MAINE MEDICAL TREATMENT WISHES FORM

[YOUR FULL LEGAL NAME]

[DATE OF BIRTH]

[YOUR STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[PHONE NUMBER]

This document is a Maine Medical Treatment Wishes Form, also known as a living will and health care advance directive, made under the Maine Uniform Health Care Decisions Act, 18-C M.R.S. §§ 5-801 et seq.

I, [YOUR FULL LEGAL NAME], being of sound mind and at least 18 years of age, voluntarily make this declaration of my medical treatment wishes.

PART I. DESIGNATION OF HEALTH CARE AGENT

1. DESIGNATION OF AGENT
1.1 Primary Health Care Agent: I designate the following person as my health care agent to make health care decisions for me when I am unable to make or communicate those decisions myself.

[PRIMARY AGENT FULL LEGAL NAME]

[PRIMARY AGENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[PRIMARY AGENT PHONE NUMBER]

[PRIMARY AGENT RELATIONSHIP TO ME]
1.2 Alternate Health Care Agent: If my primary agent is unable, unwilling, or unavailable to serve, I designate the following person as my alternate health care agent.

[ALTERNATE AGENT FULL LEGAL NAME]

[ALTERNATE AGENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[ALTERNATE AGENT PHONE NUMBER]

[ALTERNATE AGENT RELATIONSHIP TO ME]
1.3 Second Alternate Health Care Agent: If both my primary and alternate agents are unable, unwilling, or unavailable to serve, I designate the following person as my second alternate health care agent.

[SECOND ALTERNATE AGENT FULL LEGAL NAME]

[SECOND ALTERNATE AGENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[SECOND ALTERNATE AGENT PHONE NUMBER]

[SECOND ALTERNATE AGENT RELATIONSHIP TO ME]
1.4 Agent Authority: My health care agent shall have the authority to make any and all health care decisions for me, including decisions regarding life-sustaining treatment, artificial nutrition and hydration, surgical procedures, medication, hospitalization, and mental health treatment, except as limited in this document.
1.5 Agent Not Permitted to Consent to: My health care agent may not consent to any of the following on my behalf, unless I have expressly authorized it below:

[LIST ANY LIMITATIONS ON AGENT AUTHORITY, OR STATE "NONE"]

PART II. MEDICAL TREATMENT WISHES

2. TERMINAL CONDITION
2.1 If I have a terminal condition, meaning an incurable and irreversible condition that, without the administration of life-sustaining treatment, will result in death within a relatively short time, my wishes are as follows:

[INITIAL ONE: ______ I WANT LIFE-SUSTAINING TREATMENT WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ALL LIFE-SUSTAINING TREATMENT PROVIDED]

[INITIAL ONE: ______ I WANT THE FOLLOWING SPECIFIC TREATMENT: [DESCRIBE]]
2.2 Artificial Nutrition and Hydration in Terminal Condition: If I have a terminal condition, my wishes regarding artificial nutrition and hydration are as follows:

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION PROVIDED]

3. PERSISTENT VEGETATIVE STATE
3.1 If I am in a persistent vegetative state, meaning a permanent and irreversible loss of consciousness with no cognitive function, my wishes are as follows:

[INITIAL ONE: ______ I WANT LIFE-SUSTAINING TREATMENT WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ALL LIFE-SUSTAINING TREATMENT PROVIDED]

[INITIAL ONE: ______ I WANT THE FOLLOWING SPECIFIC TREATMENT: [DESCRIBE]]
3.2 Artificial Nutrition and Hydration in Persistent Vegetative State: If I am in a persistent vegetative state, my wishes regarding artificial nutrition and hydration are as follows:

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION PROVIDED]

4. END-STAGE CONDITION
4.1 If I have an end-stage condition, meaning an irreversible condition caused by injury, disease, or illness that has resulted in severe and permanent deterioration, and for which treatment of the irreversible condition would be ineffective, my wishes are as follows:

[INITIAL ONE: ______ I WANT LIFE-SUSTAINING TREATMENT WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ALL LIFE-SUSTAINING TREATMENT PROVIDED]

[INITIAL ONE: ______ I WANT THE FOLLOWING SPECIFIC TREATMENT: [DESCRIBE]]
4.2 Artificial Nutrition and Hydration in End-Stage Condition: If I have an end-stage condition, my wishes regarding artificial nutrition and hydration are as follows:

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION PROVIDED]

5. SERIOUS ILLNESS OR INJURY
5.1 If I have a serious illness or injury from which my physician believes I am unlikely to recover, my wishes are as follows:

[INITIAL ONE: ______ I WANT LIFE-SUSTAINING TREATMENT WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ALL LIFE-SUSTAINING TREATMENT PROVIDED]

[INITIAL ONE: ______ I WANT THE FOLLOWING SPECIFIC TREATMENT: [DESCRIBE]]
5.2 Artificial Nutrition and Hydration in Serious Illness or Injury: If I have a serious illness or injury from which I am unlikely to recover, my wishes regarding artificial nutrition and hydration are as follows:

