NEVADA LIVING WILL DECLARATION FORM

DECLARATION MADE THIS [DAY] DAY OF [MONTH], [YEAR].

DECLARANT NAME: [DECLARANT FULL NAME]

DECLARANT ADDRESS: [DECLARANT STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

DECLARANT DATE OF BIRTH: [DATE OF BIRTH]

DECLARANT TELEPHONE NUMBER: [TELEPHONE NUMBER]

RE: DECLARATION OF LIVING WILL AND APPOINTMENT OF AGENT FOR HEALTH CARE DECISIONS

1. DECLARATION OF INTENT
1.1 I, [DECLARANT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Declaration of Living Will and Appointment of Agent for Health Care Decisions.
1.2 I intend for this document to be honored as my living will and, where applicable, as my durable power of attorney for health care pursuant to Nevada Revised Statutes Chapter 162A and Chapter

449.
1.3 This Declaration shall take effect only if I am unable to
make or communicate my own health care decisions, as determined by my attending physician and one other physician, or as otherwise provided by Nevada law.

2. APPOINTMENT OF AGENT FOR HEALTH CARE DECISIONS
2.1 I hereby appoint the following person as my Agent to make health care decisions for me when I am unable to do so:

AGENT NAME: [AGENT FULL NAME]

AGENT RELATIONSHIP: [RELATIONSHIP TO DECLARANT]

AGENT ADDRESS: [AGENT STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

AGENT TELEPHONE NUMBER: [AGENT TELEPHONE NUMBER]

AGENT ALTERNATE TELEPHONE NUMBER: [AGENT ALTERNATE TELEPHONE NUMBER]
2.2 If the person named above is unable, unwilling, or unavailable to serve as my Agent, I appoint the following person as my Alternate Agent:

ALTERNATE AGENT NAME: [ALTERNATE AGENT FULL NAME]

ALTERNATE AGENT RELATIONSHIP: [RELATIONSHIP TO DECLARANT]

ALTERNATE AGENT ADDRESS: [ALTERNATE AGENT STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

ALTERNATE AGENT TELEPHONE NUMBER: [ALTERNATE AGENT TELEPHONE NUMBER]

ALTERNATE AGENT ALTERNATE TELEPHONE NUMBER: [ALTERNATE AGENT ALTERNATE TELEPHONE NUMBER]
2.3 My Agent shall have full authority to make any and all health care decisions for me, including but not limited to decisions regarding medical treatment, surgical procedures, hospitalization, nursing home placement, mental health treatment, and the withholding or withdrawal of life-sustaining treatment, subject to the limitations and directions set forth in this Declaration.
2.4 My Agent shall have the authority to receive and review my protected health information under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and any applicable Nevada law, and I direct my health care providers to release such information to my Agent.
2.5 My Agent shall not be liable for any act or omission made in good faith on my behalf.

3. DECLARATION OF DESIRES REGARDING END-OF-LIFE CARE
3.1 If I am diagnosed with a terminal condition, an irreversible condition, or a condition from which I am not expected to recover, and I am unable to make or communicate my own health care decisions, I direct my health care providers as follows:
3.2 LIFE-SUSTAINING TREATMENT: I direct that my Agent and my health care providers [INITIAL ONE: WITHHOLD OR WITHDRAW LIFE-SUSTAINING TREATMENT / PROVIDE ALL AVAILABLE LIFE-SUSTAINING TREATMENT / DEFER TO MY AGENT'S DISCRETION].
3.3 CARDIOPULMONARY RESUSCITATION (CPR): I direct that CPR be [INITIAL ONE: WITHHELD / ADMINISTERED / DEFERRED TO MY AGENT'S DISCRETION].
3.4 MECHANICAL VENTILATION: I direct that mechanical ventilation be [INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED / DEFERRED TO MY AGENT'S DISCRETION].
3.5 ARTIFICIAL NUTRITION AND HYDRATION: I direct that artificial nutrition and hydration be [INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED / DEFERRED TO MY AGENT'S DISCRETION].
3.6 DIALYSIS: I direct that dialysis be [INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED / DEFERRED TO MY AGENT'S DISCRETION].
3.7 ANTIBIOTICS: I direct that antibiotics be [INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED / DEFERRED TO MY AGENT'S DISCRETION].
3.8 BLOOD TRANSFUSION: I direct that blood transfusion be [INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED / DEFERRED TO MY AGENT'S DISCRETION].
3.9 SURGERY: I direct that surgery be [INITIAL ONE: WITHHELD OR WITHDRAWN / PROVIDED / DEFERRED TO MY AGENT'S DISCRETION].
3.10 PAIN RELIEF AND COMFORT CARE: I direct that I be provided with adequate pain relief and comfort care, even if such treatment may hasten my death, and I direct that I not be denied pain relief for any reason.
3.11 OTHER DIRECTIONS OR LIMITATIONS: [ADDITIONAL INSTRUCTIONS OR LIMITATIONS, IF ANY].

