MAINE ADVANCE HEALTH CARE DIRECTIVE

This document is a Maine Advance Health Care Directive, executed pursuant to the Maine Uniform Health Care Decisions Act, Title 18-C, Maine Revised Statutes, Article

5.

I, [FULL LEGAL NAME], being of sound mind and at least 18
years of age, voluntarily make this Advance Health Care Directive to set forth my health care instructions and to appoint a health care agent to make health care decisions for me when I am unable to make or communicate those decisions myself.

PART I: CREATION OF ADVANCE HEALTH CARE DIRECTIVE AND APPOINTMENT OF HEALTH CARE AGENT

1. DESIGNATION OF HEALTH CARE AGENT
1.1 Primary Health Care Agent: I appoint [PRIMARY HEALTH CARE AGENT FULL NAME] as my health care agent.
1.2 Primary Health Care Agent Address: [PRIMARY HEALTH CARE AGENT STREET ADDRESS]
1.3 Primary Health Care Agent City, State, ZIP: [PRIMARY HEALTH CARE AGENT CITY, STATE, ZIP]
1.4 Primary Health Care Agent Home Phone: [PRIMARY HEALTH CARE AGENT HOME PHONE]
1.5 Primary Health Care Agent Mobile Phone: [PRIMARY HEALTH CARE AGENT MOBILE PHONE]
1.6 Primary Health Care Agent Email: [PRIMARY HEALTH CARE AGENT EMAIL]
1.7 First Alternate Health Care Agent: If my primary health care agent is unable, unwilling, or unavailable to serve, I appoint [FIRST ALTERNATE HEALTH CARE AGENT FULL NAME] as my alternate health care agent.
1.8 First Alternate Health Care Agent Address: [FIRST ALTERNATE HEALTH CARE AGENT STREET ADDRESS]
1.9 First Alternate Health Care Agent City, State, ZIP: [FIRST ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP]
1.10 First Alternate Health Care Agent Home Phone: [FIRST ALTERNATE HEALTH CARE AGENT HOME PHONE]
1.11 First Alternate Health Care Agent Mobile Phone: [FIRST ALTERNATE HEALTH CARE AGENT MOBILE PHONE]
1.12 First Alternate Health Care Agent Email: [FIRST ALTERNATE HEALTH CARE AGENT EMAIL]
1.13 Second Alternate Health Care Agent: If neither my primary health care agent nor my first alternate health care agent is able, willing, or available to serve, I appoint [SECOND ALTERNATE HEALTH CARE AGENT FULL NAME] as my second alternate health care agent.
1.14 Second Alternate Health Care Agent Address: [SECOND ALTERNATE HEALTH CARE AGENT STREET ADDRESS]
1.15 Second Alternate Health Care Agent City, State, ZIP: [SECOND ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP]
1.16 Second Alternate Health Care Agent Home Phone: [SECOND ALTERNATE HEALTH CARE AGENT HOME PHONE]
1.17 Second Alternate Health Care Agent Mobile Phone: [SECOND ALTERNATE HEALTH CARE AGENT MOBILE PHONE]
1.18 Second Alternate Health Care Agent Email: [SECOND ALTERNATE HEALTH CARE AGENT EMAIL]

