REVOCATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE BY STATE

I, [PRINCIPAL FULL LEGAL NAME], currently residing at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL COUNTY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], being of sound mind and not acting under duress, fraud, or undue influence, hereby revoke all prior Durable Powers of Attorney for Health Care, Advance Health Care Directives, Living Wills, and any other health care agent designations previously executed by me, including but not limited to the following:

RE: REVOCATION OF ALL HEALTH CARE POWERS OF ATTORNEY AND AGENT DESIGNATIONS

1. IDENTIFICATION OF PRINCIPAL
1.1 Principal Full Legal Name: [PRINCIPAL FULL LEGAL NAME]
1.2 Principal Date of Birth: [PRINCIPAL DATE OF BIRTH]
1.3 Principal Social Security Number (last four digits): [PRINCIPAL SSN LAST FOUR]
1.4 Principal Street Address: [PRINCIPAL STREET ADDRESS]
1.5 Principal City, County, State, ZIP: [PRINCIPAL CITY], [PRINCIPAL COUNTY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE]
1.6 Principal Telephone Number: [PRINCIPAL TELEPHONE NUMBER]
1.7 Principal Email Address: [PRINCIPAL EMAIL ADDRESS]

2. REVOCATION OF PRIOR HEALTH CARE POWERS OF ATTORNEY
2.1 I hereby revoke any and all Durable Powers of Attorney for Health Care, Advance Health Care Directives, Living Wills, Health Care Proxies, and any other written or oral designations of a health care agent, surrogate, or representative that I have previously executed or authorized, whether executed in [PRINCIPAL STATE] or any other state or jurisdiction.
2.2 This revocation applies to all prior documents regardless of whether they were executed before or after the date of this revocation, and regardless of whether the original, a copy, or an electronic version of such documents exists.
2.3 This revocation applies to all agents, attorneys-in-fact, health care proxies, surrogates, and representatives named in any prior health care power of attorney or advance directive, including but not limited to: [PRIOR AGENT FULL LEGAL NAME], [PRIOR AGENT RELATIONSHIP], [PRIOR AGENT ADDRESS], and [ADDITIONAL PRIOR AGENT NAME OR NONE].
2.4 This revocation is intended to be effective in all states and jurisdictions where I may reside, receive medical care, or be present, including but not limited to [PRINCIPAL STATE], [ADDITIONAL STATE 1], [ADDITIONAL STATE 2], and any other state where a prior health care power of attorney may have been executed or recognized.

3. SPECIFIC DOCUMENTS REVOKED
3.1 Durable Power of Attorney for Health Care dated [PRIOR HCPOA DATE], executed in [PRIOR HCPOA STATE], naming [PRIOR AGENT NAME] as agent.
3.2 Advance Health Care Directive dated [PRIOR AHCD DATE], executed in [PRIOR AHCD STATE], naming [PRIOR AGENT NAME] as agent.
3.3 Living Will dated [PRIOR LIVING WILL DATE], executed in [PRIOR LIVING WILL STATE].
3.4 Health Care Proxy dated [PRIOR HEALTH CARE PROXY DATE], executed in [PRIOR HEALTH CARE PROXY STATE], naming [PRIOR AGENT NAME] as agent.
3.5 Any other health care agent designation or advance directive dated [OTHER PRIOR DOCUMENT DATE], executed in [OTHER PRIOR DOCUMENT STATE], naming [OTHER PRIOR AGENT NAME] as agent.
3.6 Any oral or written designation of a health care agent, surrogate, or representative made at any time prior to the date of this revocation, including but not limited to designations made in a hospital, nursing facility, or other health care setting.

4. EFFECTIVE DATE OF REVOCATION
4.1 This revocation shall be effective immediately upon execution, without the need for delivery to any prior agent, health care provider, or third party, although I intend to provide copies to all relevant parties.
4.2 This revocation shall remain in effect until I execute a new Durable Power of Attorney for Health Care, Advance Health Care Directive, or other health care agent designation in accordance with applicable law.
4.3 This revocation shall apply to all health care decisions, including but not limited to decisions regarding medical treatment, surgical procedures, medication, life-sustaining treatment, artificial nutrition and hydration, organ donation, autopsy, and disposition of remains.

5. NOTIFICATION OF PRIOR AGENTS AND HEALTH CARE PROVIDERS
5.1 I direct that a copy of this revocation be delivered to each prior agent named in any revoked document, including: [PRIOR AGENT FULL LEGAL NAME], [PRIOR AGENT ADDRESS], [PRIOR AGENT TELEPHONE NUMBER], and [ADDITIONAL PRIOR AGENT NAME OR NONE].
5.2 I direct that a copy of this revocation be delivered to each of my current health care providers, including: [HEALTH CARE PROVIDER NAME], [HEALTH CARE PROVIDER ADDRESS], [HEALTH CARE PROVIDER TELEPHONE NUMBER], and [ADDITIONAL HEALTH CARE PROVIDER NAME OR NONE].
5.3 I direct that a copy of this revocation be delivered to each hospital, nursing facility, assisted living facility, or other health care institution where I am currently receiving care or may receive care in the future, including: [FACILITY NAME], [FACILITY ADDRESS], [FACILITY TELEPHONE NUMBER], and [ADDITIONAL FACILITY NAME OR NONE].
5.4 I direct that a copy of this revocation be included in my medical records and that it be honored by all health care providers and institutions.