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION WITHHELD OR WITHDRAWN]

[INITIAL ONE: ______ I WANT ARTIFICIAL NUTRITION AND HYDRATION PROVIDED]

6. PAIN RELIEF AND COMFORT CARE
6.1 Regardless of any other provision in this document, I direct that I be given all medically appropriate treatment to relieve pain and provide comfort, even if such treatment may hasten my death.
6.2 My wishes regarding hospice care, palliative care, and comfort measures are as follows:

[DESCRIBE YOUR WISHES OR STATE "I WANT ALL AVAILABLE COMFORT CARE"]

7. OTHER MEDICAL TREATMENT WISHES
7.1 Do Not Resuscitate (DNR): My wishes regarding cardiopulmonary resuscitation (CPR) are as follows:

[INITIAL ONE: ______ I DO NOT WANT CPR]

[INITIAL ONE: ______ I WANT CPR]

[INITIAL ONE: ______ I WANT CPR ONLY UNDER THE FOLLOWING CIRCUMSTANCES: [DESCRIBE]]
7.2 Do Not Intubate (DNI): My wishes regarding mechanical ventilation (intubation) are as follows:

[INITIAL ONE: ______ I DO NOT WANT MECHANICAL VENTILATION]

[INITIAL ONE: ______ I WANT MECHANICAL VENTILATION]

[INITIAL ONE: ______ I WANT MECHANICAL VENTILATION ONLY UNDER THE FOLLOWING CIRCUMSTANCES: [DESCRIBE]]
7.3 Dialysis: My wishes regarding dialysis are as follows:

[INITIAL ONE: ______ I DO NOT WANT DIALYSIS]

[INITIAL ONE: ______ I WANT DIALYSIS]

[INITIAL ONE: ______ I WANT DIALYSIS ONLY UNDER THE FOLLOWING CIRCUMSTANCES: [DESCRIBE]]
7.4 Blood Transfusion: My wishes regarding blood transfusion are as follows:

[INITIAL ONE: ______ I DO NOT WANT BLOOD TRANSFUSION]

[INITIAL ONE: ______ I WANT BLOOD TRANSFUSION]

[INITIAL ONE: ______ I WANT BLOOD TRANSFUSION ONLY UNDER THE FOLLOWING CIRCUMSTANCES: [DESCRIBE]]
7.5 Surgery: My wishes regarding surgical procedures are as follows:

[INITIAL ONE: ______ I DO NOT WANT SURGERY]

[INITIAL ONE: ______ I WANT SURGERY]

[INITIAL ONE: ______ I WANT SURGERY ONLY UNDER THE FOLLOWING CIRCUMSTANCES: [DESCRIBE]]
7.6 Antibiotics: My wishes regarding antibiotic treatment are as follows:

[INITIAL ONE: ______ I DO NOT WANT ANTIBIOTICS]

[INITIAL ONE: ______ I WANT ANTIBIOTICS]

[INITIAL ONE: ______ I WANT ANTIBIOTICS ONLY UNDER THE FOLLOWING CIRCUMSTANCES: [DESCRIBE]]
7.7 Other Specific Wishes: Additional medical treatment wishes not covered above:

[DESCRIBE ANY ADDITIONAL WISHES]

PART III. ORGAN DONATION

8. ANATOMICAL GIFTS
8.1 Upon my death, my wishes regarding organ, tissue, and eye donation are as follows:

[INITIAL ONE: ______ I WANT TO DONATE ANY NEEDED ORGANS, TISSUES, AND EYES]

[INITIAL ONE: ______ I DO NOT WANT TO DONATE ANY ORGANS, TISSUES, OR EYES]

[INITIAL ONE: ______ I WANT TO DONATE ONLY THE FOLLOWING: [SPECIFY ORGANS, TISSUES, OR EYES]]
8.2 I designate the following person to authorize anatomical gifts on my behalf if I have not made an anatomical gift:

[DESIGNATED PERSON FULL LEGAL NAME]

[DESIGNATED PERSON STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[DESIGNATED PERSON PHONE NUMBER]

PART IV. MENTAL HEALTH TREATMENT

9. MENTAL HEALTH TREATMENT WISHES
9.1 My wishes regarding mental health treatment, including psychiatric medication, hospitalization, and electroconvulsive therapy, are as follows:

[DESCRIBE YOUR WISHES OR STATE "I HAVE NO SPECIFIC MENTAL HEALTH TREATMENT WISHES"]
9.2 My health care agent [IS / IS NOT] authorized to consent to mental health treatment on my behalf, including voluntary admission to a psychiatric facility.

