OKLAHOMA LIFE-SUSTAINING TREATMENT PREFERENCES FORM

[PATIENT FULL NAME]

[PATIENT DATE OF BIRTH]

[PATIENT ADDRESS]

[CITY, STATE, ZIP]

[PATIENT PHONE NUMBER]

[PATIENT EMAIL ADDRESS]

[HEALTHCARE PROXY NAME]

[HEALTHCARE PROXY RELATIONSHIP]

[HEALTHCARE PROXY ADDRESS]

[HEALTHCARE PROXY PHONE NUMBER]

[HEALTHCARE PROXY EMAIL ADDRESS]

[ALTERNATE HEALTHCARE PROXY NAME]

[ALTERNATE HEALTHCARE PROXY RELATIONSHIP]

[ALTERNATE HEALTHCARE PROXY ADDRESS]

[ALTERNATE HEALTHCARE PROXY PHONE NUMBER]

[ALTERNATE HEALTHCARE PROXY EMAIL ADDRESS]

[DATE OF EXECUTION]

RE: OKLAHOMA LIFE-SUSTAINING TREATMENT PREFERENCES

1. INTRODUCTION AND PURPOSE
1.1 This document is executed pursuant to the Oklahoma Rights of the Terminally Ill or Persistently Unconscious Act, Okla. Stat. tit. 63, §§
3080.1 through 3080.5, and the Oklahoma Advance Directive Act, Okla. Stat. tit. 63, §§
3101.1 through 3101.16.
1.2 I, [PATIENT FULL NAME], being at least eighteen (18) years of age, of sound mind, and acting voluntarily, hereby set forth my preferences regarding life-sustaining treatment.
1.3 This form is intended to provide clear instructions to my attending physician, healthcare providers, and healthcare proxy regarding the administration, withholding, or withdrawal of life-sustaining treatment.

2. DESIGNATION OF HEALTHCARE PROXY
2.1 I designate [HEALTHCARE PROXY NAME] as my healthcare proxy to make healthcare decisions for me if I am unable to make such decisions for myself.
2.2 If [HEALTHCARE PROXY NAME] is unable, unwilling, or unavailable to serve, I designate [ALTERNATE HEALTHCARE PROXY NAME] as my alternate healthcare proxy.
2.3 My healthcare proxy is authorized to make any and all healthcare decisions on my behalf, including decisions regarding life-sustaining treatment, subject to the preferences stated in this form.
2.4 My healthcare proxy shall have the authority to receive my medical records and to consent to or refuse medical treatment on my behalf.
2.5 This designation shall remain in effect until revoked by me in writing or by a subsequent valid advance directive.

3. PREFERENCES REGARDING LIFE-SUSTAINING TREATMENT
3.1 If I am diagnosed with a terminal condition and my attending physician determines that I have less than [NUMBER] months to live, my preferences are as follows:

3.1.1 Cardiopulmonary resuscitation (CPR): [INITIAL ONE: I WANT CPR / I DO NOT WANT CPR / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.2 Mechanical ventilation: [INITIAL ONE: I WANT MECHANICAL VENTILATION / I DO NOT WANT MECHANICAL VENTILATION / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.3 Artificial nutrition and hydration: [INITIAL ONE: I WANT ARTIFICIAL NUTRITION AND HYDRATION / I DO NOT WANT ARTIFICIAL NUTRITION AND HYDRATION / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.4 Dialysis: [INITIAL ONE: I WANT DIALYSIS / I DO NOT WANT DIALYSIS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.5 Antibiotics: [INITIAL ONE: I WANT ANTIBIOTICS / I DO NOT WANT ANTIBIOTICS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.6 Blood transfusions: [INITIAL ONE: I WANT BLOOD TRANSFUSIONS / I DO NOT WANT BLOOD TRANSFUSIONS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.7 Surgery: [INITIAL ONE: I WANT SURGERY / I DO NOT WANT SURGERY / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.1.8 Pain relief and comfort care: [INITIAL ONE: I WANT ALL AVAILABLE PAIN RELIEF AND COMFORT CARE / I DO NOT WANT PAIN RELIEF AND COMFORT CARE / I WANT MY HEALTHCARE PROXY TO DECIDE]
3.2 If I am diagnosed with a persistent vegetative state or permanent unconsciousness, my preferences are as follows:

