OKLAHOMA ARTIFICIAL NUTRITION AND HYDRATION DIRECTIVE

This Directive is made by:

[NAME OF DECLARANT]

[STREET ADDRESS]

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

[PHONE NUMBER]

[EMAIL ADDRESS]

Date of Birth: [DATE OF BIRTH]

I, [NAME OF DECLARANT], being of sound mind and at least eighteen (18) years of age, willfully and voluntarily make this Directive to my family, my physician, my lawyer, and all medical personnel who may be treating me. I direct that my wishes as expressed in this Directive be honored.

1. DECLARATION OF INTENT
1.1 I understand that artificial nutrition and hydration means a medical procedure whereby nutrition and fluids are provided through tubes inserted into my body by medical means, including but not limited to nasogastric tubes, gastrostomy tubes, jejunostomy tubes, intravenous lines, or any other artificial means of supplying nutrition or hydration.
1.2 I understand that I have the right to accept or refuse medical treatment, including artificial nutrition and hydration, and that my wishes will be honored.
1.3 I intend for this Directive to be followed if I am unable to communicate my wishes regarding artificial nutrition and hydration.

2. EFFECTIVE CONDITION
2.1 This Directive shall become effective only if I am unable to communicate my wishes regarding artificial nutrition and hydration and either:

2.1.1 I am in a terminal condition and death is imminent; or

2.1.2 I am in a permanently unconscious state, including but not limited to a persistent vegetative state or an irreversible coma; or

2.1.3 I have an end-stage condition or a severe, irreversible medical condition from which I am not expected to recover.
2.2 This Directive shall remain in effect until I revoke it.

3. DIRECTIVE REGARDING ARTIFICIAL NUTRITION AND HYDRATION
3.1 I direct that artificial nutrition and hydration be withheld or withdrawn under the conditions stated in Section 2 of this Directive.
3.2 I understand that withholding or withdrawing artificial nutrition and hydration may result in my death, and I accept that consequence as consistent with my wishes.
3.3 I specifically direct that my attending physician and all other medical personnel comply with this Directive and that they be held harmless for carrying out my wishes in good faith.

4. COMFORT CARE
4.1 I direct that I receive comfort care and treatment to relieve pain and suffering, even if such treatment may hasten my death, so long as the primary purpose is to relieve pain and suffering.
4.2 I direct that I be kept clean, warm, and as free of pain as possible.
4.3 I direct that my mouth and lips be kept moist and that I receive oral hygiene and other comfort measures.

5. APPOINTMENT OF HEALTH CARE PROXY
5.1 I appoint the following person as my health care proxy to make decisions regarding artificial nutrition and hydration if I am unable to communicate my wishes:

Name: [NAME OF HEALTH CARE PROXY]

Address: [STREET ADDRESS]

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

Phone: [PHONE NUMBER]

Email: [EMAIL ADDRESS]
5.2 If the person named above is unable, unwilling, or unavailable to serve, I appoint the following alternate health care proxy:

Name: [NAME OF ALTERNATE HEALTH CARE PROXY]

Address: [STREET ADDRESS]

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

Phone: [PHONE NUMBER]

Email: [EMAIL ADDRESS]
5.3 My health care proxy is authorized to make decisions regarding artificial nutrition and hydration consistent with the wishes expressed in this Directive.
5.4 My health care proxy shall have the authority to communicate my wishes to my attending physician and other medical personnel.

6. PHYSICIAN AND FACILITY INFORMATION
6.1 My attending physician is:

Name: [NAME OF PHYSICIAN]

Address: [STREET ADDRESS]

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

Phone: [PHONE NUMBER]
6.2 The facility where I am receiving care is:

Name: [NAME OF FACILITY]

Address: [STREET ADDRESS]

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

Phone: [PHONE NUMBER]

7. REVOCATION
7.1 I may revoke this Directive at any time while I am competent by:

7.1.1 Signing and dating a written revocation;

7.1.2 Orally expressing my intent to revoke in the presence of a witness; or

7.1.3 Any other act evidencing a specific intent to revoke.
7.2 Any revocation shall be effective upon communication to my attending physician or health care proxy.
7.3 This Directive shall be revoked if I execute a subsequent valid Directive.

8. SEVERABILITY
8.1 If any provision of this Directive is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

9. GOVERNING LAW
9.1 This Directive shall be governed by and construed in accordance with the laws of the State of Oklahoma.

10. SIGNATURE OF DECLARANT
10.1 I have read this Directive, I understand its contents, and I am signing it voluntarily.

Signature: ______________________________

Date: [DATE OF SIGNATURE]

11. WITNESSES
11.1 The declarant has signed this Directive in my presence, and I believe the declarant to be of sound mind and free from duress, fraud, or undue influence.

Witness 1 Signature: ______________________________

Name: [NAME OF WITNESS 1]

Address: [STREET ADDRESS]

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

Date: [DATE OF WITNESS 1 SIGNATURE]

Witness 2 Signature: ______________________________

Name: [NAME OF WITNESS 2]

Address: [STREET ADDRESS]

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

Date: [DATE OF WITNESS 2 SIGNATURE]

12. NOTARY ACKNOWLEDGMENT
12.1 State of Oklahoma

County of [COUNTY NAME]
12.2 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [NAME OF DECLARANT], known to me or satisfactorily proven to be the person whose name is subscribed to this Directive, and acknowledged that he or she executed the same for the purposes therein contained.
12.3 In witness whereof, I have hereunto set my hand and official seal.

Notary Public Signature: ______________________________

My Commission Expires: [COMMISSION EXPIRATION DATE]

Notary Public Seal: ______________________________

13. COPIES
13.1 I direct that a copy of this Directive be given to my attending physician, my health care proxy, my alternate health care proxy, and any health care facility where I receive care.
13.2 A copy of this Directive shall have the same force and effect as the original.
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