LIVING WILL EXAMPLES AND TEMPLATES

This Living Will Examples and Templates document is provided as a general template and educational reference only. It is not legal advice. Laws governing advance directives vary by state and jurisdiction. Consult a qualified attorney licensed in your jurisdiction before executing this document.

Prepared for: [USER FULL NAME]

Address: [USER STREET ADDRESS]

City, State, ZIP: [USER CITY, STATE, ZIP]

Date Prepared: [DATE PREPARED]

RE: LIVING WILL AND ADVANCE DIRECTIVE FOR [USER FULL NAME]

1. PURPOSE AND USE OF THIS TEMPLATE
1.1 Purpose: This document provides example language and template clauses for a Living Will (also known as an Advance Directive, Declaration, or Directive to Physicians) so that the user may understand common provisions and prepare a document reflecting the user's wishes regarding end-of-life medical care.
1.2 No Legal Advice: This template is not a substitute for legal advice. The user should consult an attorney licensed in [STATE OF RESIDENCE] before signing.
1.3 Jurisdiction Notice: Advance directive statutes differ by state. The user must confirm that the language used complies with the laws of [STATE OF RESIDENCE].
1.4 Execution Requirements: Many jurisdictions require witnesses, a notary public, or both. The user should verify the execution requirements in [STATE OF RESIDENCE].

2. DECLARANT INFORMATION
2.1 Full Legal Name: [USER FULL NAME]
2.2 Date of Birth: [USER DATE OF BIRTH]
2.3 Street Address: [USER STREET ADDRESS]
2.4 City, State, ZIP: [USER CITY, STATE, ZIP]
2.5 Telephone Number: [USER TELEPHONE NUMBER]
2.6 Primary Physician Name: [PRIMARY PHYSICIAN NAME]
2.7 Primary Physician Address and Telephone: [PRIMARY PHYSICIAN ADDRESS AND TELEPHONE]

3. APPOINTMENT OF HEALTH CARE AGENT (OPTIONAL)
3.1 Primary Agent Name: [HEALTH CARE AGENT FULL NAME]
3.2 Primary Agent Relationship to Declarant: [RELATIONSHIP]
3.3 Primary Agent Address: [HEALTH CARE AGENT STREET ADDRESS]
3.4 Primary Agent City, State, ZIP: [HEALTH CARE AGENT CITY, STATE, ZIP]
3.5 Primary Agent Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER]
3.6 Alternate Agent Name: [ALTERNATE HEALTH CARE AGENT FULL NAME]
3.7 Alternate Agent Relationship to Declarant: [RELATIONSHIP]
3.8 Alternate Agent Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS]
3.9 Alternate Agent City, State, ZIP: [ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP]
3.10 Alternate Agent Telephone Number: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]
3.11 Authority of Agent: My agent shall have authority to make health care decisions on my behalf when I am unable to make or communicate those decisions, subject to the limitations stated in this document.

4. DECLARATION OF DESIRES REGARDING END-OF-LIFE CARE
4.1 Statement of Intent: I, [USER FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this declaration to ensure that my wishes regarding medical treatment are known and honored.
4.2 Terminal Condition: If I have a terminal condition and my attending physician and a second physician determine that there is no reasonable medical probability of recovery, I direct that [SPECIFY TREATMENT WISHES, E.G., I RECEIVE COMFORT CARE ONLY / I RECEIVE ALL AVAILABLE TREATMENTS].
4.3 Permanent Unconsciousness: If I am in a persistent vegetative state or permanently unconscious and my attending physician and a second physician determine that there is no reasonable medical probability of regaining consciousness, I direct that [SPECIFY TREATMENT WISHES].
4.4 Incurable and Irreversible Condition: If I have an incurable and irreversible condition that will result in my death within a relatively short time, I direct that [SPECIFY TREATMENT WISHES].

5. SPECIFIC TREATMENT INSTRUCTIONS
5.1 Cardiopulmonary Resuscitation (CPR): [INITIAL ONE: I DO / I DO NOT] consent to cardiopulmonary resuscitation if my heart stops or I stop breathing.
5.2 Mechanical Ventilation: [INITIAL ONE: I DO / I DO NOT] consent to being placed on a mechanical ventilator or respirator.
5.3 Artificial Nutrition and Hydration: [INITIAL ONE: I DO / I DO NOT] consent to artificially administered nutrition and hydration, including feeding tubes and intravenous fluids.
5.4 Dialysis: [INITIAL ONE: I DO / I DO NOT] consent to kidney dialysis.
5.5 Blood Transfusion: [INITIAL ONE: I DO / I DO NOT] consent to blood transfusions.
5.6 Antibiotics: [INITIAL ONE: I DO / I DO NOT] consent to antibiotics for the treatment of infection.
5.7 Surgery: [INITIAL ONE: I DO / I DO NOT] consent to surgical procedures intended to prolong my life.
5.8 Pain Relief and Comfort Care: I direct that I receive medication and treatment necessary to relieve pain and provide comfort, even if such treatment may hasten my death, provided it is not the primary intent to cause death.
5.9 Additional Instructions: [DESCRIBE ANY ADDITIONAL TREATMENT WISHES OR LIMITATIONS]

6. NUTRITION AND HYDRATION PROVISIONS
6.1 General Provision: If I am unable to take food and water by mouth, my wishes regarding artificial nutrition and hydration are as stated in Section 5.3.
6.2 Comfort Feeding: I direct that I be offered food and fluids by mouth for comfort as long as I am able to accept them.
6.3 Exceptions: [DESCRIBE ANY EXCEPTIONS OR CONDITIONS]

7. PAIN RELIEF AND COMFORT CARE
7.1 Comfort Care Priority: I direct that my comfort and dignity be prioritized at all times.
7.2 Palliative Care: I request that palliative care be provided as appropriate, including [SPECIFY PALLIATIVE CARE WISHES].
7.3 Hospice Care: [INITIAL ONE: I DO / I DO NOT] wish to receive hospice care if eligible.
7.4 Location of Care: My preference for the location of my end-of-life care is [SPECIFY, E.G., HOME, HOSPICE FACILITY, HOSPITAL].