2. AUTHORITY OF MY HEALTH CARE AGENT
2.1 General Grant of Authority: I authorize my health care agent to make any and all health care decisions for me, including decisions to consent to, refuse, or withdraw any health care treatment, service, or procedure, when I am unable to make or communicate my own health care decisions.
2.2 Authority Regarding Health Care Providers and Facilities: I authorize my health care agent to select, employ, discharge, and communicate with physicians, nurses, and other health care providers and to admit me to or discharge me from hospitals, nursing homes, hospice programs, assisted living facilities, or other health care facilities.
2.3 Authority Regarding Medical Records: I authorize my health care agent to request, receive, review, and disclose my protected health information and medical records to the extent necessary to make health care decisions for me, subject to applicable law including the Health Insurance Portability and Accountability Act (HIPAA).
2.4 Authority Regarding Organ Donation: I authorize my health care agent to make decisions regarding the donation of my organs, tissues, or eyes, subject to any limitations I have stated in Part III of this document.
2.5 Authority Regarding Autopsy: I authorize my health care agent to consent to or refuse an autopsy of my body, subject to applicable law.
2.6 Authority Regarding Disposition of Remains: I authorize my health care agent to make decisions concerning the disposition of my remains, including funeral arrangements, burial, cremation, and related matters, subject to any written instructions I have provided.
2.7 Authority Regarding Mental Health Treatment: I authorize my health care agent to make decisions regarding mental health treatment, including admission to a mental health facility, to the extent permitted by Maine law.
2.8 Authority Regarding Pain Relief: I authorize my health care agent to request and consent to the administration of medication or other treatment to relieve my pain, even if such treatment may hasten my death, provided that the primary intent is to relieve pain and not to cause death.
2.9 Limitations on Authority: My health care agent may not exercise authority that I have expressly withheld in Part III of this document, and may not consent to any act or omission that is prohibited by law.

3. WHEN MY HEALTH CARE AGENT'S AUTHORITY BEGINS
3.1 Determination of Incapacity: My health care agent's authority to make health care decisions for me becomes effective when my attending physician and one other physician, or my attending physician and a licensed psychologist or psychiatrist, determine that I am unable to make or communicate health care decisions. This determination must be documented in my medical record.
3.2 Duration of Authority: Once effective, my health care agent's authority continues until I regain the ability to make and communicate health care decisions, or until my death, unless I revoke this document or the authority is otherwise terminated by law.
3.3 Temporary Incapacity: If I am temporarily unable to make or communicate health care decisions but am expected to regain that ability, my health care agent's authority is limited to the period of temporary incapacity and to decisions reasonably necessary during that period.

4. NOMINATION OF GUARDIAN
4.1 Nomination: If a court finds that I need a guardian of my person, I nominate my health care agent then serving, or if none is serving, [NOMINATED GUARDIAN FULL NAME], as guardian of my person.
4.2 Nominated Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS]
4.3 Nominated Guardian City, State, ZIP: [NOMINATED GUARDIAN CITY, STATE, ZIP]
4.4 Nominated Guardian Phone: [NOMINATED GUARDIAN PHONE]
4.5 Effect of Nomination: This nomination is a statement of my preference and is not binding on a court, but I request that any court give it serious consideration.

PART II: HEALTH CARE INSTRUCTIONS

5. INSTRUCTIONS REGARDING END-OF-LIFE CARE
5.1 Terminal Condition: If I have a terminal condition, meaning an incurable and irreversible condition that, without the administration of life-sustaining treatment, will, in the opinion of my attending physician, result in death within a relatively short time, I direct the following:

5.1.1 I [INITIAL ONE: WANT / DO NOT WANT] life-sustaining treatment to be withheld or withdrawn.

5.1.2 I [INITIAL ONE: WANT / DO NOT WANT] to receive treatment for pain and discomfort, even if it may hasten my death.

5.1.3 I [INITIAL ONE: WANT / DO NOT WANT] to receive artificially administered nutrition and hydration.

5.1.4 I [INITIAL ONE: WANT / DO NOT WANT] to receive cardiopulmonary resuscitation (CPR) if my heart stops.

5.1.5 I [INITIAL ONE: WANT / DO NOT WANT] to be placed on a mechanical ventilator if I cannot breathe on my own.

5.1.6 I [INITIAL ONE: WANT / DO NOT WANT] to receive dialysis if my kidneys fail.

5.1.7 I [INITIAL ONE: WANT / DO NOT WANT] to receive antibiotics if I develop an infection.
5.2 Persistent Vegetative State or Permanently Unconscious State: If I am in a persistent vegetative state or a permanently unconscious state, as determined by my attending physician and one other physician, I direct the following:

