REVOCATION OF HEALTH CARE POWER OF ATTORNEY FOR ELDERLY PARENTS

I, [PRINCIPAL FULL LEGAL NAME], currently residing at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], being of sound mind and not acting under duress, fraud, or undue influence, hereby revoke all prior Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, and any other health care agent designations previously executed by me, including but not limited to any such documents naming my adult children or any other person as my health care agent or attorney-in-fact for health care decisions.

RE: Revocation of all health care powers of attorney and health care agent designations previously granted to [PRIOR AGENT FULL LEGAL NAME] and any successor agents named in any prior instrument.

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 Street Address: [PRINCIPAL STREET ADDRESS]
1.4 Principal City, State, ZIP Code: [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE]
1.5 Principal Telephone Number: [PRINCIPAL TELEPHONE NUMBER]
1.6 Principal Email Address: [PRINCIPAL EMAIL ADDRESS]

2. IDENTIFICATION OF PRIOR AGENT OR AGENTS WHOSE AUTHORITY IS
REVOKED
2.1 Prior Agent Full Legal Name: [PRIOR AGENT FULL LEGAL NAME]
2.2 Prior Agent Relationship to Principal: [PRIOR AGENT RELATIONSHIP TO PRINCIPAL]
2.3 Prior Agent Street Address: [PRIOR AGENT STREET ADDRESS]
2.4 Prior Agent City, State, ZIP Code: [PRIOR AGENT CITY], [PRIOR AGENT STATE], [PRIOR AGENT ZIP CODE]
2.5 Prior Agent Telephone Number: [PRIOR AGENT TELEPHONE NUMBER]
2.6 Prior Successor Agent Full Legal Name (if any): [PRIOR SUCCESSOR AGENT FULL LEGAL NAME]
2.7 Prior Successor Agent Relationship to Principal: [PRIOR SUCCESSOR AGENT RELATIONSHIP TO PRINCIPAL]
2.8 Prior Successor Agent Street Address: [PRIOR SUCCESSOR AGENT STREET ADDRESS]
2.9 Prior Successor Agent City, State, ZIP Code: [PRIOR SUCCESSOR AGENT CITY], [PRIOR SUCCESSOR AGENT STATE], [PRIOR SUCCESSOR AGENT ZIP CODE]
2.10 Prior Successor Agent Telephone Number: [PRIOR SUCCESSOR AGENT TELEPHONE NUMBER]

3. DESCRIPTION OF PRIOR HEALTH CARE POWER OF ATTORNEY BEING
REVOKED
3.1 Date of Prior Health Care Power of Attorney: [DATE OF PRIOR HEALTH CARE POWER OF ATTORNEY]
3.2 Title of Prior Document: [TITLE OF PRIOR DOCUMENT]
3.3 State Where Prior Document Was Executed: [STATE WHERE PRIOR DOCUMENT WAS EXECUTED]
3.4 County Where Prior Document Was Executed: [COUNTY WHERE PRIOR DOCUMENT WAS EXECUTED]
3.5 Name of Attorney Who Prepared Prior Document (if known): [NAME OF ATTORNEY WHO PREPARED PRIOR DOCUMENT]
3.6 Location of Original Prior Document (if known): [LOCATION OF ORIGINAL PRIOR DOCUMENT]
3.7 Location of Copies of Prior Document (if known): [LOCATION OF COPIES OF PRIOR DOCUMENT]

4. REVOCATION
4.1 I hereby revoke, cancel, annul, and make void all prior Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, Durable Powers of Attorney for Health Care, and any other instrument or designation by which I previously appointed any person to act as my health care agent, health care surrogate, health care proxy, or attorney-in-fact for health care decisions.
4.2 This revocation applies to all such prior instruments, whether executed in [PRINCIPAL STATE] or any other state, territory, or jurisdiction.
4.3 This revocation applies to all agents, successor agents, alternate agents, and any other persons named or designated in any prior health care power of attorney or similar instrument.
4.4 This revocation is effective immediately upon execution of this document.
4.5 This revocation shall remain in effect until I execute a new Health Care Power of Attorney or similar instrument, or until I am legally restored to full capacity and execute a new instrument, whichever occurs first.