6. STATE-SPECIFIC ACKNOWLEDGMENTS AND REQUIREMENTS
6.1 This revocation is executed in accordance with the laws of the State of [PRINCIPAL STATE], including any applicable statutory requirements for revocation of a Durable Power of Attorney for Health Care.
6.2 If I am a resident of or receiving care in [ADDITIONAL STATE 1], I acknowledge that this revocation shall be honored to the extent permitted by the laws of that state.
6.3 If I am a resident of or receiving care in [ADDITIONAL STATE 2], I acknowledge that this revocation shall be honored to the extent permitted by the laws of that state.
6.4 If I am a resident of or receiving care in any other state or jurisdiction, I acknowledge that this revocation shall be honored to the extent permitted by the laws of that state or jurisdiction.
6.5 I understand that some states may require specific language, witnesses, or notarization for a revocation of a Durable Power of Attorney for Health Care to be valid, and I have taken steps to comply with those requirements as set forth in this document.

7. PRIOR AGENT LIABILITY AND INDEMNIFICATION
7.1 Any prior agent named in a revoked document shall have no authority to act on my behalf regarding health care decisions after the effective date of this revocation.
7.2 Any prior agent who acts on my behalf regarding health care decisions after receiving actual notice of this revocation shall be acting without authority and may be liable for any damages or harm resulting from such unauthorized actions.
7.3 I hereby release and hold harmless any health care provider, institution, or other third party who relies in good faith on this revocation and refuses to honor a prior health care power of attorney or advance directive.

8. NEW HEALTH CARE AGENT DESIGNATION (OPTIONAL)
8.1 If I wish to designate a new health care agent, I may do so in a separate document executed after the date of this revocation.
8.2 I have not designated a new health care agent in this revocation document.
8.3 If I have designated a new health care agent in a separate document, that document shall control to the extent of any conflict with this revocation.

9. SEverability
9.1 If any provision of this revocation is held to be invalid, illegal, or unenforceable, the remaining provisions shall continue in full force and effect.
9.2 The invalidity of any provision shall not affect the validity of the revocation as a whole.

10. GOVERNING LAW
10.1 This revocation shall be governed by and construed in accordance with the laws of the State of [PRINCIPAL STATE], without regard to its conflict of laws principles.
10.2 This revocation is intended to be recognized and honored in all states and jurisdictions to the fullest extent permitted by law.

11. EXECUTION AND SIGNATURE
11.1 I have read this revocation, understand its contents, and am executing it voluntarily and of my own free will.
11.2 I am at least eighteen (18) years of age and of sound mind.
11.3 I understand that this revocation will revoke all prior Durable Powers of Attorney for Health Care, Advance Health Care Directives, Living Wills, and health care agent designations.
11.4 I understand that I may execute a new Durable Power of Attorney for Health Care or Advance Health Care Directive at any time in the future.
11.5 I understand that this revocation does not revoke any Durable Power of Attorney for financial matters, property, or other non-health-care matters unless specifically stated herein.

12. WITNESSES
12.1 Witness 1 Full Legal Name: [WITNESS 1 FULL LEGAL NAME]
12.2 Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]
12.3 Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]
12.4 Witness 1 Telephone Number: [WITNESS 1 TELEPHONE NUMBER]
12.5 Witness 1 Signature: ______________________________
12.6 Witness 1 Date: [WITNESS 1 DATE]
12.7 Witness 2 Full Legal Name: [WITNESS 2 FULL LEGAL NAME]
12.8 Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]
12.9 Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]
12.10 Witness 2 Telephone Number: [WITNESS 2 TELEPHONE NUMBER]
12.11 Witness 2 Signature: ______________________________
12.12 Witness 2 Date: [WITNESS 2 DATE]

13. NOTARIZATION
13.1 State of [NOTARY STATE]
13.2 County of [NOTARY COUNTY]
13.3 On this [NOTARY DATE] day of [NOTARY MONTH], [NOTARY YEAR], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL LEGAL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to the within 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.
13.4 I certify under penalty of perjury under the laws of the State of [NOTARY STATE] that the foregoing paragraph is true and correct.
13.5 WITNESS my hand and official seal.
13.6 Notary Public Signature: ______________________________
13.7 Notary Public Name: [NOTARY PUBLIC NAME]
13.8 Notary Public Commission Number: [NOTARY COMMISSION NUMBER]
13.9 Notary Public Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
13.10 Notary Public Address: [NOTARY PUBLIC ADDRESS]
13.11 Notary Public City, State, ZIP: [NOTARY PUBLIC CITY], [NOTARY PUBLIC STATE], [NOTARY PUBLIC ZIP CODE]
13.12 Notary Public Telephone Number: [NOTARY PUBLIC TELEPHONE NUMBER]

