NEVADA LIFE-SUSTAINING TREATMENT REFUSAL FORM

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT DATE OF BIRTH]

[PATIENT TELEPHONE NUMBER]

[PATIENT EMAIL ADDRESS]

RE: REFUSAL OF LIFE-SUSTAINING TREATMENT

I, [PATIENT FULL NAME], being an adult of sound mind and a resident of the State of Nevada, voluntarily and intentionally make this written refusal of life-sustaining treatment pursuant to Nevada Revised Statutes (NRS) 449A.400 through 449A.481 and any other applicable Nevada law.

1. DECLARATION OF INTENT
1.1 I understand that life-sustaining treatment means any medical procedure or intervention that, when applied to a patient, serves only to prolong the process of dying.
1.2 I understand that this document allows me to refuse life-sustaining treatment and to direct that such treatment be withheld or withdrawn.
1.3 I understand that I have the right to make this refusal even if I am not terminally ill, and that my refusal will be honored by my attending physician and other health care providers.
1.4 I understand that this document does not authorize euthanasia, mercy killing, or any act intended to cause my death.

2. REFUSAL OF SPECIFIC LIFE-SUSTAINING TREATMENTS
2.1 I direct that the following life-sustaining treatments be withheld or withdrawn from me if I am unable to make or communicate my own health care decisions:

2.1.1 Cardiopulmonary resuscitation (CPR): [INITIAL IF REFUSED]

2.1.2 Mechanical ventilation (breathing machine): [INITIAL IF REFUSED]

2.1.3 Artificial nutrition and hydration (feeding tubes and IV fluids): [INITIAL IF REFUSED]

2.1.4 Dialysis: [INITIAL IF REFUSED]

2.1.5 Antibiotics for life-threatening infection: [INITIAL IF REFUSED]

2.1.6 Blood transfusions: [INITIAL IF REFUSED]

2.1.7 Surgery: [INITIAL IF REFUSED]

2.1.8 Vasoactive medications (drugs to maintain blood pressure): [INITIAL IF REFUSED]

2.1.9 Other: [SPECIFY TREATMENT REFUSED]

3. CONDITIONS AND CIRCUMSTANCES
3.1 This refusal shall apply when I am unable to make or communicate my own health care decisions and one or more of the following conditions exist:

3.1.1 I have a terminal condition: [INITIAL IF APPLICABLE]

3.1.2 I have an irreversible and incurable condition: [INITIAL IF APPLICABLE]

3.1.3 I am permanently unconscious: [INITIAL IF APPLICABLE]

3.1.4 I have an advanced illness with no reasonable hope of recovery: [INITIAL IF APPLICABLE]

3.1.5 Other: [SPECIFY CONDITION]
3.2 I understand that if I am pregnant, Nevada law may limit the effect of this refusal. I have discussed this with my physician: [INITIAL IF DISCUSSED]

4. PAIN RELIEF AND COMFORT CARE
4.1 I direct that I receive appropriate pain relief and comfort care, even if such measures may hasten my death, provided the primary intent is to relieve pain and suffering.
4.2 I direct that I not be denied comfort care, oral hygiene, positioning, or other measures to maintain my dignity and comfort.

5. DESIGNATION OF HEALTH CARE AGENT
5.1 I designate the following person as my health care agent to make decisions regarding the withholding or withdrawal of life-sustaining treatment if I am unable to make or communicate my own decisions:

[HEALTH CARE AGENT FULL NAME]

[HEALTH CARE AGENT STREET ADDRESS]

[HEALTH CARE AGENT CITY, STATE, ZIP CODE]

[HEALTH CARE AGENT TELEPHONE NUMBER]

[HEALTH CARE AGENT RELATIONSHIP TO PATIENT]
5.2 If the person named above is unable, unwilling, or unavailable to serve, I designate the following alternate health care agent:

[ALTERNATE HEALTH CARE AGENT FULL NAME]

[ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

[ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP CODE]

[ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]

[ALTERNATE HEALTH CARE AGENT RELATIONSHIP TO PATIENT]
5.3 My health care agent is authorized to consent to the withholding or withdrawal of life-sustaining treatment on my behalf consistent with this document.

6. PHYSICIAN AND HEALTH CARE PROVIDER INSTRUCTIONS
6.1 I direct my attending physician and all other health care providers to honor this refusal of life-sustaining treatment.
6.2 I direct that my attending physician record this refusal in my medical record and that it be treated as a physician's order to withhold or withdraw the specified treatments.
6.3 I authorize my attending physician to take any necessary steps to ensure that this refusal is honored, including transferring me to another facility or physician if necessary.

7. EFFECT OF PRIOR DIRECTIVES
7.1 This document supersedes any prior life-sustaining treatment refusal, living will, or advance directive I have executed, to the extent of any conflict.
7.2 This document does not revoke any durable power of attorney for health care decisions except as specifically stated herein.

8. REVOCATION
8.1 I understand that I may revoke this refusal at any time, in any manner, while I am competent to do so.
8.2 I understand that revocation is effective upon communication to my attending physician or other health care provider.
8.3 I understand that if I revoke this refusal, life-sustaining treatment may be initiated or continued.

9. ANATOMICAL GIFT
9.1 Upon my death, I wish to make an anatomical gift as follows: [INITIAL ONE]

9.1.1 Any needed organs, tissues, or eyes: [INITIAL]

9.1.2 Only the following organs, tissues, or eyes: [SPECIFY]

9.1.3 I do not wish to make an anatomical gift: [INITIAL]

10. SIGNATURE AND WITNESSES
10.1 Patient Signature

I have read this document, or it has been read to me, and I understand its contents. I am of sound mind and I am voluntarily signing this refusal of life-sustaining treatment.

[PATIENT SIGNATURE]

[DATE SIGNED]

[PATIENT PRINTED NAME]
10.2 Witnesses

The patient has signed this document in my presence, or has acknowledged this signature in my presence, and appears to be of sound mind and not under duress, fraud, or undue influence.

[WITNESS 1 SIGNATURE]

[WITNESS 1 PRINTED NAME]

[WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY, STATE, ZIP CODE]

[DATE]

[WITNESS 2 SIGNATURE]

[WITNESS 2 PRINTED NAME]

[WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY, STATE, ZIP CODE]

[DATE]
10.3 Notary Acknowledgment (Optional)

STATE OF NEVADA

COUNTY OF [COUNTY NAME]

On [DATE], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this document, and acknowledged to me that he or she executed the same in his or her authorized capacity, and that by his or her signature on the instrument the person, or the entity upon behalf of which the person acted, executed the instrument.

I declare under penalty of perjury under the law of the State of Nevada that the foregoing is true and correct.

[NOTARY PUBLIC SIGNATURE]

[NOTARY PUBLIC PRINTED NAME]

[NOTARY PUBLIC SEAL]

[NOTARY COMMISSION EXPIRATION DATE]

11. PHYSICIAN CERTIFICATION
11.1 I, [PHYSICIAN FULL NAME], a physician licensed to practice medicine in the State of Nevada, certify that I have discussed with the patient the nature and consequences of the refusal of life-sustaining treatment, and that the patient appears to be of sound mind and acting voluntarily.

[PHYSICIAN SIGNATURE]

[PHYSICIAN PRINTED NAME]

[PHYSICIAN LICENSE NUMBER]

[DATE]

12. COPIES
12.1 I have been provided with a copy of this document.
12.2 A copy of this document shall be placed in my medical record.
12.3 I have given copies to the following persons: [LIST PERSONS AND RELATIONSHIPS]
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