5.2.1 I [INITIAL ONE: WANT / DO NOT WANT] life-sustaining treatment to be withheld or withdrawn.

5.2.2 I [INITIAL ONE: WANT / DO NOT WANT] to receive artificially administered nutrition and hydration.

5.2.3 I [INITIAL ONE: WANT / DO NOT WANT] to receive treatment for pain and discomfort.
5.3 Advanced Progressive Illness: If I have an advanced progressive illness such as advanced cancer, advanced heart disease, advanced lung disease, or advanced dementia, and my attending physician determines that I am unlikely to recover, I direct the following:

5.3.1 I [INITIAL ONE: WANT / DO NOT WANT] to receive life-sustaining treatment.

5.3.2 I [INITIAL ONE: WANT / DO NOT WANT] to receive artificially administered nutrition and hydration.

5.3.3 I [INITIAL ONE: WANT / DO NOT WANT] to receive treatment for pain and discomfort.
5.4 Additional Instructions Regarding End-of-Life Care: [ADDITIONAL INSTRUCTIONS REGARDING END-OF-LIFE CARE]

6. INSTRUCTIONS REGARDING ARTIFICIALLY ADMINISTERED NUTRITION
AND HYDRATION
6.1 General Instruction: I understand that artificially administered nutrition and hydration may be provided through a feeding tube, intravenous line, or other medical means. My instructions regarding artificially administered nutrition and hydration are as follows:

6.1.1 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] artificially administered nutrition and hydration.

6.1.2 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] artificially administered nutrition and hydration.

6.1.3 If I have an advanced progressive illness: I [INITIAL ONE: WANT / DO NOT WANT] artificially administered nutrition and hydration.

6.1.4 If I am unable to eat or drink due to a temporary condition from which I am expected to recover: I [INITIAL ONE: WANT / DO NOT WANT] artificially administered nutrition and hydration.
6.2 Additional Instructions Regarding Nutrition and Hydration: [ADDITIONAL INSTRUCTIONS REGARDING NUTRITION AND HYDRATION]

7. INSTRUCTIONS REGARDING PAIN RELIEF AND COMFORT CARE
7.1 General Instruction: I direct that I receive medication and other treatment to relieve pain and discomfort, even if such treatment may hasten my death, provided that the primary intent is to relieve pain and not to cause death.
7.2 Comfort Care: I [INITIAL ONE: WANT / DO NOT WANT] to receive comfort care, including but not limited to pain medication, positioning, hygiene, and emotional support, even if such care may hasten my death.
7.3 Hospice Care: I [INITIAL ONE: WANT / DO NOT WANT] to receive hospice care if I am eligible.
7.4 Additional Instructions Regarding Pain Relief and Comfort Care: [ADDITIONAL INSTRUCTIONS REGARDING PAIN RELIEF AND COMFORT CARE]

8. INSTRUCTIONS REGARDING CARDIOPULMONARY RESUSCITATION (CPR)
8.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive cardiopulmonary resuscitation (CPR) if my heart stops or I stop breathing.
8.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive CPR.
8.3 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] to receive CPR.
8.4 Additional Instructions Regarding CPR: [ADDITIONAL INSTRUCTIONS REGARDING CPR]

9. INSTRUCTIONS REGARDING MECHANICAL VENTILATION
9.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive mechanical ventilation if I cannot breathe on my own.
9.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive mechanical ventilation.
9.3 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] to receive mechanical ventilation.
9.4 Additional Instructions Regarding Mechanical Ventilation: [ADDITIONAL INSTRUCTIONS REGARDING MECHANICAL VENTILATION]

10. INSTRUCTIONS REGARDING DIALYSIS
10.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive dialysis if my kidneys fail.
10.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive dialysis.
10.3 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] to receive dialysis.
10.4 Additional Instructions Regarding Dialysis: [ADDITIONAL INSTRUCTIONS REGARDING DIALYSIS]

