MISSISSIPPI LIFE-SUSTAINING TREATMENT DECLARATION

DECLARANT NAME: [DECLARANT FULL NAME]

DECLARANT ADDRESS: [DECLARANT STREET ADDRESS]

[CITY], MISSISSIPPI [ZIP CODE]

DATE OF BIRTH: [DECLARANT DATE OF BIRTH]

I, [DECLARANT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Declaration directing the withholding or withdrawal of life-sustaining treatment in the event I am diagnosed and certified in writing by my attending physician and one (1) other physician to be in a terminal condition or to be permanently unconscious, pursuant to the Mississippi Natural Death Act, Mississippi Code Annotated Section 41-41-101 et seq.

1. DECLARATION OF TERMINAL CONDITION OR PERMANENT
UNCONSCIOUSNESS
1.1 Terminal Condition: If I have an incurable and irreversible condition that, without the administration of life-sustaining treatment, will, in the opinion of my attending physician and one (1) other physician, result in death within a relatively short time, I direct that life-sustaining treatment be withheld or withdrawn.
1.2 Permanently Unconscious: If I am diagnosed and certified in writing by my attending physician and one (1) other physician to be permanently unconscious, and it is determined that there is no reasonable possibility of my regaining consciousness, I direct that life-sustaining treatment be withheld or withdrawn.
1.3 Certification: I understand that the diagnosis of terminal condition or permanent unconsciousness must be certified in writing by my attending physician and one (1) other physician who has personally examined me.

2. SPECIFIC DIRECTIVES REGARDING LIFE-SUSTAINING TREATMENT
2.1 Cardiopulmonary Resuscitation (CPR): [INITIAL ONE: I DO / I DO NOT] consent to cardiopulmonary resuscitation in the event of cardiac or respiratory arrest.
2.2 Mechanical Ventilation: [INITIAL ONE: I DO / I DO NOT] consent to mechanical ventilation or artificial respiration.
2.3 Artificial Nutrition and Hydration: [INITIAL ONE: I DO / I DO NOT] consent to the administration of artificial nutrition and hydration, including feeding tubes and intravenous fluids.
2.4 Dialysis: [INITIAL ONE: I DO / I DO NOT] consent to renal dialysis.
2.5 Antibiotics: [INITIAL ONE: I DO / I DO NOT] consent to the administration of antibiotics for the treatment of infection.
2.6 Blood Transfusion: [INITIAL ONE: I DO / I DO NOT] consent to blood transfusion or blood products.
2.7 Surgery: [INITIAL ONE: I DO / I DO NOT] consent to surgical procedures.
2.8 Pain Relief and Comfort Care: I direct that I be provided with medication and treatment necessary to relieve pain and to provide comfort care, even if such medication may hasten death, and I direct that I be kept clean, warm, and as free of pain as possible.
2.9 Additional Directives or Limitations: [DESCRIBE ANY ADDITIONAL DIRECTIVES OR LIMITATIONS]

3. DESIGNATION OF HEALTH CARE SURROGATE
3.1 Surrogate Name: [SURROGATE FULL NAME]
3.2 Surrogate Address: [SURROGATE STREET ADDRESS]
3.3 Surrogate City, State, ZIP: [SURROGATE CITY], [SURROGATE STATE]
[SURROGATE ZIP CODE]
3.4 Surrogate Telephone: [SURROGATE TELEPHONE NUMBER]
3.5 Alternate Surrogate Name: [ALTERNATE SURROGATE FULL NAME]
3.6 Alternate Surrogate Address: [ALTERNATE SURROGATE STREET ADDRESS]
3.7 Alternate Surrogate City, State, ZIP: [ALTERNATE SURROGATE CITY], [ALTERNATE SURROGATE STATE]
[ALTERNATE SURROGATE ZIP CODE]
3.8 Alternate Surrogate Telephone: [ALTERNATE SURROGATE TELEPHONE NUMBER]
3.9 Authority of Surrogate: I authorize my designated surrogate, or alternate surrogate if the designated surrogate is unavailable, unwilling, or unable to act, to make health care decisions on my behalf consistent with this Declaration, including the authority to consent to, refuse, or withdraw life-sustaining treatment in accordance with my directives stated herein.

