MAINE ARTIFICIAL NUTRITION AND HYDRATION DIRECTIVE

This document is a Maine Advance Health Care Directive for Artificial Nutrition and Hydration.

I, [DECLARANT FULL NAME], being of sound mind and at least 18 years of age, voluntarily make this directive to govern the provision or withholding of artificial nutrition and hydration in the event I lack capacity to make or communicate health care decisions.

My address is:

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP]

My date of birth is:

[DECLARANT DATE OF BIRTH]

My telephone number is:

[DECLARANT TELEPHONE NUMBER]

RE: Maine Artificial Nutrition and Hydration Directive

1. DESIGNATION OF HEALTH CARE AGENT

1.1 Agent Name:

[HEALTH CARE AGENT FULL NAME]

1.2 Agent Address:

[HEALTH CARE AGENT STREET ADDRESS]

[HEALTH CARE AGENT CITY, STATE, ZIP]

1.3 Agent Telephone Number:

[HEALTH CARE AGENT TELEPHONE NUMBER]

1.4 Alternate Agent Name:

[ALTERNATE HEALTH CARE AGENT FULL NAME]

1.5 Alternate Agent Address:

[ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

[ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP]

1.6 Alternate Agent Telephone Number:

[ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]

2. GENERAL STATEMENT OF INTENT

2.1 I intend for this directive to be honored by my health care agent, my health care providers, and any health care facility in which I receive care.

2.2 I understand that artificial nutrition and hydration means a medical intervention providing nutrition or hydration by tube or other artificial means, including nasogastric tubes, gastrostomy tubes, jejunostomy tubes, intravenous lines, and other similar methods.

2.3 Artificial nutrition and hydration does not include the provision of food and fluids by mouth, comfort feeding, or assistance with eating and drinking if I can safely swallow.

3. DIRECTIVE REGARDING ARTIFICIAL NUTRITION AND HYDRATION

3.1 If I am unable to make or communicate health care decisions and I have a terminal condition, I direct that artificial nutrition and hydration be:

[INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED]

3.2 If I am unable to make or communicate health care decisions and I am permanently unconscious, I direct that artificial nutrition and hydration be:

[INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED]

3.3 If I am unable to make or communicate health care decisions and I have an advanced progressive illness or irreversible condition, I direct that artificial nutrition and hydration be:

[INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED]

3.4 If I am unable to make or communicate health care decisions and I have significant irreversible brain damage or a condition with no reasonable hope of recovery, I direct that artificial nutrition and hydration be:

[INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED]

3.5 If I am unable to make or communicate health care decisions and I have a condition other than those listed above, I direct that artificial nutrition and hydration be:

[INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED]

3.6 Additional instructions or conditions regarding artificial nutrition and hydration:

[ADDITIONAL INSTRUCTIONS]

4. COMFORT AND PAIN RELIEF

4.1 I direct that I receive comfort care and pain relief even if artificial nutrition and hydration are withheld or withdrawn.

4.2 I direct that my mouth be kept moist and clean and that I receive oral care and other comfort measures.

4.3 I direct that I not be denied medication or treatment intended to relieve pain, anxiety, or suffering, even if such medication may hasten my death.

5. PREGNANCY PROVISION

5.1 If I am pregnant at the time this directive would otherwise take effect, I direct that artificial nutrition and hydration be:

[INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED]

5.2 Additional instructions regarding pregnancy:

[PREGNANCY INSTRUCTIONS]

6. AGENT AUTHORITY

6.1 I authorize my health care agent to make decisions regarding artificial nutrition and hydration consistent with this directive.

6.2 I authorize my health care agent to interpret this directive and to apply it to circumstances that may not be specifically addressed.

6.3 I authorize my health care agent to consent to or refuse artificial nutrition and hydration on my behalf.

6.4 I authorize my health care agent to request, review, and receive my medical records as necessary to carry out this directive.

7. PHYSICIAN AND HEALTH CARE PROVIDER AUTHORITY

7.1 I authorize my attending physician and other health care providers to withhold or withdraw artificial nutrition and hydration in accordance with this directive.

7.2 I authorize my attending physician and other health care providers to take all reasonable steps to provide comfort and relieve pain.

7.3 I direct that my health care providers and any health care facility comply with this directive.

8. REVOCATION OF PRIOR DIRECTIVES

8.1 I revoke any prior artificial nutrition and hydration directive, living will, or health care power of attorney to the extent it conflicts with this directive.

8.2 This directive does not revoke any prior directive that is not in conflict with this directive.

9. EFFECTIVE DATE AND DURATION

9.1 This directive is effective on:

[EFFECTIVE DATE]

9.2 This directive remains effective until revoked by me.

9.3 This directive remains effective if I am incapacitated or unable to communicate.

10. REVOCATION

10.1 I may revoke this directive at any time while I have capacity.

10.2 Revocation may be made by:

[INITIAL ONE: WRITTEN REVOCATION / ORAL REVOCATION / PHYSICAL CANCELLATION / OTHER]

10.3 Any revocation shall be communicated to my health care agent and my health care providers.

11. COPIES

11.1 A copy of this directive has the same effect as the original.

11.2 I direct that copies be provided to:

[RECIPIENT NAME AND ADDRESS]

[RECIPIENT NAME AND ADDRESS]

[RECIPIENT NAME AND ADDRESS]

12. WITNESSES

12.1 I declare that I am of sound mind and under no duress, fraud, or undue influence.

12.2 Witness 1 Signature:

[WITNESS 1 SIGNATURE]

12.3 Witness 1 Printed Name:

[WITNESS 1 PRINTED NAME]

12.4 Witness 1 Address:

[WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY, STATE, ZIP]

12.5 Witness 1 Date:

[WITNESS 1 DATE]

12.6 Witness 2 Signature:

[WITNESS 2 SIGNATURE]

12.7 Witness 2 Printed Name:

[WITNESS 2 PRINTED NAME]

12.8 Witness 2 Address:

[WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY, STATE, ZIP]

12.9 Witness 2 Date:

[WITNESS 2 DATE]

13. NOTARY ACKNOWLEDGMENT

13.1 State of Maine

13.2 County of [COUNTY]

13.3 This document was acknowledged before me on:

[NOTARY DATE]

13.4 By:

[DECLARANT FULL NAME]

13.5 Notary Public Signature:

[NOTARY PUBLIC SIGNATURE]

13.6 Notary Public Printed Name:

[NOTARY PUBLIC PRINTED NAME]

13.7 Notary Public Commission Expiration Date:

[NOTARY COMMISSION EXPIRATION DATE]

14. DECLARANT SIGNATURE

14.1 I have read this directive, I understand its contents, and I sign it voluntarily.

14.2 Declarant Signature:

[DECLARANT SIGNATURE]

14.3 Declarant Printed Name:

[DECLARANT FULL NAME]

14.4 Date:

[DECLARANT SIGNATURE DATE]
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