MISSISSIPPI LIFE SUPPORT WITHDRAWAL DIRECTIVE

[DECLARANT FULL LEGAL NAME]

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP CODE]

[DECLARANT DATE OF BIRTH]

[DECLARANT TELEPHONE NUMBER]

RE: DECLARATION DIRECTING THE WITHHOLDING OR WITHDRAWAL OF LIFE-SUSTAINING TREATMENT UNDER MISSISSIPPI LAW

1. DECLARANT IDENTIFICATION AND CAPACITY
1.1 Declarant Name: [DECLARANT FULL LEGAL NAME]
1.2 Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Residence Address: [DECLARANT STREET ADDRESS], [DECLARANT CITY, STATE, ZIP CODE]
1.4 I am an adult of sound mind and I am voluntarily executing this Directive while I have the capacity to make and communicate health care decisions.
1.5 This Directive is made pursuant to the laws of the State of Mississippi, including the provisions governing advance health care directives and the withholding or withdrawal of life-sustaining treatment.

2. PURPOSE AND INTENT
2.1 The purpose of this Directive is to state my wishes regarding the withholding or withdrawal of life-sustaining treatment if I am unable to make or communicate my own health care decisions.
2.2 I intend for this Directive to be honored by my family, my physicians, and all health care providers and facilities involved in my care.
2.3 I understand that this Directive does not authorize any act that would constitute mercy killing, euthanasia, or assisted suicide, and I do not request any such act.

3. DEFINITIONS
3.1 Life-Sustaining Treatment: Any medical procedure, intervention, or measure that uses mechanical or other artificial means to sustain, restore, or supplant a spontaneous vital function, including but not limited to mechanical ventilation, dialysis, cardiopulmonary resuscitation, artificial nutrition and hydration, and antibiotics.
3.2 Terminal Condition: An incurable and irreversible condition that, without the administration of life-sustaining treatment, will, in the opinion of the attending physician, result in death within a relatively short time.
3.3 Permanently Unconscious: A condition of irreversible unconsciousness or persistent vegetative state in which, in the opinion of the attending physician, there is no reasonable possibility of regaining consciousness or meaningful interaction with the environment.
3.4 Incurable and Irreversible Condition: A condition caused by injury, disease, or illness that, in the opinion of the attending physician, cannot be cured or reversed and that will result in death or permanent impairment of a vital function.
3.5 Health Care Provider: Any physician, nurse, hospital, nursing facility, hospice, or other person or entity licensed or authorized to provide health care services.

4. DECLARATION OF WISHES REGARDING LIFE-SUSTAINING TREATMENT
4.1 If I have a terminal condition, I direct that life-sustaining treatment be withheld or withdrawn, and I direct that I be permitted to die naturally with only the administration of medication, the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain, and the provision of oral nutrition and hydration that I am able to accept.
4.2 If I am permanently unconscious, I direct that life-sustaining treatment be withheld or withdrawn, and I direct that I be permitted to die naturally with only the administration of medication, the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain, and the provision of oral nutrition and hydration that I am able to accept.
4.3 If I have an incurable and irreversible condition that will result in my death in a relatively short time, I direct that life-sustaining treatment be withheld or withdrawn, subject to the comfort care provisions stated in this Directive.
4.4 Additional Instructions: [OPTIONAL ADDITIONAL INSTRUCTIONS REGARDING LIFE-SUSTAINING TREATMENT]

5. CARDIOPULMONARY RESUSCITATION
5.1 In the circumstances described in Section 4 of this Directive, I direct that cardiopulmonary resuscitation (CPR) not be administered.
5.2 I understand that this instruction means that if my heart stops or I stop breathing, no attempt will be made to restart my heart or breathing.

6. ARTIFICIAL NUTRITION AND HYDRATION
6.1 In the circumstances described in Section 4 of this Directive, I direct that artificial nutrition and hydration be: [WITHHELD OR WITHDRAWN / PROVIDED / LEFT TO THE DISCRETION OF MY HEALTH CARE AGENT].
6.2 I understand that artificial nutrition and hydration include feeding tubes, intravenous fluids, and other artificial means of providing nourishment or fluids.

7. MECHANICAL VENTILATION
7.1 In the circumstances described in Section 4 of this Directive, I direct that mechanical ventilation be: [WITHHELD OR WITHDRAWN / PROVIDED / LEFT TO THE DISCRETION OF MY HEALTH CARE AGENT].

8. PAIN RELIEF AND COMFORT CARE
8.1 I direct that I be provided with medication and treatment necessary to relieve pain and to provide comfort, even if such medication or treatment may hasten my death, provided that the intent is to relieve pain and suffering and not to cause death.
8.2 I direct that I receive comfort care, including but not limited to oral hygiene, skin care, positioning for comfort, and human presence and companionship.