4. PHYSICIAN AND HEALTH CARE PROVIDER PROVISIONS
4.1 Attending Physician Name: [ATTENDING PHYSICIAN FULL NAME]
4.2 Attending Physician Address: [ATTENDING PHYSICIAN STREET ADDRESS]
4.3 Attending Physician City, State, ZIP: [ATTENDING PHYSICIAN CITY], [ATTENDING PHYSICIAN STATE]
[ATTENDING PHYSICIAN ZIP CODE]
4.4 Attending Physician Telephone: [ATTENDING PHYSICIAN TELEPHONE NUMBER]
4.5 Health Care Facility: [HEALTH CARE FACILITY NAME AND ADDRESS]
4.6 Provider Obligations: I direct that my attending physician and all health care providers comply with the directions contained in this Declaration. If my attending physician is unwilling to comply with my directions, I direct that I be transferred to another physician or facility willing to honor this Declaration.

5. EFFECT OF DECLARATION
5.1 This Declaration shall be given full effect by all health care providers and shall be honored in accordance with the Mississippi Natural Death Act.
5.2 This Declaration shall remain in effect until revoked by me.
5.3 This Declaration shall not be construed to authorize any act or omission that would constitute mercy killing or euthanasia.
5.4 If any provision of this Declaration is held invalid, the remaining provisions shall remain in full force and effect.

6. REVOCATION
6.1 I understand that I may revoke this Declaration at any time by a signed and dated writing, by physical cancellation or destruction of this Declaration, or by orally expressing my intent to revoke to my attending physician.
6.2 Revocation Date (if applicable): [DATE OF REVOCATION]

7. COPIES AND DISTRIBUTION
7.1 I direct that copies of this Declaration be provided to my attending physician, my designated surrogate, my alternate surrogate, and the health care facility where I am receiving care.
7.2 Copy Provided To: [NAME OF PERSON OR FACILITY RECEIVING COPY]
7.3 Copy Provided To: [NAME OF PERSON OR FACILITY RECEIVING COPY]

8. DECLARANT SIGNATURE
8.1 I sign this Declaration voluntarily and free from duress, and I declare that I understand its contents and its significance.
8.2 Declarant Signature: [DECLARANT SIGNATURE]
8.3 Date Signed: [DATE SIGNED]
8.4 City and State of Signing: [CITY], MISSISSIPPI

9. WITNESSES
9.1 I declare that the Declarant signed this Declaration in my presence, that the Declarant appears to be of sound mind and free from duress, and that I am not related to the Declarant by blood, marriage, or adoption, and I am not entitled to any portion of the Declarant's estate.
9.2 Witness 1 Name: [WITNESS 1 FULL NAME]
9.3 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
9.4 Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE]
[WITNESS 1 ZIP CODE]
9.5 Witness 1 Signature: [WITNESS 1 SIGNATURE]
9.6 Witness 1 Date: [WITNESS 1 DATE SIGNED]
9.7 Witness 2 Name: [WITNESS 2 FULL NAME]
9.8 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
9.9 Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE]
[WITNESS 2 ZIP CODE]
9.10 Witness 2 Signature: [WITNESS 2 SIGNATURE]
9.11 Witness 2 Date: [WITNESS 2 DATE SIGNED]

10. NOTARY ACKNOWLEDGMENT (OPTIONAL)
10.1 State of Mississippi
10.2 County of [COUNTY NAME]
10.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned Notary Public, personally appeared [DECLARANT FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this Declaration, and who acknowledged that he or she executed the same for the purposes therein contained.
10.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
10.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
10.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
10.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
10.8 My Commission Expires: [COMMISSION EXPIRATION DATE]

11. ADDITIONAL PAGES
11.1 Number of Additional Pages Attached: [NUMBER OF ADDITIONAL PAGES]
11.2 Description of Attachments: [DESCRIPTION OF ATTACHMENTS]
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