5. STATEMENT OF INTENT
5.1 It is my express intention that no person named in any prior Health Care Power of Attorney or similar instrument shall have any authority to make health care decisions on my behalf.
5.2 It is my express intention that any person named in any prior Health Care Power of Attorney or similar instrument shall not be permitted to access my medical records, communicate with my health care providers on my behalf, or otherwise act as my health care agent.
5.3 It is my express intention that this revocation be given full force and effect by all health care providers, hospitals, physicians, nurses, medical facilities, and any other persons or entities who may have received or relied upon any prior Health Care Power of Attorney or similar instrument.
5.4 It is my express intention that this revocation be honored notwithstanding any claim that a prior Health Care Power of Attorney was executed at a time when I may have been under the influence of any person, medication, or condition.

6. NOTIFICATION OF HEALTH CARE PROVIDERS AND OTHER PARTIES
6.1 I direct that a copy of this Revocation be delivered to each of the following persons and entities:

6.1.1 Primary Care Physician Name: [PRIMARY CARE PHYSICIAN NAME]

6.1.2 Primary Care Physician Street Address: [PRIMARY CARE PHYSICIAN STREET ADDRESS]

6.1.3 Primary Care Physician City, State, ZIP Code: [PRIMARY CARE PHYSICIAN CITY], [PRIMARY CARE PHYSICIAN STATE], [PRIMARY CARE PHYSICIAN ZIP CODE]

6.1.4 Primary Care Physician Telephone Number: [PRIMARY CARE PHYSICIAN TELEPHONE NUMBER]

6.1.5 Primary Care Physician Fax Number: [PRIMARY CARE PHYSICIAN FAX NUMBER]

6.1.6 Hospital or Medical Facility Name: [HOSPITAL OR MEDICAL FACILITY NAME]

6.1.7 Hospital or Medical Facility Street Address: [HOSPITAL OR MEDICAL FACILITY STREET ADDRESS]

6.1.8 Hospital or Medical Facility City, State, ZIP Code: [HOSPITAL OR MEDICAL FACILITY CITY], [HOSPITAL OR MEDICAL FACILITY STATE], [HOSPITAL OR MEDICAL FACILITY ZIP CODE]

6.1.9 Hospital or Medical Facility Telephone Number: [HOSPITAL OR MEDICAL FACILITY TELEPHONE NUMBER]

6.1.10 Hospital or Medical Facility Fax Number: [HOSPITAL OR MEDICAL FACILITY FAX NUMBER]

6.1.11 Prior Agent Full Legal Name: [PRIOR AGENT FULL LEGAL NAME]

6.1.12 Prior Agent Street Address: [PRIOR AGENT STREET ADDRESS]

6.1.13 Prior Agent City, State, ZIP Code: [PRIOR AGENT CITY], [PRIOR AGENT STATE], [PRIOR AGENT ZIP CODE]

6.1.14 Prior Successor Agent Full Legal Name: [PRIOR SUCCESSOR AGENT FULL LEGAL NAME]

6.1.15 Prior Successor Agent Street Address: [PRIOR SUCCESSOR AGENT STREET ADDRESS]

6.1.16 Prior Successor Agent City, State, ZIP Code: [PRIOR SUCCESSOR AGENT CITY], [PRIOR SUCCESSOR AGENT STATE], [PRIOR SUCCESSOR AGENT ZIP CODE]

6.1.17 Other Person or Entity: [OTHER PERSON OR ENTITY NAME]

6.1.18 Other Person or Entity Street Address: [OTHER PERSON OR ENTITY STREET ADDRESS]

6.1.19 Other Person or Entity City, State, ZIP Code: [OTHER PERSON OR ENTITY CITY], [OTHER PERSON OR ENTITY STATE], [OTHER PERSON OR ENTITY ZIP CODE]
6.2 I authorize any person who receives a copy of this Revocation to deliver a copy to any health care provider, medical facility, or other person who may have a copy of or may be relying upon any prior Health Care Power of Attorney or similar instrument.