9. DESIGNATION OF HEALTH CARE AGENT
9.1 I designate the following person as my health care agent to make health care decisions for me, including decisions regarding life-sustaining treatment, when I am unable to make or communicate my own decisions: [HEALTH CARE AGENT FULL LEGAL NAME].
9.2 Health Care Agent Address: [HEALTH CARE AGENT STREET ADDRESS], [HEALTH CARE AGENT CITY, STATE, ZIP CODE].
9.3 Health Care Agent Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER].
9.4 Alternate Health Care Agent: [ALTERNATE HEALTH CARE AGENT FULL LEGAL NAME].
9.5 Alternate Health Care Agent Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS], [ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP CODE].
9.6 Alternate Health Care Agent Telephone Number: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER].
9.7 My health care agent shall have authority to make decisions consistent with this Directive and with my known wishes, and shall be guided by the instructions in this Directive.

10. NOMINATION OF CONSERVATOR OR GUARDIAN
10.1 If a conservator or guardian of my person is to be appointed, I nominate: [NOMINATED CONSERVATOR OR GUARDIAN FULL LEGAL NAME].
10.2 Nominated Conservator or Guardian Address: [NOMINATED CONSERVATOR OR GUARDIAN STREET ADDRESS], [NOMINATED CONSERVATOR OR GUARDIAN CITY, STATE, ZIP CODE].

11. ANATOMICAL GIFTS
11.1 Upon my death, I direct that my organs, tissues, or eyes be: [DONATED / NOT DONATED / DONATED ONLY FOR THE FOLLOWING PURPOSES: SPECIFY].

12. AUTOPSY
12.1 Upon my death, I direct that an autopsy be: [PERFORMED / NOT PERFORMED / LEFT TO THE DISCRETION OF MY HEALTH CARE AGENT].

13. PRIMARY PHYSICIAN
13.1 Primary Physician Name: [PRIMARY PHYSICIAN FULL NAME].
13.2 Primary Physician Address: [PRIMARY PHYSICIAN STREET ADDRESS], [PRIMARY PHYSICIAN CITY, STATE, ZIP CODE].
13.3 Primary Physician Telephone Number: [PRIMARY PHYSICIAN TELEPHONE NUMBER].

14. EFFECT OF THIS DIRECTIVE
14.1 This Directive shall remain in effect until I revoke it.
14.2 This Directive shall be given effect notwithstanding my inability to make or communicate health care decisions.
14.3 If any provision of this Directive is held invalid, the remaining provisions shall remain in full force and effect.

15. REVOCATION
15.1 I may revoke this Directive at any time while I have capacity by: (a) signing and dating a written revocation; (b) orally expressing my intent to revoke to my attending physician; or (c) physically destroying the document.
15.2 Revocation of this Directive shall be effective upon communication to my attending physician or health care provider.
15.3 This Directive supersedes any prior advance directive or life support withdrawal directive executed by me.

16. COPIES AND DISTRIBUTION
16.1 A copy of this Directive shall have the same effect as the original.
16.2 I direct that copies of this Directive be provided to my health care agent, my alternate health care agent, my primary physician, and my family members.
16.3 Family Member Name: [FAMILY MEMBER FULL LEGAL NAME].
16.4 Family Member Address: [FAMILY MEMBER STREET ADDRESS], [FAMILY MEMBER CITY, STATE, ZIP CODE].
16.5 Family Member Telephone Number: [FAMILY MEMBER TELEPHONE NUMBER].

17. SIGNATURE OF DECLARANT
17.1 I have read this Directive, I understand its contents, and I sign it freely and voluntarily.
17.2 Declarant Signature: [DECLARANT SIGNATURE].
17.3 Date Signed: [DATE SIGNED].
17.4 City and State of Signing: [CITY, STATE OF SIGNING].

18. WITNESSES
18.1 The Declarant has signed this Directive in my presence, and I believe the Declarant to be of sound mind and acting freely and voluntarily.
18.2 Witness 1 Name: [WITNESS 1 FULL LEGAL NAME].
18.3 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [WITNESS 1 CITY, STATE, ZIP CODE].
18.4 Witness 1 Signature: [WITNESS 1 SIGNATURE].
18.5 Witness 1 Date: [WITNESS 1 DATE].
18.6 Witness 2 Name: [WITNESS 2 FULL LEGAL NAME].
18.7 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [WITNESS 2 CITY, STATE, ZIP CODE].
18.8 Witness 2 Signature: [WITNESS 2 SIGNATURE].
18.9 Witness 2 Date: [WITNESS 2 DATE].

19. NOTARY ACKNOWLEDGMENT
19.1 State of Mississippi.
19.2 County of [COUNTY NAME].
19.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [DECLARANT FULL LEGAL 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 freely and voluntarily for the purposes therein contained.
19.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE].
19.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME].
19.6 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER].
19.7 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE].
19.8 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].

20. OPTIONAL ADDITIONAL PROVISIONS
20.1 [OPTIONAL ADDITIONAL PROVISION 1].
20.2 [OPTIONAL ADDITIONAL PROVISION 2].
20.3 [OPTIONAL ADDITIONAL PROVISION 3].
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