: [DECLARANT SIGNATURE].
18.3 Declarant Name: [FULL LEGAL NAME].
18.4 Date Signed: [DATE SIGNED].

19. AGENT ACCEPTANCE
19.1 Primary Agent Acceptance: I, [PRIMARY AGENT FULL NAME], accept the designation as health care agent and agree to act in accordance with the wishes of the declarant as expressed in this document.
19.2 Primary Agent Signature: [PRIMARY AGENT SIGNATURE].
19.3 Primary Agent Date: [PRIMARY AGENT DATE].
19.4 Alternate Agent Acceptance: I, [ALTERNATE AGENT FULL NAME], accept the designation as alternate health care agent and agree to act in accordance with the wishes of the declarant as expressed in this document.
19.5 Alternate Agent Signature: [ALTERNATE AGENT SIGNATURE].
19.6 Alternate Agent Date: [ALTERNATE AGENT DATE].

20. COPIES
20.1 Copies: A photocopy or electronic copy of this document shall have the same force and effect as the original.
20.2 Distribution: I have provided copies of this document to my health care agent, my alternate agent, my primary physician, and [OTHER RECIPIENTS].

21. ADDITIONAL INSTRUCTIONS
21.1 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR "NONE"].

22. DECLARANT STATEMENT
22.1 Statement: I have carefully read this document and understand its contents. I am emotionally and mentally competent to make this Living Will and Health Care Directive. I understand that I may revoke it at any time. I understand that this document does not affect my responsibility for the cost of my medical care.
22.2 Declarant Signature: [DECLARANT SIGNATURE].
22.3 Declarant Name: [FULL LEGAL NAME].
22.4 Date: [DATE].
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