3.2.1 Cardiopulmonary resuscitation (CPR): [INITIAL ONE: I WANT CPR / I DO NOT WANT CPR / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.2 Mechanical ventilation: [INITIAL ONE: I WANT MECHANICAL VENTILATION / I DO NOT WANT MECHANICAL VENTILATION / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.3 Artificial nutrition and hydration: [INITIAL ONE: I WANT ARTIFICIAL NUTRITION AND HYDRATION / I DO NOT WANT ARTIFICIAL NUTRITION AND HYDRATION / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.4 Dialysis: [INITIAL ONE: I WANT DIALYSIS / I DO NOT WANT DIALYSIS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.5 Antibiotics: [INITIAL ONE: I WANT ANTIBIOTICS / I DO NOT WANT ANTIBIOTICS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.6 Blood transfusions: [INITIAL ONE: I WANT BLOOD TRANSFUSIONS / I DO NOT WANT BLOOD TRANSFUSIONS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.7 Surgery: [INITIAL ONE: I WANT SURGERY / I DO NOT WANT SURGERY / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.2.8 Pain relief and comfort care: [INITIAL ONE: I WANT ALL AVAILABLE PAIN RELIEF AND COMFORT CARE / I DO NOT WANT PAIN RELIEF AND COMFORT CARE / I WANT MY HEALTHCARE PROXY TO DECIDE]
3.3 If I am diagnosed with an end-stage condition, my preferences are as follows:

3.3.1 Cardiopulmonary resuscitation (CPR): [INITIAL ONE: I WANT CPR / I DO NOT WANT CPR / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.2 Mechanical ventilation: [INITIAL ONE: I WANT MECHANICAL VENTILATION / I DO NOT WANT MECHANICAL VENTILATION / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.3 Artificial nutrition and hydration: [INITIAL ONE: I WANT ARTIFICIAL NUTRITION AND HYDRATION / I DO NOT WANT ARTIFICIAL NUTRITION AND HYDRATION / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.4 Dialysis: [INITIAL ONE: I WANT DIALYSIS / I DO NOT WANT DIALYSIS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.5 Antibiotics: [INITIAL ONE: I WANT ANTIBIOTICS / I DO NOT WANT ANTIBIOTICS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.6 Blood transfusions: [INITIAL ONE: I WANT BLOOD TRANSFUSIONS / I DO NOT WANT BLOOD TRANSFUSIONS / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.7 Surgery: [INITIAL ONE: I WANT SURGERY / I DO NOT WANT SURGERY / I WANT MY HEALTHCARE PROXY TO DECIDE]

3.3.8 Pain relief and comfort care: [INITIAL ONE: I WANT ALL AVAILABLE PAIN RELIEF AND COMFORT CARE / I DO NOT WANT PAIN RELIEF AND COMFORT CARE / I WANT MY HEALTHCARE PROXY TO DECIDE]
3.4 Additional instructions or conditions: [ADDITIONAL INSTRUCTIONS OR CONDITIONS]

4. PAIN RELIEF AND COMFORT CARE
4.1 I direct that I be provided with all available pain relief and comfort care, even if such treatment may hasten my death, as long as the primary intent is to relieve pain and suffering.
4.2 I direct that I be kept clean, warm, and as free from pain as possible.
4.3 I direct that I be permitted to have family and friends present as I desire.
4.4 I direct that my spiritual and religious preferences be respected: [SPIRITUAL AND RELIGIOUS PREFERENCES]

5. ORGAN AND TISSUE DONATION
5.1 Upon my death, my preferences regarding organ and tissue donation are as follows: [INITIAL ONE: I WANT TO DONATE MY ORGANS AND TISSUES / I DO NOT WANT TO DONATE MY ORGANS AND TISSUES / I WANT MY HEALTHCARE PROXY TO DECIDE]
5.2 If I choose to donate, I specifically authorize the donation of: [SPECIFY ORGANS AND TISSUES OR STATE ALL ORGANS AND TISSUES]