4. DECLARATION REGARDING PREGNANCY
4.1 If I am pregnant at the time this Declaration would otherwise take effect, I direct that this Declaration be [INITIAL ONE: HONORED / SUSPENDED UNTIL I AM NO LONGER PREGNANT / DEFERRED TO MY AGENT'S DISCRETION].

5. ANATOMICAL GIFTS
5.1 Upon my death, I direct that my organs, tissues, and eyes be [INITIAL ONE: DONATED FOR TRANSPLANTATION, THERAPY, RESEARCH, OR EDUCATION / NOT DONATED / DEFERRED TO MY AGENT'S DISCRETION].
5.2 If donation is authorized, I direct that my Agent or the following person be permitted to make anatomical gifts on my behalf: [NAME OF PERSON AUTHORIZED TO MAKE ANATOMICAL GIFTS].

6. DISPOSITION OF REMAINS
6.1 I direct that my Agent have the authority to make decisions regarding the disposition of my remains, including funeral arrangements, burial, cremation, and memorial services.
6.2 Specific instructions regarding disposition of my remains: [SPECIFIC INSTRUCTIONS, IF ANY].

7. NOMINATION OF GUARDIAN
7.1 If a guardian of my person is necessary, I nominate the following person to serve as my guardian:

GUARDIAN NAME: [GUARDIAN FULL NAME]

GUARDIAN RELATIONSHIP: [RELATIONSHIP TO DECLARANT]

GUARDIAN ADDRESS: [GUARDIAN STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

GUARDIAN TELEPHONE NUMBER: [GUARDIAN TELEPHONE NUMBER]

8. REVOCATION OF PRIOR DOCUMENTS
8.1 I hereby revoke any and all prior living wills, declarations, durable powers of attorney for health care, and similar advance directives previously executed by me.

9. EFFECT OF THIS DECLARATION
9.1 This Declaration shall remain in effect until I revoke it in writing, orally, or by any other means recognized by Nevada law.
9.2 A revocation shall be effective only upon communication to my attending physician or other health care provider.
9.3 This Declaration shall be governed by and construed in accordance with the laws of the State of Nevada.

10. SEverability
10.1 If any provision of this Declaration is held to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

11. COPIES
11.1 A copy of this Declaration shall have the same force and effect as the original.

12. DECLARANT SIGNATURE
12.1 I have read and understand this Declaration, and I voluntarily sign it on the date first written above.

DECLARANT SIGNATURE: ________________________________________

DECLARANT PRINTED NAME: [DECLARANT FULL NAME]

DATE SIGNED: [DATE SIGNED]

13. WITNESSES
13.1 The Declarant has signed this Declaration in our presence, and we, in the presence of the Declarant and each other, have subscribed our names as witnesses. Each of us is at least eighteen (18) years of age and is not related to the Declarant by blood, marriage, or adoption, and is not entitled to any portion of the Declarant's estate.

WITNESS 1 SIGNATURE: ________________________________________

WITNESS 1 PRINTED NAME: [WITNESS 1 FULL NAME]

WITNESS 1 ADDRESS: [WITNESS 1 STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

WITNESS 1 DATE: [DATE]

WITNESS 2 SIGNATURE: ________________________________________

WITNESS 2 PRINTED NAME: [WITNESS 2 FULL NAME]

WITNESS 2 ADDRESS: [WITNESS 2 STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

WITNESS 2 DATE: [DATE]

14. NOTARY ACKNOWLEDGMENT
14.1 STATE OF NEVADA
14.2 COUNTY OF [COUNTY NAME]
14.3 This document was acknowledged before me on [DATE] by [DECLARANT FULL NAME], who is personally known to me or who produced [IDENTIFICATION TYPE] as identification.

NOTARY PUBLIC SIGNATURE: ________________________________________

NOTARY PUBLIC PRINTED NAME: [NOTARY PUBLIC FULL NAME]

NOTARY PUBLIC COMMISSION NUMBER: [COMMISSION NUMBER]

NOTARY PUBLIC COMMISSION EXPIRATION DATE: [EXPIRATION DATE]

15. OPTIONAL PHYSICIAN CERTIFICATION
15.1 I, [PHYSICIAN FULL NAME], a physician licensed to practice medicine in the State of Nevada, certify that I have examined [DECLARANT FULL NAME] and that the Declarant is of sound mind and is capable of making health care decisions.

PHYSICIAN SIGNATURE: ________________________________________

PHYSICIAN PRINTED NAME: [PHYSICIAN FULL NAME]

PHYSICIAN LICENSE NUMBER: [LICENSE NUMBER]

PHYSICIAN ADDRESS: [PHYSICIAN STREET ADDRESS]

[CITY], [STATE], [ZIP CODE]

DATE: [DATE]
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