11. INSTRUCTIONS REGARDING ANTIBIOTICS
11.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive antibiotics if I develop an infection.
11.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive antibiotics.
11.3 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] to receive antibiotics.
11.4 Additional Instructions Regarding Antibiotics: [ADDITIONAL INSTRUCTIONS REGARDING ANTIBIOTICS]

12. INSTRUCTIONS REGARDING BLOOD TRANSFUSION
12.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive blood transfusions.
12.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive blood transfusions.
12.3 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] to receive blood transfusions.
12.4 Additional Instructions Regarding Blood Transfusion: [ADDITIONAL INSTRUCTIONS REGARDING BLOOD TRANSFUSION]

13. INSTRUCTIONS REGARDING SURGERY AND OTHER MEDICAL PROCEDURES
13.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive surgery or other medical procedures that my health care agent and attending physician determine to be in my best interest.
13.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive surgery or other medical procedures.
13.3 If I am in a persistent vegetative state or permanently unconscious state: I [INITIAL ONE: WANT / DO NOT WANT] to receive surgery or other medical procedures.
13.4 Additional Instructions Regarding Surgery and Other Medical Procedures: [ADDITIONAL INSTRUCTIONS REGARDING SURGERY AND OTHER MEDICAL PROCEDURES]

14. INSTRUCTIONS REGARDING MENTAL HEALTH TREATMENT
14.1 General Instruction: I [INITIAL ONE: WANT / DO NOT WANT] to receive mental health treatment, including but not limited to psychotherapy, medication, and hospitalization, when my health care agent determines such treatment is in my best interest.
14.2 If I have a terminal condition: I [INITIAL ONE: WANT / DO NOT WANT] to receive mental health treatment.
14.3 Additional Instructions Regarding Mental Health Treatment: [ADDITIONAL INSTRUCTIONS REGARDING MENTAL HEALTH TREATMENT]

15. INSTRUCTIONS REGARDING PREGNANCY
15.1 If I am pregnant at the time I become unable to make or communicate health care decisions, I direct the following:

15.1.1 I [INITIAL ONE: WANT / DO NOT WANT] life-sustaining treatment to be provided or continued for the benefit of my fetus.

15.1.2 I [INITIAL ONE: WANT / DO NOT WANT] artificially administered nutrition and hydration to be provided or continued for the benefit of my fetus.

15.1.3 Additional Instructions Regarding Pregnancy: [ADDITIONAL INSTRUCTIONS REGARDING PREGNANCY]

16. ADDITIONAL HEALTH CARE INSTRUCTIONS
16.1 I provide the following additional health care instructions: [ADDITIONAL HEALTH CARE INSTRUCTIONS]
16.2 I provide the following instructions regarding specific treatments or conditions not otherwise addressed in this document: [INSTRUCTIONS REGARDING SPECIFIC TREATMENTS OR CONDITIONS]

PART III: LIMITATIONS, REVOCATION, AND OTHER PROVISIONS

17. LIMITATIONS ON MY HEALTH CARE AGENT'S AUTHORITY
17.1 I specifically withhold from my health care agent the authority to make the following decisions: [DECISIONS WITHHELD FROM HEALTH CARE AGENT]
17.2 I specifically limit my health care agent's authority in the following ways: [LIMITATIONS ON HEALTH CARE AGENT AUTHORITY]

18. REVOCATION OF PRIOR DOCUMENTS
18.1 I revoke any and all prior advance health care directives, living wills, durable powers of attorney for health care, and other similar documents previously executed by me.
18.2 This revocation is effective as of the date of execution of this document.

19. REVOCATION OF THIS DOCUMENT
19.1 I may revoke this document at any time while I am able to make and communicate health care decisions.
19.2 Revocation may be made by any of the following methods:

19.2.1 By executing a subsequent advance health care directive that expressly revokes this document.

19.2.2 By physically destroying this document with the intent to revoke it.

19.2.3 By orally expressing my intent to revoke this document in the presence of a witness who is 18 years of age or older.