6. PREGNANCY
6.1 If I am pregnant at the time this form becomes effective, my preferences regarding life-sustaining treatment are as follows: [INITIAL ONE: I WANT LIFE-SUSTAINING TREATMENT TO BE PROVIDED TO ME REGARDLESS OF MY PREGNANCY / I DO NOT WANT LIFE-SUSTAINING TREATMENT TO BE PROVIDED TO ME SOLELY BECAUSE OF MY PREGNANCY / I WANT MY HEALTHCARE PROXY TO DECIDE]

7. REVOCATION OF PRIOR ADVANCE DIRECTIVES
7.1 I hereby revoke any and all prior advance directives, living wills, and healthcare proxy designations previously executed by me, to the extent they conflict with this form.
7.2 This revocation does not affect any prior directive that is not in conflict with this form.

8. EFFECTIVE DATE AND DURATION
8.1 This form shall become effective upon my incapacity to make healthcare decisions as determined by my attending physician.
8.2 This form shall remain in effect until I revoke it in writing or execute a new advance directive.
8.3 This form shall be reviewed by me and my healthcare proxy at least every [NUMBER] years.

9. HEALTHCARE PROVIDER AND FACILITY INSTRUCTIONS
9.1 I direct that a copy of this form be placed in my medical records at [HEALTHCARE FACILITY NAME].
9.2 I direct that my attending physician, [ATTENDING PHYSICIAN NAME], be provided with a copy of this form.
9.3 I direct that my healthcare proxy be notified immediately upon any determination of my incapacity.

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

11. GOVERNING LAW
11.1 This form shall be governed by and construed in accordance with the laws of the State of Oklahoma.

12. SIGNATURE OF PATIENT
12.1 I have read this form, understand its contents, and am signing it voluntarily.
12.2 Patient Signature: ______________________________
12.3 Date: [DATE OF SIGNATURE]

13. WITNESSES
13.1 Witness 1 Signature: ______________________________
13.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]
13.3 Witness 1 Address: [WITNESS 1 ADDRESS]
13.4 Date: [WITNESS 1 DATE]
13.5 Witness 2 Signature: ______________________________
13.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]
13.7 Witness 2 Address: [WITNESS 2 ADDRESS]
13.8 Date: [WITNESS 2 DATE]

14. NOTARY ACKNOWLEDGMENT
14.1 State of Oklahoma
14.2 County of [COUNTY NAME]
14.3 This document was acknowledged before me on [NOTARY DATE] by [PATIENT FULL NAME].
14.4 Notary Public Signature: ______________________________
14.5 Notary Public Printed Name: [NOTARY PRINTED NAME]
14.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
14.7 Notary Seal: [NOTARY SEAL]

15. HEALTHCARE PROXY ACCEPTANCE
15.1 I, [HEALTHCARE PROXY NAME], accept the designation as healthcare proxy for [PATIENT FULL NAME].
15.2 Healthcare Proxy Signature: ______________________________
15.3 Date: [HEALTHCARE PROXY ACCEPTANCE DATE]

16. ALTERNATE HEALTHCARE PROXY ACCEPTANCE
16.1 I, [ALTERNATE HEALTHCARE PROXY NAME], accept the designation as alternate healthcare proxy for [PATIENT FULL NAME].
16.2 Alternate Healthcare Proxy Signature: ______________________________
16.3 Date: [ALTERNATE HEALTHCARE PROXY ACCEPTANCE DATE]

17. COPIES
17.1 I have provided copies of this form to the following individuals and entities:

17.1.1 [RECIPIENT 1 NAME AND RELATIONSHIP]

17.1.2 [RECIPIENT 2 NAME AND RELATIONSHIP]

17.1.3 [RECIPIENT 3 NAME AND RELATIONSHIP]

17.1.4 [HEALTHCARE FACILITY NAME]

17.1.5 [ATTENDING PHYSICIAN NAME]

18. ADDITIONAL COMMENTS OR INSTRUCTIONS
18.1 [ADDITIONAL COMMENTS OR INSTRUCTIONS]

19. DECLARATION
19.1 I declare that I am of sound mind, that I understand the nature and consequences of this document, and that I am executing it freely and voluntarily without duress or undue influence.
19.2 Patient Signature: ______________________________
19.3 Date: [DATE OF DECLARATION]
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