PART V. PREGNANCY

10. PREGNANCY
10.1 If I am pregnant at the time this document becomes effective, my wishes regarding life-sustaining treatment are as follows:

[INITIAL ONE: ______ I WANT LIFE-SUSTAINING TREATMENT PROVIDED REGARDLESS OF MY CONDITION]

[INITIAL ONE: ______ I WANT LIFE-SUSTAINING TREATMENT WITHHELD OR WITHDRAWN REGARDLESS OF MY CONDITION]

[INITIAL ONE: ______ I WANT THE FOLLOWING: [DESCRIBE]]

PART VI. GENERAL PROVISIONS

11. EFFECTIVE PERIOD
11.1 This document shall become effective when I am no longer able to make or communicate my own health care decisions, as determined by my attending physician.
11.2 This document shall remain in effect until I revoke it or until my death, unless I have specified a different effective period below:

[SPECIFY EFFECTIVE PERIOD OR STATE "NO SPECIFIC PERIOD"]

12. REVOCATION
12.1 I may revoke this document at any time while I have capacity to do so by:

(a) Destroying this document.

(b) Executing a new medical treatment wishes form.

(c) Orally expressing my intent to revoke to my health care agent or a health care provider.
12.2 Revocation shall be effective upon communication to my health care agent or health care provider.

13. NOMINATION OF GUARDIAN
13.1 If a court finds that I need a guardian, I nominate the following person to serve as my guardian:

[GUARDIAN FULL LEGAL NAME]

[GUARDIAN STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[GUARDIAN PHONE NUMBER]

[GUARDIAN RELATIONSHIP TO ME]
13.2 If the above person is unable, unwilling, or unavailable to serve, I nominate the following alternate guardian:

[ALTERNATE GUARDIAN FULL LEGAL NAME]

[ALTERNATE GUARDIAN STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[ALTERNATE GUARDIAN PHONE NUMBER]

[ALTERNATE GUARDIAN RELATIONSHIP TO ME]

14. HIPAA AUTHORIZATION
14.1 I authorize my health care agent and any alternate health care agent named in this document to receive my protected health information, including medical records, mental health records, and any other health information necessary to make informed health care decisions on my behalf, in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
14.2 This authorization shall remain in effect until I revoke it in writing or until my death.

15. CONFLICT RESOLUTION
15.1 If there is a conflict between the wishes expressed in this document and the decisions of my health care agent, the wishes expressed in this document shall control.
15.2 If there is a conflict between this document and any prior advance directive, this document shall control.

16. SEverability
16.1 If any provision of this document is found to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

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

PART VII. SIGNATURE AND WITNESSES

18. SIGNATURE OF DECLARANT
18.1 I have read this document, I understand its contents, and I voluntarily sign it as my free act and deed.

[YOUR SIGNATURE]

[DATE SIGNED]

[YOUR FULL LEGAL NAME]

19. WITNESSES
19.1 The declarant signed this document in our presence, and we believe the declarant to be of sound mind and under no duress, fraud, or undue influence. We are not the declarant's health care agent, alternate health care agent, guardian, alternate guardian, spouse, or heir, and we are not entitled to any portion of the declarant's estate.

Witness 1:

[WITNESS 1 SIGNATURE]

[WITNESS 1 FULL LEGAL NAME]

[WITNESS 1 STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[DATE]

Witness 2:

[WITNESS 2 SIGNATURE]

[WITNESS 2 FULL LEGAL NAME]

[WITNESS 2 STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[DATE]

20. NOTARY ACKNOWLEDGMENT
20.1 State of Maine

County of [COUNTY NAME]
20.2 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [YOUR FULL LEGAL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to the within instrument, and acknowledged that [HE/SHE/THEY] executed the same for the purposes therein contained.
20.3 In witness whereof, I hereunto set my hand and official seal.

[NOTARY PUBLIC SIGNATURE]

[NOTARY PUBLIC PRINTED NAME]

[NOTARY PUBLIC COMMISSION EXPIRATION DATE]

[NOTARY PUBLIC SEAL]

PART VIII. COPIES AND DISTRIBUTION

21. COPIES
21.1 I direct that copies of this document be given to the following persons and facilities:

[PRIMARY HEALTH CARE AGENT NAME AND ADDRESS]

[ALTERNATE HEALTH CARE AGENT NAME AND ADDRESS]

[PRIMARY CARE PHYSICIAN NAME AND ADDRESS]

[HOSPITAL OR HEALTH CARE FACILITY NAME AND ADDRESS]

[OTHER PERSON OR FACILITY NAME AND ADDRESS]

22. ORIGINAL DOCUMENT
22.1 The original of this document is kept at:

[LOCATION WHERE ORIGINAL IS KEPT]
22.2 A copy of this document has the same force and effect as the original.

PART IX. ADDITIONAL INSTRUCTIONS

23. ADDITIONAL INSTRUCTIONS OR COMMENTS
23.1 I offer the following additional instructions or comments to guide my health care agent and health care providers:

[DESCRIBE ANY ADDITIONAL INSTRUCTIONS OR COMMENTS]

24. DECLARANT STATEMENT
24.1 I understand the purpose and effect of this document. I have had the opportunity to ask questions and receive answers. I am signing this document voluntarily and without coercion.

[YOUR SIGNATURE]

[DATE SIGNED]

[YOUR FULL LEGAL NAME]
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