14. PRINCIPAL SIGNATURE
14.1 I have executed this Revocation of Durable Power of Attorney for Health Care by State on the date set forth below.
14.2 Principal Signature: ______________________________
14.3 Principal Printed Name: [PRINCIPAL FULL LEGAL NAME]
14.4 Date Signed: [PRINCIPAL SIGNATURE DATE]
14.5 Place Signed: [PRINCIPAL CITY], [PRINCIPAL COUNTY], [PRINCIPAL STATE]

15. COPIES AND DISTRIBUTION
15.1 Original executed copy retained by Principal at: [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE].
15.2 Copy provided to prior agent: [PRIOR AGENT FULL LEGAL NAME], [PRIOR AGENT ADDRESS], on [DATE COPY PROVIDED TO PRIOR AGENT].
15.3 Copy provided to health care provider: [HEALTH CARE PROVIDER NAME], [HEALTH CARE PROVIDER ADDRESS], on [DATE COPY PROVIDED TO HEALTH CARE PROVIDER].
15.4 Copy provided to facility: [FACILITY NAME], [FACILITY ADDRESS], on [DATE COPY PROVIDED TO FACILITY].
15.5 Copy provided to attorney: [ATTORNEY FULL LEGAL NAME], [ATTORNEY ADDRESS], on [DATE COPY PROVIDED TO ATTORNEY].
15.6 Copy provided to other: [OTHER RECIPIENT NAME], [OTHER RECIPIENT ADDRESS], on [DATE COPY PROVIDED TO OTHER RECIPIENT].

16. ADDITIONAL STATE-SPECIFIC PROVISIONS
16.1 [STATE-SPECIFIC PROVISION FOR PRINCIPAL STATE]
16.2 [STATE-SPECIFIC PROVISION FOR ADDITIONAL STATE 1]
16.3 [STATE-SPECIFIC PROVISION FOR ADDITIONAL STATE 2]
16.4 [ADDITIONAL STATE-SPECIFIC PROVISION OR NONE]

17. MISCELLANEOUS
17.1 This revocation supersedes any prior revocation of a Durable Power of Attorney for Health Care executed by me.
17.2 This revocation may not be amended or modified except by a written document executed by me with the same formalities as this revocation.
17.3 This revocation shall be binding upon my heirs, executors, administrators, successors, and assigns.
17.4 The headings in this revocation are for convenience only and shall not affect the interpretation of any provision.
17.5 This revocation may be executed in counterparts, each of which shall be deemed an original, but all of which together shall constitute one and the same instrument.
17.6 A photocopy, facsimile, or electronic copy of this revocation shall have the same force and effect as the original.

18. ACKNOWLEDGMENT OF UNDERSTANDING
18.1 I acknowledge that I have been advised to consult with an attorney regarding the legal consequences of this revocation.
18.2 I acknowledge that I have had the opportunity to ask questions and receive answers regarding this revocation.
18.3 I acknowledge that I understand the contents of this revocation and am signing it voluntarily.
18.4 I acknowledge that this revocation is not intended to revoke any Durable Power of Attorney for financial matters, property, or other non-health-care matters unless specifically stated herein.
18.5 I acknowledge that this revocation is intended to be effective in all states and jurisdictions where I may reside, receive medical care, or be present.

19. FINAL PROVISIONS
19.1 This revocation constitutes the entire agreement between the parties regarding the subject matter hereof and supersedes all prior negotiations, representations, and agreements relating thereto.
19.2 If any provision of this revocation is found to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.
19.3 This revocation shall be construed in accordance with the laws of the State of [PRINCIPAL STATE].
19.4 The failure of any party to enforce any provision of this revocation shall not be deemed a waiver of that provision or of any other provision.
19.5 This revocation may be executed in multiple counterparts, each of which shall be deemed an original, and all of which together shall constitute one and the same instrument.

20. SIGNATURE OF PRINCIPAL
20.1 Principal Signature: ______________________________
20.2 Principal Printed Name: [PRINCIPAL FULL LEGAL NAME]
20.3 Date Signed: [PRINCIPAL SIGNATURE DATE]
20.4 Place Signed: [PRINCIPAL CITY], [PRINCIPAL COUNTY], [PRINCIPAL STATE]

21. SIGNATURE OF WITNESSES
21.1 Witness 1 Signature: ______________________________
21.2 Witness 1 Printed Name: [WITNESS 1 FULL LEGAL NAME]
21.3 Witness 1 Date: [WITNESS 1 DATE]
21.4 Witness 2 Signature: ______________________________
21.5 Witness 2 Printed Name: [WITNESS 2 FULL LEGAL NAME]
21.6 Witness 2 Date: [WITNESS 2 DATE]

22. NOTARY ACKNOWLEDGMENT
22.1 Notary Public Signature: ______________________________
22.2 Notary Public Printed Name: [NOTARY PUBLIC NAME]
22.3 Notary Public Commission Number: [NOTARY COMMISSION NUMBER]
22.4 Notary Public Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
22.5 Notary Public Date: [NOTARY DATE]
22.6 Notary Public Seal: [NOTARY SEAL]
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