19.2.4 By any other method permitted by Maine law.

20. NOMINATION OF HEALTH CARE AGENT AS PERSONAL REPRESENTATIVE
20.1 I nominate my health care agent then serving as the personal representative of my estate, if a personal representative is needed, unless I have executed a will or other document naming a different personal representative.

21. ANATOMICAL GIFT INSTRUCTIONS
21.1 I [INITIAL ONE: WANT / DO NOT WANT] to make an anatomical gift of any or all of my organs, tissues, or eyes upon my death.
21.2 If I want to make an anatomical gift, my instructions are as follows: [ANATOMICAL GIFT INSTRUCTIONS]
21.3 I [INITIAL ONE: WANT / DO NOT WANT] my health care agent to have the authority to make anatomical gift decisions on my behalf.

22. AUTOPSY INSTRUCTIONS
22.1 I [INITIAL ONE: WANT / DO NOT WANT] an autopsy to be performed on my body after my death.
22.2 If I want an autopsy, my instructions are as follows: [AUTOPSY INSTRUCTIONS]
22.3 I [INITIAL ONE: WANT / DO NOT WANT] my health care agent to have the authority to consent to or refuse an autopsy on my behalf.

23. DISPOSITION OF REMAINS INSTRUCTIONS
23.1 I [INITIAL ONE: WANT / DO NOT WANT] my health care agent to have the authority to make decisions concerning the disposition of my remains.
23.2 My instructions regarding the disposition of my remains are as follows: [DISPOSITION OF REMAINS INSTRUCTIONS]

24. HIPAA AUTHORIZATION
24.1 I authorize my health care agent to request, receive, review, and disclose my protected health information and medical records to the extent necessary to make health care decisions for me, subject to applicable law including the Health Insurance Portability and Accountability Act (HIPAA).
24.2 This authorization is intended to comply with HIPAA and its implementing regulations.
24.3 This authorization remains effective until my death or until I revoke it in writing, whichever occurs first.

25. SEVERABILITY
25.1 If any provision of this document is held to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

26. GOVERNING LAW
26.1 This document shall be governed by and construed in accordance with the laws of the State of Maine.

27. COPIES
27.1 A copy of this document shall have the same force and effect as the original.
27.2 I direct that a copy of this document be given to my health care agent, my alternate health care agents, my attending physician, and any health care facility to which I am admitted.

PART IV: EXECUTION AND SIGNATURES

28. SIGNATURE OF PRINCIPAL
28.1 I, [FULL LEGAL NAME], the principal, sign this Advance Health Care Directive on this [DAY] day of [MONTH], [YEAR].
28.2 Signature of Principal: [SIGNATURE OF PRINCIPAL]
28.3 Printed Name of Principal: [FULL LEGAL NAME]
28.4 Principal Street Address: [PRINCIPAL STREET ADDRESS]
28.5 Principal City, State, ZIP: [PRINCIPAL CITY, STATE, ZIP]
28.6 Principal Date of Birth: [PRINCIPAL DATE OF BIRTH]
28.7 Principal Phone: [PRINCIPAL PHONE]

29. WITNESSES
29.1 I declare that the principal is personally known to me, that the principal signed this Advance Health Care Directive in my presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence, and that I am at least 18 years of age.
29.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
29.3 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]
29.4 Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]
29.5 Witness 1 City, State, ZIP: [WITNESS 1 CITY, STATE, ZIP]
29.6 Witness 1 Phone: [WITNESS 1 PHONE]
29.7 Witness 1 Date: [WITNESS 1 DATE]
29.8 Witness 2 Signature: [WITNESS 2 SIGNATURE]
29.9 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]
29.10 Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]
29.11 Witness 2 City, State, ZIP: [WITNESS 2 CITY, STATE, ZIP]
29.12 Witness 2 Phone: [WITNESS 2 PHONE]
29.13 Witness 2 Date: [WITNESS 2 DATE]

