MAINE LIFE-SUSTAINING TREATMENT DIRECTIVE

This document is a Maine Life-Sustaining Treatment Directive under the Maine Uniform Health Care Decisions Act, 18-C M.R.S. §§ 5-801 et seq.

PART I — DECLARANT INFORMATION

Full Legal Name: [DECLARANT FULL LEGAL NAME]

Street Address: [DECLARANT STREET ADDRESS]

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

Date of Birth: [DECLARANT DATE OF BIRTH]

Telephone Number: [DECLARANT TELEPHONE NUMBER]

PART II — APPOINTMENT OF HEALTH CARE AGENT

I appoint the following person as my health care agent to make health care decisions for me when I am unable to make them for myself, including decisions about life-sustaining treatment.

Agent Name: [HEALTH CARE AGENT FULL NAME]

Relationship to Me: [AGENT RELATIONSHIP]

Street Address: [AGENT STREET ADDRESS]

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

Telephone Number: [AGENT TELEPHONE NUMBER]

Alternate Agent Name: [ALTERNATE AGENT FULL NAME]

Relationship to Me: [ALTERNATE AGENT RELATIONSHIP]

Street Address: [ALTERNATE AGENT STREET ADDRESS]

City, State, ZIP: [ALTERNATE AGENT CITY, STATE, ZIP]

Telephone Number: [ALTERNATE AGENT TELEPHONE NUMBER]

PART III — GENERAL STATEMENT OF INTENT

I intend for this directive to be followed by my health care providers and my health care agent. I want my wishes regarding life-sustaining treatment to be honored, including when I am terminally ill, permanently unconscious, or in an end-stage condition.

PART IV — LIFE-SUSTAINING TREATMENT DIRECTIONS

If I am unable to make or communicate health care decisions for myself, I direct the following regarding life-sustaining treatment:

4.1 Cardiopulmonary Resuscitation (CPR): [INITIAL ONE: I DO / I DO NOT] authorize cardiopulmonary resuscitation if my heart stops or I stop breathing.

4.2 Mechanical Ventilation: [INITIAL ONE: I DO / I DO NOT] authorize the use of a machine to breathe for me.

4.3 Artificial Nutrition and Hydration: [INITIAL ONE: I DO / I DO NOT] authorize artificial nutrition and hydration, including feeding tubes and intravenous fluids.

4.4 Dialysis: [INITIAL ONE: I DO / I DO NOT] authorize dialysis treatment.

4.5 Blood Transfusion: [INITIAL ONE: I DO / I DO NOT] authorize blood transfusions.

4.6 Surgery: [INITIAL ONE: I DO / I DO NOT] authorize surgery if it is needed to treat my condition.

4.7 Antibiotics: [INITIAL ONE: I DO / I DO NOT] authorize antibiotics to treat infection.

4.8 Pain Relief: [INITIAL ONE: I DO / I DO NOT] authorize medication and other measures to relieve pain, even if they may hasten my death.

4.9 Other Specific Directives: [DESCRIBE ANY OTHER LIFE-SUSTAINING TREATMENT DIRECTIONS]

PART V — CONDITIONS FOR WITHHOLDING OR WITHDRAWING LIFE-SUSTAINING TREATMENT

I direct that life-sustaining treatment be withheld or withdrawn under the following conditions, if they apply to me:

5.1 Terminal Condition: [INITIAL ONE: I DO / I DO NOT] direct that life-sustaining treatment be withheld or withdrawn if I have a terminal condition.

5.2 Permanent Unconsciousness: [INITIAL ONE: I DO / I DO NOT] direct that life-sustaining treatment be withheld or withdrawn if I am permanently unconscious.

5.3 End-Stage Condition: [INITIAL ONE: I DO / I DO NOT] direct that life-sustaining treatment be withheld or withdrawn if I have an end-stage condition.

5.4 Advanced Progressive Illness: [INITIAL ONE: I DO / I DO NOT] direct that life-sustaining treatment be withheld or withdrawn if I have an advanced progressive illness.

5.5 Other Condition: [DESCRIBE ANY OTHER CONDITION]

PART VI — COMFORT CARE

I direct that I receive comfort care, including pain relief, hygiene, and oral care, even if other life-sustaining treatment is withheld or withdrawn.

PART VII — PREGNANCY

If I am pregnant, my directive regarding life-sustaining treatment is: [STATE WHETHER DIRECTIVE APPLIES, DOES NOT APPLY, OR APPLIES WITH MODIFICATIONS DURING PREGNANCY]

PART VIII — ANATOMICAL GIFT

Upon my death, I [INITIAL ONE: DO / DO NOT] make an anatomical gift of my organs, tissues, or eyes for transplantation, therapy, research, or education.

If yes, I make the following gift: [DESCRIBE ANATOMICAL GIFT OR STATE ANY LIMITATIONS]

PART IX — MENTAL HEALTH TREATMENT

I [INITIAL ONE: DO / DO NOT] authorize my health care agent to make decisions about mental health treatment, including psychotropic medication and admission to a mental health facility.

PART X — NOMINATION OF GUARDIAN

If a court decides that a guardian is needed for me, I nominate the following person:

Guardian Nominee Name: [GUARDIAN NOMINEE FULL NAME]

Relationship to Me: [GUARDIAN NOMINEE RELATIONSHIP]

Street Address: [GUARDIAN NOMINEE STREET ADDRESS]

City, State, ZIP: [GUARDIAN NOMINEE CITY, STATE, ZIP]

Telephone Number: [GUARDIAN NOMINEE TELEPHONE NUMBER]

PART XI — AGENT AUTHORITY AND LIMITATIONS

11.1 Authority: My health care agent has authority to make all health care decisions for me, including decisions about life-sustaining treatment, when I am unable to make them for myself.

11.2 Limitations: My health care agent may not: [DESCRIBE ANY LIMITATIONS ON AGENT AUTHORITY]

11.3 Agent's Authority to Interpret: My health care agent may interpret my wishes and make decisions consistent with this directive.

PART XII — REVOCATION OF PRIOR DIRECTIVES

I revoke all prior life-sustaining treatment directives, living wills, health care powers of attorney, and similar documents.

PART XIII — EFFECTIVE DATE AND DURATION

This directive is effective on [EFFECTIVE DATE] and remains effective until I revoke it.

PART XIV — SIGNATURE AND WITNESSES

I sign this directive voluntarily and while I am of sound mind.

Declarant Signature: [DECLARANT SIGNATURE]

Date Signed: [DATE SIGNED]

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Address: [WITNESS 1 ADDRESS]

Date: [WITNESS 1 DATE]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Address: [WITNESS 2 ADDRESS]

Date: [WITNESS 2 DATE]

PART XV — NOTARY ACKNOWLEDGMENT

State of Maine

County of [COUNTY]

This document was acknowledged before me on [NOTARY DATE] by [DECLARANT FULL LEGAL NAME].

Notary Public Signature: [NOTARY SIGNATURE]

Notary Public Printed Name: [NOTARY PRINTED NAME]

Notary Public Commission Expiration: [NOTARY COMMISSION EXPIRATION]

PART XVI — COPIES

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

PART XVII — ADDITIONAL INSTRUCTIONS

[ADDITIONAL INSTRUCTIONS OR NONE]
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