7. STATEMENT REGARDING CAPACITY
7.1 I certify that I am at least eighteen (18) years of age.
7.2 I certify that I am of sound mind and capable of making this revocation.
7.3 I certify that I am not acting under duress, fraud, undue influence, or coercion.
7.4 I certify that I understand the nature and consequences of this revocation.
7.5 I certify that I understand that by revoking my prior Health Care Power of Attorney, I may be left without a designated health care agent unless and until I execute a new Health Care Power of Attorney or similar instrument.

8. STATEMENT REGARDING NO NEW AGENT APPOINTED
8.1 I acknowledge that by executing this Revocation, I am not appointing a new health care agent.
8.2 I acknowledge that unless and until I execute a new Health Care Power of Attorney or similar instrument, no person shall have authority to make health care decisions on my behalf.
8.3 I acknowledge that in the absence of a valid Health Care Power of Attorney, health care decisions may be made by a default surrogate or pursuant to applicable state law.
8.4 I acknowledge that I may execute a new Health Care Power of Attorney at any time in the future if I so choose.

9. SEVERABILITY
9.1 If any provision of this Revocation is held to be invalid, illegal, or unenforceable in any respect, such invalidity, illegality, or unenforceability shall not affect any other provision of this Revocation, and this Revocation shall be construed as if such invalid, illegal, or unenforceable provision had never been contained herein.
9.2 If any provision of this Revocation is held to be invalid, illegal, or unenforceable as applied to any person or circumstance, such holding shall not affect the validity, legality, or enforceability of such provision as applied to any other person or circumstance.

10. GOVERNING LAW
10.1 This Revocation shall be governed by and construed in accordance with the laws of the State of [GOVERNING LAW STATE].
10.2 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 of 1996 (HIPAA) and any applicable state statutes governing health care powers of attorney and advance directives.

11. COPIES
11.1 A photocopy, scanned image, or electronic copy of this Revocation shall have the same force and effect as the original.
11.2 I authorize any person to rely upon a photocopy, scanned image, or electronic copy of this Revocation as if it were the original.

12. PRIOR REVOCATIONS
12.1 This Revocation supersedes and replaces any prior revocation of Health Care Power of Attorney executed by me.
12.2 This Revocation does not revoke any Durable Power of Attorney for financial matters, any Last Will and Testament, any Trust, or any other estate planning document, except to the extent such document specifically grants health care decision-making authority.
12.3 This Revocation does not revoke any Do Not Resuscitate Order (DNR), Physician Orders for Life-Sustaining Treatment (POLST), or similar medical order, unless such order specifically grants health care decision-making authority to an agent.

13. EXECUTION
13.1 I have read this Revocation, and I understand its contents.
13.2 I am executing this Revocation voluntarily and without coercion.
13.3 I intend for this Revocation to take effect immediately upon my signing below.
13.4 I have signed this Revocation on the date written below.

14. SIGNATURE OF PRINCIPAL
14.1 Principal Signature: _________________________________________________
14.2 Principal Printed Full Legal Name: [PRINCIPAL FULL LEGAL NAME]
14.3 Date Signed: [DATE SIGNED]
14.4 City and State Where Signed: [CITY AND STATE WHERE SIGNED]

