REVOCATION OF ADVANCE HEALTHCARE DIRECTIVE TEMPLATE

I, [FULL LEGAL NAME OF DECLARANT], a resident of [CITY], [COUNTY], [STATE], being of sound mind and acting voluntarily, hereby revoke all prior advance healthcare directives, living wills, healthcare powers of attorney, and healthcare proxy designations previously executed by me, as follows.

RE: REVOCATION OF ALL PRIOR ADVANCE HEALTHCARE DIRECTIVES

Date of Revocation: [DATE OF REVOCATION]

Declarant Name: [FULL LEGAL NAME OF DECLARANT]

Declarant Date of Birth: [DATE OF BIRTH]

Declarant Address: [STREET ADDRESS]

Declarant City, State, ZIP: [CITY], [STATE], [ZIP CODE]

Declarant Telephone Number: [TELEPHONE NUMBER]

1. IDENTIFICATION OF PRIOR DIRECTIVES REVOKED
1.1 Prior Advance Healthcare Directive: I revoke the Advance Healthcare Directive dated [DATE OF PRIOR DIRECTIVE], executed by me and known to be located at [LOCATION OR CUSTODIAN OF PRIOR DIRECTIVE, IF KNOWN].
1.2 Prior Living Will: I revoke the Living Will dated [DATE OF PRIOR LIVING WILL], executed by me and known to be located at [LOCATION OR CUSTODIAN OF PRIOR LIVING WILL, IF KNOWN].
1.3 Prior Healthcare Power of Attorney / Healthcare Proxy: I revoke the Healthcare Power of Attorney or Healthcare Proxy designation dated [DATE OF PRIOR POA], naming [NAME OF PRIOR AGENT] as my healthcare agent, and known to be located at [LOCATION OR CUSTODIAN OF PRIOR POA, IF KNOWN].
1.4 Prior Do Not Resuscitate Order: I revoke the Do Not Resuscitate (DNR) Order dated [DATE OF PRIOR DNR ORDER], if any, and known to be located at [LOCATION OR CUSTODIAN OF PRIOR DNR ORDER, IF KNOWN].
1.5 Other Prior Directives: I revoke any and all other advance healthcare directives, living wills, healthcare powers of attorney, healthcare proxy designations, physician orders for life-sustaining treatment, and similar instruments previously executed by me, whether or not specifically identified above, including any such instrument dated [DATE OF OTHER PRIOR DIRECTIVE, IF KNOWN].

2. STATEMENT OF REVOCATION
2.1 Complete Revocation: It is my intention by this instrument to revoke, in their entirety, all prior advance healthcare directives and related instruments described in Section 1 above.
2.2 Effect of Revocation: Upon execution of this Revocation, all prior advance healthcare directives executed by me shall be of no further force or effect, and no person shall rely upon them.
2.3 No Replacement Directive: This Revocation does not create a new advance healthcare directive or designate a new healthcare agent. I understand that until I execute a new advance healthcare directive, my healthcare decisions will be made in accordance with applicable law.

3. DISTRIBUTION OF REVOCATION
3.1 Copies to Providers: I direct that a copy of this Revocation be provided to my primary care physician, [NAME OF PRIMARY CARE PHYSICIAN], at [ADDRESS OF PRIMARY CARE PHYSICIAN].
3.2 Copies to Healthcare Facilities: I direct that a copy of this Revocation be provided to [NAME OF HEALTHCARE FACILITY OR HOSPITAL], at [ADDRESS OF HEALTHCARE FACILITY OR HOSPITAL].
3.3 Copies to Prior Agent: I direct that a copy of this Revocation be provided to [NAME OF PRIOR HEALTHCARE AGENT], my previously designated healthcare agent, at [ADDRESS OF PRIOR HEALTHCARE AGENT].
3.4 Copies to Family Members: I direct that a copy of this Revocation be provided to [NAME OF FAMILY MEMBER OR NEXT OF KIN], at [ADDRESS OF FAMILY MEMBER OR NEXT OF KIN].
3.5 Inclusion in Medical Records: I request that this Revocation be made part of my medical records and that any prior directive contained in my medical records be marked as revoked.

4. DECLARATION AND SIGNATURE
4.1 Declaration: I declare that I am of sound mind, that I am at least eighteen (18) years of age, that I am acting freely and without duress, and that I intend this Revocation to be effective immediately upon execution.
4.2 Signature of Declarant: ________________________________________
4.3 Printed Name of Declarant: [FULL LEGAL NAME OF DECLARANT]
4.4 Date Signed: [DATE SIGNED]
4.5 Place Signed: [CITY], [STATE]

5. WITNESSES
5.1 Witness One Signature: ________________________________________
5.2 Witness One Printed Name: [FULL LEGAL NAME OF WITNESS ONE]
5.3 Witness One Address: [ADDRESS OF WITNESS ONE]
5.4 Witness One Date: [DATE SIGNED BY WITNESS ONE]
5.5 Witness Two Signature: ________________________________________
5.6 Witness Two Printed Name: [FULL LEGAL NAME OF WITNESS TWO]
5.7 Witness Two Address: [ADDRESS OF WITNESS TWO]
5.8 Witness Two Date: [DATE SIGNED BY WITNESS TWO]
5.9 Witness Attestation: Each witness declares that the Declarant signed this Revocation in the witness's presence, that the Declarant appeared to be of sound mind and acting voluntarily, and that the witness is not the Declarant's healthcare agent, not related to the Declarant by blood, marriage, or adoption, and not entitled to any portion of the Declarant's estate.

6. NOTARIZATION (IF REQUIRED BY STATE LAW)
6.1 State of: [STATE OF NOTARIZATION]
6.2 County of: [COUNTY OF NOTARIZATION]
6.3 Notary Acknowledgment: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [FULL LEGAL NAME OF DECLARANT], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged to me that [HE/SHE/THEY] executed the same in [HIS/HER/THEIR] authorized capacity and that by [HIS/HER/THEIR] signature on the instrument, the person, or the entity upon behalf of which the person acted, executed the instrument.
6.4 Notary Public Signature: ________________________________________
6.5 Notary Public Printed Name: [FULL LEGAL NAME OF NOTARY PUBLIC]
6.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
6.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
6.8 Notary Seal: [NOTARY SEAL]

7. ADDITIONAL PROVISIONS
7.1 Severability: If any provision of this Revocation is held invalid or unenforceable, the remaining provisions shall continue in full force and effect.
7.2 Governing Law: This Revocation shall be governed by and construed in accordance with the laws of the State of [STATE].
7.3 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR SPECIAL PROVISIONS, IF ANY]

8. COPIES AND RECORDS
8.1 Original Location: The original of this Revocation shall be kept at [LOCATION WHERE ORIGINAL WILL BE KEPT].
8.2 Number of Copies: [NUMBER OF COPIES] copies of this Revocation have been made and distributed as set forth in Section

3.
8.3 Custodian of Copies: [NAME OF PERSON OR ENTITY
RESPONSIBLE FOR MAINTAINING COPIES]

9. ACKNOWLEDGMENT OF UNDERSTANDING
9.1 I have read and understand the contents of this Revocation.
9.2 I understand that this Revocation cancels all prior advance healthcare directives previously executed by me.
9.3 I understand that I may execute a new advance healthcare directive at any time in the future.
9.4 I am signing this Revocation freely and voluntarily.

Declarant Signature: ________________________________________

Printed Name: [FULL LEGAL NAME OF DECLARANT]

Date: [DATE SIGNED]
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