OKLAHOMA ADVANCE DIRECTIVE FOR HEALTH CARE FORM

This document is an Oklahoma Advance Directive for Health Care, executed pursuant to the Oklahoma Advance Directive Act, Oklahoma Statutes Title 63, Sections
3101.1 through 3101.16.

I, [DECLARANT FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, or otherwise legally authorized to execute this document, voluntarily make this Advance Directive for Health Care.

My date of birth is [DECLARANT DATE OF BIRTH].

My address is [DECLARANT STREET ADDRESS].

[DECLARANT CITY], [DECLARANT STATE], [DECLARANT ZIP CODE].

My telephone number is [DECLARANT TELEPHONE NUMBER].

PART ONE: LIVING WILL

1. DECLARATION OF INTENT
1.1 Purpose: I intend for this Living Will to be followed if I am diagnosed with a terminal condition, are persistently unconscious, or have an end-stage condition, and I can no longer make my own health care decisions.
1.2 Definitions: For purposes of this document, "terminal condition" means an incurable and irreversible condition that, even with the administration of life-sustaining treatment, will result in death within a relatively short time; "persistently unconscious" means a permanent coma or persistent vegetative state; and "end-stage condition" means a condition caused by injury, disease, or illness that results in severe and permanent deterioration, indicated by incapacity and complete physical dependency, and for which, to a reasonable degree of medical certainty, treatment of the irreversible condition would be medically ineffective.

2. LIFE-SUSTAINING TREATMENT
2.1 If I have a terminal condition, I direct that [INITIAL ONE: I DO / I DO NOT] want life-sustaining treatment withheld or withdrawn, except that I direct that I be given treatment to provide comfort and relieve pain, even if that treatment may hasten my death.
2.2 If I am persistently unconscious, I direct that [INITIAL ONE: I DO / I DO NOT] want life-sustaining treatment withheld or withdrawn, except that I direct that I be given treatment to provide comfort and relieve pain, even if that treatment may hasten my death.
2.3 If I have an end-stage condition, I direct that [INITIAL ONE: I DO / I DO NOT] want life-sustaining treatment withheld or withdrawn, except that I direct that I be given treatment to provide comfort and relieve pain, even if that treatment may hasten my death.
2.4 Artificial Nutrition and Hydration: I understand that artificial nutrition and hydration are forms of life-sustaining treatment. I direct that [INITIAL ONE: I DO / I DO NOT] want artificial nutrition and hydration withheld or withdrawn under the circumstances described in Sections 2.1, 2.2, and
2.3 above.

3. PREGNANCY PROVISION
3.1 If I am pregnant, I direct that this Living Will [INITIAL ONE: SHALL / SHALL NOT] remain in effect during my pregnancy.

4. ADDITIONAL DIRECTIONS OR LIMITATIONS
4.1 I may state additional directions or limitations regarding my care here: [ADDITIONAL DIRECTIONS OR LIMITATIONS].

PART TWO: APPOINTMENT OF HEALTH CARE PROXY

5. DESIGNATION OF HEALTH CARE PROXY
5.1 I appoint the following individual as my Health Care Proxy to make health care decisions for me if I am unable to make them for myself: [HEALTH CARE PROXY FULL LEGAL NAME].
5.2 Health Care Proxy address: [HEALTH CARE PROXY STREET ADDRESS].
5.3 [HEALTH CARE PROXY CITY], [HEALTH CARE PROXY STATE], [HEALTH CARE PROXY ZIP CODE].
5.4 Health Care Proxy telephone number: [HEALTH CARE PROXY TELEPHONE NUMBER].
5.5 Health Care Proxy relationship to me: [HEALTH CARE PROXY RELATIONSHIP].

6. ALTERNATE HEALTH CARE PROXY
6.1 If my Health Care Proxy is unable, unwilling, or unavailable to serve, I appoint the following individual as my Alternate Health Care Proxy: [ALTERNATE HEALTH CARE PROXY FULL LEGAL NAME].
6.2 Alternate Health Care Proxy address: [ALTERNATE HEALTH CARE PROXY STREET ADDRESS].
6.3 [ALTERNATE HEALTH CARE PROXY CITY], [ALTERNATE HEALTH CARE PROXY STATE], [ALTERNATE HEALTH CARE PROXY ZIP CODE].
6.4 Alternate Health Care Proxy telephone number: [ALTERNATE HEALTH CARE PROXY TELEPHONE NUMBER].
6.5 Alternate Health Care Proxy relationship to me: [ALTERNATE HEALTH CARE PROXY RELATIONSHIP].