30. NOTARY ACKNOWLEDGMENT
30.1 State of Maine
30.2 County of [COUNTY]
30.3 This document was acknowledged before me on this [DAY] day of [MONTH], [YEAR], by [FULL LEGAL NAME], the principal, who is personally known to me or who produced satisfactory identification.
30.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
30.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
30.6 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]
30.7 Notary Public Seal: [NOTARY PUBLIC SEAL]

PART V: HEALTH CARE AGENT ACCEPTANCE

31. ACCEPTANCE BY HEALTH CARE AGENT
31.1 I, [PRIMARY HEALTH CARE AGENT FULL NAME], have read this Advance Health Care Directive and accept the appointment as health care agent for [FULL LEGAL NAME].
31.2 Signature of Primary Health Care Agent: [PRIMARY HEALTH CARE AGENT SIGNATURE]
31.3 Date: [PRIMARY HEALTH CARE AGENT ACCEPTANCE DATE]

32. ACCEPTANCE BY FIRST ALTERNATE HEALTH CARE AGENT
32.1 I, [FIRST ALTERNATE HEALTH CARE AGENT FULL NAME], have read this Advance Health Care Directive and accept the appointment as first alternate health care agent for [FULL LEGAL NAME].
32.2 Signature of First Alternate Health Care Agent: [FIRST ALTERNATE HEALTH CARE AGENT SIGNATURE]
32.3 Date: [FIRST ALTERNATE HEALTH CARE AGENT ACCEPTANCE DATE]

33. ACCEPTANCE BY SECOND ALTERNATE HEALTH CARE AGENT
33.1 I, [SECOND ALTERNATE HEALTH CARE AGENT FULL NAME], have read this Advance Health Care Directive and accept the appointment as second alternate health care agent for [FULL LEGAL NAME].
33.2 Signature of Second Alternate Health Care Agent: [SECOND ALTERNATE HEALTH CARE AGENT SIGNATURE]
33.3 Date: [SECOND ALTERNATE HEALTH CARE AGENT ACCEPTANCE DATE]

PART VI: IMPORTANT INFORMATION FOR HEALTH CARE PROVIDERS

34. NOTICE TO HEALTH CARE PROVIDERS
34.1 This document is a Maine Advance Health Care Directive executed pursuant to the Maine Uniform Health Care Decisions Act, Title 18-C, Maine Revised Statutes, Article

5.
34.2 Health care providers should follow the instructions in
this document and should contact the health care agent named in this document when the principal is unable to make or communicate health care decisions.
34.3 A copy of this document shall have the same force and effect as the original.
34.4 If any provision of this document is unclear or appears to conflict with applicable law, health care providers should consult with the health care agent and legal counsel as appropriate.

35. DISTRIBUTION OF COPIES
35.1 I have given a copy of this document to the following persons:

35.1.1 [NAME OF PERSON RECEIVING COPY 1]

35.1.2 [NAME OF PERSON RECEIVING COPY 2]

35.1.3 [NAME OF PERSON RECEIVING COPY 3]

35.1.4 [NAME OF PERSON RECEIVING COPY 4]
35.2 I have given a copy of this document to the following health care providers or facilities:

35.2.1 [NAME OF HEALTH CARE PROVIDER OR FACILITY 1]

35.2.2 [NAME OF HEALTH CARE PROVIDER OR FACILITY 2]

35.2.3 [NAME OF HEALTH CARE PROVIDER OR FACILITY 3]

36. ADDITIONAL PAGES
36.1 Additional pages attached to this document, if any, are incorporated by reference and are identified as follows: [DESCRIPTION OF ADDITIONAL PAGES]

37. DECLARATION OF PRINCIPAL
37.1 I have read this Advance Health Care Directive, and I understand its contents. I am of sound mind and I am voluntarily executing this document. I have had the opportunity to ask questions and to consult with persons of my choosing, including legal counsel and health care providers, before signing this document.
37.2 Signature of Principal: [SIGNATURE OF PRINCIPAL]
37.3 Date: [DATE OF SIGNATURE]
37.4 Printed Name of Principal: [FULL LEGAL NAME]
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