REVOCATION OF DO NOT RESUSCITATE ORDER

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[PATIENT DATE OF BIRTH]

[PATIENT MEDICAL RECORD NUMBER, IF APPLICABLE]

[DATE OF THIS REVOCATION]

RE: Revocation of Do Not Resuscitate Order

1. PATIENT INFORMATION
1.1 Patient Name: [PATIENT FULL NAME]
1.2 Patient Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Patient Address: [PATIENT STREET ADDRESS], [CITY, STATE, ZIP CODE]
1.4 Patient Telephone Number: [PATIENT TELEPHONE NUMBER]
1.5 Name and Address of Primary Healthcare Provider: [PRIMARY HEALTHCARE PROVIDER NAME AND ADDRESS]
1.6 Name and Address of Attending Physician: [ATTENDING PHYSICIAN NAME AND ADDRESS]

2. REVOCATION OF DO NOT RESUSCITATE ORDER
2.1 I, [PATIENT FULL NAME], being of sound mind and acting voluntarily, hereby revoke and rescind all prior Do Not Resuscitate Orders, Do Not Resuscitate forms, and any other directives requesting that cardiopulmonary resuscitation not be administered to me.
2.2 This revocation applies to any Do Not Resuscitate Order executed by me on [DATE OF ORIGINAL DNR ORDER], and to any other Do Not Resuscitate Order previously executed by me, whether or not the date of such order is known to me.
2.3 I understand that by revoking my Do Not Resuscitate Order, I am directing that cardiopulmonary resuscitation and other life-sustaining measures be administered to me in the event of cardiac or respiratory arrest, in accordance with standard medical practice and my other advance directives, if any.
2.4 I understand that this revocation takes effect immediately upon my signing of this document, unless a later effective date is specified in Section 2.5.
2.5 Effective Date of Revocation (if later than date of signing): [EFFECTIVE DATE OF REVOCATION, IF APPLICABLE]

3. DELIVERY OF REVOCATION
3.1 I have delivered, or will promptly deliver, a copy of this Revocation of Do Not Resuscitate Order to my attending physician, my primary healthcare provider, and the administrator of any healthcare facility, hospital, hospice, or long-term care facility where I am currently receiving care or residing.
3.2 I have requested that the original Do Not Resuscitate Order be removed from my medical record and that this revocation be placed in my medical record.
3.3 I have notified, or will notify, the following persons of this revocation: [NAMES OF FAMILY MEMBERS, AGENTS, OR OTHER PERSONS NOTIFIED]

4. ACKNOWLEDGMENT OF UNDERSTANDING
4.1 I understand the nature and consequences of this revocation.
4.2 I understand that this revocation may be communicated to emergency medical personnel and healthcare providers.
4.3 I understand that I may reinstate a Do Not Resuscitate Order at any time in the future by executing a new Do Not Resuscitate Order in accordance with applicable law.
4.4 I am signing this revocation voluntarily and free from duress, undue influence, or coercion.

5. SIGNATURE OF PATIENT
5.1 Signature of Patient: __________________________________________
5.2 Printed Name: [PATIENT FULL NAME]
5.3 Date: [DATE OF SIGNING]

6. WITNESSES
6.1 Witness 1 Signature: __________________________________________
6.2 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
6.3 Witness 1 Address: [WITNESS 1 ADDRESS]
6.4 Witness 1 Date: [WITNESS 1 DATE]
6.5 Witness 2 Signature: __________________________________________
6.6 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
6.7 Witness 2 Address: [WITNESS 2 ADDRESS]
6.8 Witness 2 Date: [WITNESS 2 DATE]

7. NOTARY ACKNOWLEDGMENT (IF REQUIRED BY STATE LAW)
7.1 State of: [STATE]
7.2 County of: [COUNTY]
7.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed the same for the purposes therein contained.
7.4 Notary Public Signature: __________________________________________
7.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
7.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
7.7 Notary Seal: [NOTARY SEAL]

8. HEALTHCARE PROVIDER ACKNOWLEDGMENT
8.1 I acknowledge receipt of this Revocation of Do Not Resuscitate Order and confirm that it has been noted in the patient's medical record.
8.2 Healthcare Provider Name: [HEALTHCARE PROVIDER FULL NAME]
8.3 Healthcare Provider Title: [HEALTHCARE PROVIDER TITLE]
8.4 Healthcare Facility Name: [HEALTHCARE FACILITY NAME]
8.5 Signature: __________________________________________
8.6 Date: [DATE OF ACKNOWLEDGMENT]

9. COPIES
9.1 Original retained by: [NAME OF PERSON OR ENTITY RETAINING ORIGINAL]
9.2 Copy provided to patient: [YES/NO]
9.3 Copy provided to attending physician: [YES/NO]
9.4 Copy provided to healthcare facility: [YES/NO]
9.5 Copy provided to other: [NAME OF OTHER RECIPIENT, IF ANY]
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