15. WITNESSES
15.1 Witness 1 Signature: _________________________________________________
15.2 Witness 1 Printed Full Legal Name: [WITNESS 1 FULL LEGAL NAME]
15.3 Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]
15.4 Witness 1 City, State, ZIP Code: [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]
15.5 Witness 1 Telephone Number: [WITNESS 1 TELEPHONE NUMBER]
15.6 Witness 1 Date Signed: [WITNESS 1 DATE SIGNED]
15.7 Witness 2 Signature: _________________________________________________
15.8 Witness 2 Printed Full Legal Name: [WITNESS 2 FULL LEGAL NAME]
15.9 Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]
15.10 Witness 2 City, State, ZIP Code: [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]
15.11 Witness 2 Telephone Number: [WITNESS 2 TELEPHONE NUMBER]
15.12 Witness 2 Date Signed: [WITNESS 2 DATE SIGNED]
15.13 Witness 3 Signature (if required by state law): _________________________________________________
15.14 Witness 3 Printed Full Legal Name: [WITNESS 3 FULL LEGAL NAME]
15.15 Witness 3 Street Address: [WITNESS 3 STREET ADDRESS]
15.16 Witness 3 City, State, ZIP Code: [WITNESS 3 CITY], [WITNESS 3 STATE], [WITNESS 3 ZIP CODE]
15.17 Witness 3 Telephone Number: [WITNESS 3 TELEPHONE NUMBER]
15.18 Witness 3 Date Signed: [WITNESS 3 DATE SIGNED]

16. NOTARY ACKNOWLEDGMENT
16.1 State of: [NOTARY STATE]
16.2 County of: [NOTARY COUNTY]
16.3 On this day, [NOTARY DATE], 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 executed the same in his/her authorized capacity, and that by his/her signature on the instrument, the person executed the instrument.
16.4 Notary Public Signature: _________________________________________________
16.5 Notary Public Printed Full Legal Name: [NOTARY PUBLIC FULL LEGAL NAME]
16.6 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]
16.7 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]
16.8 Notary Public Street Address: [NOTARY PUBLIC STREET ADDRESS]
16.9 Notary Public City, State, ZIP Code: [NOTARY PUBLIC CITY], [NOTARY PUBLIC STATE], [NOTARY PUBLIC ZIP CODE]
16.10 Notary Public Telephone Number: [NOTARY PUBLIC TELEPHONE NUMBER]

17. ADDITIONAL PROVISIONS
17.1 Additional Provision 1: [ADDITIONAL PROVISION 1]
17.2 Additional Provision 2: [ADDITIONAL PROVISION 2]
17.3 Additional Provision 3: [ADDITIONAL PROVISION 3]

18. ATTACHMENTS
18.1 The following documents are attached to this Revocation and incorporated herein by reference:

18.1.1 Attachment 1 Description: [ATTACHMENT 1 DESCRIPTION]

18.1.2 Attachment 2 Description: [ATTACHMENT 2 DESCRIPTION]

18.1.3 Attachment 3 Description: [ATTACHMENT 3 DESCRIPTION]

19. CERTIFICATION OF DELIVERY
19.1 I certify that a copy of this Revocation has been delivered to the following persons or entities on the dates indicated:

19.1.1 Person or Entity Name: [DELIVERY RECIPIENT 1 NAME]

19.1.2 Delivery Date: [DELIVERY DATE 1]

19.1.3 Delivery Method: [DELIVERY METHOD 1]

19.1.4 Person or Entity Name: [DELIVERY RECIPIENT 2 NAME]

19.1.5 Delivery Date: [DELIVERY DATE 2]

19.1.6 Delivery Method: [DELIVERY METHOD 2]

19.1.7 Person or Entity Name: [DELIVERY RECIPIENT 3 NAME]

19.1.8 Delivery Date: [DELIVERY DATE 3]

19.1.9 Delivery Method: [DELIVERY METHOD 3]

20. FINAL STATEMENT
20.1 I have executed this Revocation of Health Care Power of Attorney for Elderly Parents on the date first written above.
20.2 I declare that this Revocation is my free and voluntary act.
20.3 I declare that I have not been threatened, coerced, or unduly influenced in any way in connection with this Revocation.
20.4 I declare that I understand that this Revocation may have significant legal and medical consequences, and I have had the opportunity to consult with an attorney of my choosing if I so desired.
20.5 I declare that this Revocation is intended to be a complete and final revocation of all prior Health Care Powers of Attorney and similar instruments.

Principal Signature: _________________________________________________

Principal Printed Full Legal Name: [PRINCIPAL FULL LEGAL NAME]

Date Signed: [DATE SIGNED]
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