7. AUTHORITY OF HEALTH CARE PROXY
7.1 My Health Care Proxy 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, psychiatric treatment, and admission to or discharge from a health care facility, except as limited by this document or by law.
7.2 My Health Care Proxy shall have the authority to request, review, and receive any information, verbal or written, regarding my physical or mental health, including medical and hospital records, and to execute any documents necessary to obtain that information.
7.3 My Health Care Proxy shall have the authority to donate my organs, tissues, or eyes upon my death, unless I have otherwise provided in this document or in a separate donor document.
7.4 My Health Care Proxy shall have the authority to authorize an autopsy and to direct the disposition of my remains, unless I have otherwise provided in this document or in a separate document.

8. LIMITATIONS ON HEALTH CARE PROXY AUTHORITY
8.1 I may state limitations on the authority of my Health Care Proxy here: [LIMITATIONS ON HEALTH CARE PROXY AUTHORITY].

9. NOMINATION OF GUARDIAN
9.1 If a guardian of my person is to be appointed, I nominate my Health Care Proxy, or if my Health Care Proxy is unable, unwilling, or unavailable to serve, my Alternate Health Care Proxy, to serve as guardian of my person: [NOMINATED GUARDIAN FULL LEGAL NAME].

PART THREE: GENERAL PROVISIONS

10. REVOCATION
10.1 I may revoke this Advance Directive for Health Care at any time while I am competent by notifying my attending physician, my Health Care Proxy, or another health care provider, or by executing a subsequent Advance Directive for Health Care, or by physically destroying this document.

11. EFFECT OF PRIOR DOCUMENTS
11.1 This Advance Directive for Health Care supersedes any prior advance directive, living will, or durable power of attorney for health care executed by me.

12. SEverability
12.1 If any provision of this Advance Directive for Health Care is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

13. GOVERNING LAW
13.1 This Advance Directive for Health Care shall be governed by and construed in accordance with the laws of the State of Oklahoma.

14. COPIES
14.1 A copy of this Advance Directive for Health Care shall have the same force and effect as the original.

PART FOUR: SIGNATURE AND WITNESSES

15. DECLARANT SIGNATURE
15.1 I have read this Advance Directive for Health Care, and I understand its contents. I am of sound mind and I am voluntarily executing this document.
15.2 Declarant signature: [DECLARANT SIGNATURE].
15.3 Date signed: [DATE SIGNED].

16. WITNESSES
16.1 I declare that the Declarant is personally known to me or has presented satisfactory identification, that the Declarant signed this Advance Directive for Health Care in my presence, and that the Declarant appears to be of sound mind and under no duress, fraud, or undue influence.
16.2 Witness 1 signature: [WITNESS 1 SIGNATURE].
16.3 Witness 1 printed name: [WITNESS 1 PRINTED NAME].
16.4 Witness 1 address: [WITNESS 1 STREET ADDRESS].
16.5 [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE].
16.6 Witness 2 signature: [WITNESS 2 SIGNATURE].
16.7 Witness 2 printed name: [WITNESS 2 PRINTED NAME].
16.8 Witness 2 address: [WITNESS 2 STREET ADDRESS].
16.9 [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE].

17. NOTARY ACKNOWLEDGMENT
17.1 State of Oklahoma, County of [COUNTY NAME].
17.2 This document was acknowledged before me on [NOTARY DATE] by [DECLARANT FULL LEGAL NAME].
17.3 Notary Public signature: [NOTARY PUBLIC SIGNATURE].
17.4 Notary Public printed name: [NOTARY PUBLIC PRINTED NAME].
17.5 My commission expires: [NOTARY COMMISSION EXPIRATION DATE].
17.6 Notary seal: [NOTARY SEAL].
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