REVOCATION OF HEALTH CARE POWER OF ATTORNEY FORM

I, [YOUR FULL LEGAL NAME], of [YOUR STREET ADDRESS], [YOUR CITY], [YOUR STATE], [YOUR ZIP CODE], being of sound mind and memory, do hereby revoke any and all prior Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, Durable Powers of Attorney for Health Care, and any other similar instruments previously executed by me, including but not limited to the following:

[NAME OF AGENT UNDER PRIOR DOCUMENT]

[DATE OF PRIOR DOCUMENT]

[ADDRESS OF AGENT UNDER PRIOR DOCUMENT]

RE: REVOCATION OF ALL PRIOR HEALTH CARE POWERS OF ATTORNEY AND ADVANCE HEALTH CARE DIRECTIVES

1. REVOCATION OF PRIOR DOCUMENTS
1.1 I hereby revoke, cancel, and annul any and all prior Health Care Powers of Attorney, Durable Powers of Attorney for Health Care, Advance Health Care Directives, Living Wills, and any other similar instruments previously executed by me, whether executed in [STATE WHERE PRIOR DOCUMENT EXECUTED] or any other jurisdiction.
1.2 This revocation applies to all such documents regardless of whether the named agent or agents are still living, available, or willing to serve.
1.3 This revocation applies to all such documents regardless of whether they were executed before or after any specific date, except as expressly stated in Section 4 below.

2. IDENTIFICATION OF PRIOR DOCUMENTS REVOKED
2.1 Prior Health Care Power of Attorney dated: [DATE OF PRIOR HEALTH CARE POWER OF ATTORNEY]
2.2 Prior Advance Health Care Directive dated: [DATE OF PRIOR ADVANCE HEALTH CARE DIRECTIVE]
2.3 Prior Living Will dated: [DATE OF PRIOR LIVING WILL]
2.4 Prior Durable Power of Attorney for Health Care dated: [DATE OF PRIOR DURABLE POWER OF ATTORNEY FOR HEALTH CARE]
2.5 Prior document executed in the State of: [STATE WHERE PRIOR DOCUMENT WAS EXECUTED]
2.6 Name of agent or agents named in prior document(s): [NAME OF AGENT OR AGENTS IN PRIOR DOCUMENT]
2.7 Additional identifying information regarding prior document(s): [ADDITIONAL IDENTIFYING INFORMATION]

3. EFFECT OF REVOCATION
3.1 From the date of this Revocation, no person named as agent or attorney-in-fact in any prior Health Care Power of Attorney or similar instrument shall have any authority to act on my behalf with respect to my health care decisions.
3.2 From the date of this Revocation, any prior Health Care Power of Attorney or similar instrument shall be null, void, and of no further force or effect.
3.3 This Revocation shall be effective immediately upon execution and shall remain in effect until I execute a new Health Care Power of Attorney or similar instrument.
3.4 This Revocation shall be effective in all jurisdictions where I may reside or receive medical care.

4. EXCEPTIONS
4.1 This Revocation does not revoke any Health Care Power of Attorney or similar instrument executed on or after the following date: [DATE OF DOCUMENT NOT REVOKED]
4.2 This Revocation does not revoke any Health Care Power of Attorney or similar instrument specifically identified as not revoked: [IDENTIFY DOCUMENT NOT REVOKED]
4.3 This Revocation does not revoke any other document, including but not limited to a Durable Power of Attorney for financial matters, a Last Will and Testament, or a Trust, unless such document is expressly identified in Section 2 above.

5. NOTIFICATION OF AGENTS AND HEALTH CARE PROVIDERS
5.1 I direct that a copy of this Revocation be provided to each person named as agent in any prior Health Care Power of Attorney or similar instrument.
5.2 I direct that a copy of this Revocation be provided to my primary care physician, any hospital or health care facility where I receive care, and any other health care provider who may have a copy of any prior Health Care Power of Attorney or similar instrument.
5.3 I direct that a copy of this Revocation be placed in my medical records.
5.4 I direct that a copy of this Revocation be provided to the following individuals and entities:

[NAME OF INDIVIDUAL OR ENTITY TO RECEIVE COPY]

[ADDRESS OF INDIVIDUAL OR ENTITY TO RECEIVE COPY]

[NAME OF INDIVIDUAL OR ENTITY TO RECEIVE COPY]

[ADDRESS OF INDIVIDUAL OR ENTITY TO RECEIVE COPY]

6. EXECUTION
6.1 I sign this Revocation of Health Care Power of Attorney on this [DAY] day of [MONTH], [YEAR].
6.2 I declare that I am of sound mind and memory and that I am executing this Revocation voluntarily and without duress, fraud, or undue influence.
6.3 I declare that I have read and understand the contents of this Revocation.
6.4 I declare that this Revocation accurately reflects my wishes.

7. SIGNATURE OF PRINCIPAL

Signature: _________________________________________

Printed Name: [YOUR FULL LEGAL NAME]

Date: [DATE OF SIGNATURE]

8. WITNESSES
8.1 The principal has signed this Revocation in the presence of the following witnesses, who are present at the same time and who witness the principal's signature or the principal's acknowledgment of this Revocation.
8.2 Witness 1:

Signature: _________________________________________

Printed Name: [WITNESS 1 FULL NAME]

Address: [WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]

Date: [DATE OF WITNESS 1 SIGNATURE]
8.3 Witness 2:

Signature: _________________________________________

Printed Name: [WITNESS 2 FULL NAME]

Address: [WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]

Date: [DATE OF WITNESS 2 SIGNATURE]

9. NOTARY ACKNOWLEDGMENT
9.1 State of: [STATE OF NOTARY ACKNOWLEDGMENT]
9.2 County of: [COUNTY OF NOTARY ACKNOWLEDGMENT]
9.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [YOUR FULL LEGAL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to the within instrument, and acknowledged that he/she executed the same for the purposes therein contained.
9.4 In witness whereof, I hereunto set my hand and official seal.

Notary Public Signature: _________________________________________

Printed Name: [NOTARY PUBLIC FULL NAME]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

Notary Registration Number: [NOTARY REGISTRATION NUMBER]

10. COPIES
10.1 A copy of this Revocation shall have the same force and effect as the original for purposes of notifying health care providers and agents.
10.2 I direct that the original of this Revocation be kept with my important papers and that copies be provided as set forth in Section 5 above.

11. GOVERNING LAW
11.1 This Revocation shall be governed by and construed in accordance with the laws of the State of [STATE OF GOVERNING LAW].
11.2 This Revocation is intended to comply with all applicable federal and state laws, including but not limited to the Health Insurance Portability and Accountability Act (HIPAA) and any applicable state health care power of attorney statutes.

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

13. ENTIRE AGREEMENT
13.1 This Revocation constitutes the entire understanding of the principal with respect to the revocation of prior Health Care Powers of Attorney and similar instruments and supersedes all prior discussions, negotiations, and agreements relating thereto.

14. ADDITIONAL PROVISIONS
14.1 [ADDITIONAL PROVISION OR INSTRUCTION]
14.2 [ADDITIONAL PROVISION OR INSTRUCTION]
14.3 [ADDITIONAL PROVISION OR INSTRUCTION]
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