8. ANATOMICAL GIFTS (OPTIONAL)
8.1 Organ Donation: [INITIAL ONE: I DO / I DO NOT] wish to donate my organs, tissues, or eyes for transplantation or research.
8.2 Designated Recipient or Organization: [NAME OF ORGANIZATION OR RECIPIENT, IF ANY]
8.3 Limitations: [DESCRIBE ANY LIMITATIONS ON ANATOMICAL GIFTS]

9. MENTAL HEALTH TREATMENT PROVISIONS (OPTIONAL)
9.1 Mental Health Directive: [DESCRIBE WISHES REGARDING MENTAL HEALTH TREATMENT, IF ANY]
9.2 Designated Mental Health Agent: [NAME OF MENTAL HEALTH AGENT, IF ANY]

10. PREGNANCY PROVISION
10.1 Pregnancy: If I am pregnant at the time this directive becomes effective, my wishes are as follows: [SPECIFY WISHES REGARDING TREATMENT DURING PREGNANCY].

11. AGENT'S AUTHORITY AND LIMITATIONS
11.1 Scope of Authority: My agent may consent to or refuse medical treatment on my behalf consistent with this document.
11.2 Limitations: My agent may not authorize [DESCRIBE ANY PROHIBITED ACTIONS, E.G., ADMISSION TO A MENTAL HEALTH FACILITY, ELECTROCONVULSIVE THERAPY, ABORTION, STERILIZATION].
11.3 Access to Records: My agent shall have access to my medical records as necessary to make informed decisions.
11.4 Compensation: My agent shall serve without compensation, except for reimbursement of reasonable expenses.

12. REVOCATION AND AMENDMENT
12.1 Right to Revoke: I may revoke this directive at any time while I am competent by [DESCRIBE REVOCATION METHOD, E.G., WRITTEN REVOCATION, ORAL STATEMENT TO PHYSICIAN, PHYSICAL DESTRUCTION OF DOCUMENT].
12.2 Effect of Revocation: Upon revocation, this directive shall be void and of no further effect.
12.3 Amendment: This directive may be amended only by a written instrument signed by me and executed in accordance with the laws of [STATE OF RESIDENCE].

13. COPIES AND DISTRIBUTION
13.1 Copies: Copies of this directive shall be provided to [LIST RECIPIENTS, E.G., PHYSICIAN, AGENT, FAMILY MEMBERS, HOSPITAL].
13.2 Original Location: The original of this directive shall be kept at [LOCATION OF ORIGINAL].
13.3 Registry: [INITIAL ONE: I DO / I DO NOT] wish to register this directive with a state or national registry.

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

15. GOVERNING LAW
15.1 Governing Law: This directive shall be governed by and interpreted in accordance with the laws of [STATE OF RESIDENCE].

16. SIGNATURE OF DECLARANT
16.1 Signature: ____________________________________________
16.2 Printed Name: [USER FULL NAME]
16.3 Date Signed: [DATE SIGNED]
16.4 City, State: [CITY, STATE OF SIGNING]

17. WITNESS ATTESTATION
17.1 Witness One Printed Name: [WITNESS ONE FULL NAME]
17.2 Witness One Address: [WITNESS ONE ADDRESS]
17.3 Witness One Signature: ____________________________________________
17.4 Witness One Date: [WITNESS ONE DATE]
17.5 Witness Two Printed Name: [WITNESS TWO FULL NAME]
17.6 Witness Two Address: [WITNESS TWO ADDRESS]
17.7 Witness Two Signature: ____________________________________________
17.8 Witness Two Date: [WITNESS TWO DATE]
17.9 Witness Statement: Each witness declares that the declarant signed this directive in the witness's presence, appears to be of sound mind, and is not acting under duress, fraud, or undue influence.

18. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
18.1 State of: [STATE]
18.2 County of: [COUNTY]
18.3 Notary Statement: On [DATE OF NOTARIZATION], before me, [NOTARY PUBLIC NAME], personally appeared [USER FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that they executed the same for the purposes therein contained.
18.4 Notary Signature: ____________________________________________
18.5 Notary Printed Name: [NOTARY PUBLIC NAME]
18.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
18.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
18.8 Notary Seal: [NOTARY SEAL]

19. ADDITIONAL PAGES AND ATTACHMENTS
19.1 Attachment List: [LIST ANY ATTACHMENTS, E.G., ADDITIONAL INSTRUCTIONS, PHYSICIAN'S STATEMENT]
19.2 Number of Attached Pages: [NUMBER OF ATTACHED PAGES]

20. ACKNOWLEDGMENT OF UNDERSTANDING
20.1 Declarant Acknowledgment: I have read this directive, understand its contents, and have had the opportunity to ask questions and consult with [ATTORNEY NAME OR ADVISOR NAME].
20.2 Voluntary Execution: I execute this directive freely and voluntarily.
20.3 Declarant Initials: [DECLARANT INITIALS]
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