REVOCATION OF HEALTH CARE POWER OF ATTORNEY WITNESSED FORM

I, [PRINCIPAL FULL NAME], residing at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], being of sound mind and memory, do hereby revoke any and all Health Care Powers of Attorney, Advance Health Care Directives, appointments of health care agents, and any other similar instruments previously executed by me, including but not limited to that certain Health Care Power of Attorney dated [DATE OF ORIGINAL HEALTH CARE POWER OF ATTORNEY], appointing [NAME OF ORIGINAL HEALTH CARE AGENT] as my health care agent.

RE: REVOCATION OF ALL HEALTH CARE POWERS OF ATTORNEY AND APPOINTMENTS OF HEALTH CARE AGENTS

1. IDENTIFICATION OF PRINCIPAL
1.1 Principal Name: [PRINCIPAL FULL NAME]
1.2 Principal Date of Birth: [PRINCIPAL DATE OF BIRTH]
1.3 Principal Address: [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE]
1.4 Principal Telephone Number: [PRINCIPAL TELEPHONE NUMBER]

2. IDENTIFICATION OF ORIGINAL DOCUMENT BEING REVOKED
2.1 Title of Original Document: [TITLE OF ORIGINAL HEALTH CARE POWER OF ATTORNEY OR ADVANCE DIRECTIVE]
2.2 Date of Original Document: [DATE OF ORIGINAL HEALTH CARE POWER OF ATTORNEY]
2.3 Name of Original Health Care Agent: [NAME OF ORIGINAL HEALTH CARE AGENT]
2.4 Name of Original Alternate Health Care Agent: [NAME OF ORIGINAL ALTERNATE HEALTH CARE AGENT]
2.5 Location of Original Document: [LOCATION WHERE ORIGINAL DOCUMENT IS KEPT OR WAS FILED]

3. REVOCATION
3.1 I hereby revoke, cancel, and annul the above-described Health Care Power of Attorney and any and all other prior Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, appointments of health care agents, and any other similar instruments previously executed by me, whether known or unknown, and whether executed in this state or any other jurisdiction.
3.2 This revocation shall be effective immediately upon execution of this Revocation of Health Care Power of Attorney Witnessed Form.
3.3 I direct that all health care providers, hospitals, physicians, and other medical personnel who have received a copy of any prior Health Care Power of Attorney or Advance Health Care Directive be notified of this revocation.
3.4 I direct that a copy of this Revocation be provided to [NAME OF ORIGINAL HEALTH CARE AGENT], [NAME OF ORIGINAL ALTERNATE HEALTH CARE AGENT], and any other person or entity who may have received a copy of the revoked document.

4. STATEMENT OF INTENT
4.1 It is my intention that this Revocation supersede any and all prior Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, and appointments of health care agents previously executed by me.
4.2 It is my intention that no person shall have authority to make health care decisions on my behalf unless and until I execute a new Health Care Power of Attorney or Advance Health Care Directive.
4.3 It is my intention that this Revocation be given full force and effect by all health care providers and medical facilities.

5. NOTIFICATION OF HEALTH CARE PROVIDERS
5.1 I direct that a copy of this Revocation be delivered to my primary care physician, [NAME OF PRIMARY CARE PHYSICIAN], at [PRIMARY CARE PHYSICIAN ADDRESS].
5.2 I direct that a copy of this Revocation be delivered to my attending hospital or medical facility, [NAME OF HOSPITAL OR MEDICAL FACILITY], at [HOSPITAL OR MEDICAL FACILITY ADDRESS].
5.3 I direct that a copy of this Revocation be included in my medical records.

6. WITNESSES
6.1 I declare that I am of sound mind and memory and that I am not acting under duress, fraud, or undue influence.
6.2 I have signed this Revocation in the presence of the following witnesses, who are each eighteen (18) years of age or older and who are not related to me by blood, marriage, or adoption, and who are not entitled to any portion of my estate under any will or by operation of law.
6.3 Witness One:

Signature: _________________________________

Printed Name: [WITNESS ONE FULL NAME]

Address: [WITNESS ONE STREET ADDRESS], [WITNESS ONE CITY], [WITNESS ONE STATE], [WITNESS ONE ZIP CODE]

Date: [WITNESS ONE DATE]
6.4 Witness Two:

Signature: _________________________________

Printed Name: [WITNESS TWO FULL NAME]

Address: [WITNESS TWO STREET ADDRESS], [WITNESS TWO CITY], [WITNESS TWO STATE], [WITNESS TWO ZIP CODE]

Date: [WITNESS TWO DATE]

7. NOTARY ACKNOWLEDGMENT
7.1 State of [STATE OF NOTARIZATION]
7.2 County of [COUNTY OF NOTARIZATION]
7.3 On this [DAY OF NOTARIZATION] day of [MONTH OF NOTARIZATION], [YEAR OF NOTARIZATION], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL 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 executed the same in his/her authorized capacity, and that by his/her signature on the instrument, the person, or the entity upon behalf of which the person acted, executed the instrument.
7.4 Witness my hand and official seal.
7.5 Notary Public Signature: _________________________________
7.6 Printed Name of Notary Public: [NOTARY PUBLIC FULL NAME]
7.7 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]
7.8 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]
7.9 Notary Public Address: [NOTARY PUBLIC STREET ADDRESS], [NOTARY PUBLIC CITY], [NOTARY PUBLIC STATE], [NOTARY PUBLIC ZIP CODE]

8. SIGNATURE OF PRINCIPAL
8.1 I have read this Revocation of Health Care Power of Attorney Witnessed Form, and I understand its contents. I am of sound mind and memory and I am voluntarily executing this Revocation.
8.2 Signature of Principal: _________________________________
8.3 Printed Name of Principal: [PRINCIPAL FULL NAME]
8.4 Date of Signature: [DATE OF SIGNATURE BY PRINCIPAL]

9. COPIES AND DISTRIBUTION
9.1 Original executed copy to be retained by Principal at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE].
9.2 Copy to be provided to [NAME OF ORIGINAL HEALTH CARE AGENT].
9.3 Copy to be provided to [NAME OF ORIGINAL ALTERNATE HEALTH CARE AGENT].
9.4 Copy to be provided to [NAME OF PRIMARY CARE PHYSICIAN].
9.5 Copy to be provided to [NAME OF HOSPITAL OR MEDICAL FACILITY].
9.6 Copy to be provided to [NAME OF ANY OTHER PERSON OR ENTITY].

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

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].

12. ENTIRE AGREEMENT
12.1 This Revocation constitutes the entire revocation of all prior Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, and appointments of health care agents previously executed by me.
12.2 No other document, statement, or communication shall be construed to limit or modify this Revocation unless executed in writing with the same formalities as this Revocation.
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