REVOCATION OF HEALTH CARE PROXY FORM

[YOUR FULL LEGAL NAME]

[YOUR STREET ADDRESS]

[YOUR CITY, STATE, ZIP CODE]

[YOUR DATE OF BIRTH]

[YOUR TELEPHONE NUMBER]

RE: Revocation of Health Care Proxy and Appointment of Health Care Agent

I, [YOUR FULL LEGAL NAME], being of sound mind and acting voluntarily, hereby revoke any and all prior Health Care Proxies, Durable Powers of Attorney for Health Care, Advance Health Care Directives, Living Wills, and any other prior appointments of a health care agent or attorney-in-fact for health care decisions that I have previously executed.

1. REVOCATION OF PRIOR HEALTH CARE PROXY
1.1 Prior Health Care Proxy Revoked: I hereby revoke all prior Health Care Proxies and appointments of health care agents made by me at any time before the date of this Revocation.
1.2 Name of Prior Health Care Agent: The prior Health Care Proxy that I am revoking appointed [NAME OF PRIOR HEALTH CARE AGENT] as my health care agent.
1.3 Date of Prior Health Care Proxy: The prior Health Care Proxy was executed on [DATE OF PRIOR HEALTH CARE PROXY].
1.4 Location of Prior Health Care Proxy: The prior Health Care Proxy was executed in [CITY AND STATE WHERE PRIOR PROXY WAS EXECUTED].
1.5 Copies of Prior Health Care Proxy: I have provided copies of this Revocation to all known holders of the prior Health Care Proxy, including my prior health care agent, my primary care physician, and any hospital or health care facility where a copy was filed.

2. APPOINTMENT OF NEW HEALTH CARE AGENT
2.1 New Health Care Agent Appointed: I hereby appoint [NAME OF NEW HEALTH CARE AGENT] as my new health care agent to make health care decisions on my behalf if I am unable to make such decisions for myself.
2.2 New Health Care Agent Address: [STREET ADDRESS OF NEW HEALTH CARE AGENT]
2.3 New Health Care Agent City, State, ZIP: [CITY, STATE, ZIP CODE OF NEW HEALTH CARE AGENT]
2.4 New Health Care Agent Telephone Number: [TELEPHONE NUMBER OF NEW HEALTH CARE AGENT]
2.5 New Health Care Agent Relationship to Me: [RELATIONSHIP OF NEW HEALTH CARE AGENT TO YOU]
2.6 Alternate Health Care Agent Appointed: If my new health care agent is unable, unwilling, or unavailable to serve, I appoint [NAME OF ALTERNATE HEALTH CARE AGENT] as my alternate health care agent.
2.7 Alternate Health Care Agent Address: [STREET ADDRESS OF ALTERNATE HEALTH CARE AGENT]
2.8 Alternate Health Care Agent City, State, ZIP: [CITY, STATE, ZIP CODE OF ALTERNATE HEALTH CARE AGENT]
2.9 Alternate Health Care Agent Telephone Number: [TELEPHONE NUMBER OF ALTERNATE HEALTH CARE AGENT]
2.10 Alternate Health Care Agent Relationship to Me: [RELATIONSHIP OF ALTERNATE HEALTH CARE AGENT TO YOU]

3. SCOPE OF AUTHORITY OF NEW HEALTH CARE AGENT
3.1 General Authority: My new health care agent shall have full authority to make any and all health care decisions on my behalf, including but not limited to decisions regarding medical treatment, surgical procedures, hospitalization, nursing home placement, psychiatric treatment, and the administration or withdrawal of life-sustaining treatment.
3.2 Specific Authority Regarding Life-Sustaining Treatment: My new health care agent shall have the authority to consent to or refuse life-sustaining treatment, including artificial nutrition and hydration, mechanical ventilation, dialysis, and cardiopulmonary resuscitation, in accordance with my wishes as expressed in any advance directive or as otherwise known to my agent.
3.3 Authority Regarding Pain Relief: My new health care agent shall have the authority to consent to the administration of pain-relieving medication, even if such medication may hasten my death, provided that the primary intent is to relieve pain and suffering.
3.4 Authority Regarding Organ Donation: My new health care agent shall have the authority to make decisions regarding organ and tissue donation in accordance with my wishes as expressed in any donor registration or advance directive.
3.5 Authority Regarding Autopsy: My new health care agent shall have the authority to consent to or refuse an autopsy on my behalf.
3.6 Authority Regarding Disposition of Remains: My new health care agent shall have the authority to make decisions regarding the disposition of my remains, including burial, cremation, and funeral arrangements.
3.7 HIPAA Authorization: My new health care agent shall have the authority to access and receive my protected health information under the Health Insurance Portability and Accountability Act (HIPAA) and to communicate with my health care providers regarding my medical condition and treatment.

4. EFFECTIVE DATE AND DURATION
4.1 Effective Date: This Revocation and new appointment of a health care agent shall become effective immediately upon execution.
4.2 Duration: This Revocation and new appointment shall remain in effect until I revoke it in writing or until my death, unless I specify a shorter period.
4.3 Revocation of This Document: I reserve the right to revoke this Revocation and new appointment at any time by executing a subsequent written revocation or by physically destroying this document with the intent to revoke.

5. DELIVERY OF COPIES
5.1 Copies to Health Care Providers: I direct that a copy of this Revocation and new appointment be delivered to my primary care physician, any hospital or health care facility where I receive treatment, and any other health care provider who has a copy of my prior Health Care Proxy.
5.2 Copies to Prior Health Care Agent: I direct that a copy of this Revocation be delivered to my prior health care agent, [NAME OF PRIOR HEALTH CARE AGENT], at [ADDRESS OF PRIOR HEALTH CARE AGENT].
5.3 Copies to New Health Care Agent: I direct that a copy of this Revocation and new appointment be delivered to my new health care agent, [NAME OF NEW HEALTH CARE AGENT], at [ADDRESS OF NEW HEALTH CARE AGENT].
5.4 Copies to Alternate Health Care Agent: I direct that a copy of this Revocation and new appointment be delivered to my alternate health care agent, [NAME OF ALTERNATE HEALTH CARE AGENT], at [ADDRESS OF ALTERNATE HEALTH CARE AGENT].
5.5 Copies to Family Members: I direct that a copy of this Revocation and new appointment be delivered to the following family members: [NAME AND ADDRESS OF FAMILY MEMBER 1], [NAME AND ADDRESS OF FAMILY MEMBER 2], [NAME AND ADDRESS OF FAMILY MEMBER 3].

6. PRIOR DIRECTIVES
6.1 Living Will: This Revocation does not revoke any Living Will or Advance Health Care Directive that I have previously executed, unless specifically stated herein. If I wish to revoke my Living Will, I must do so separately.
6.2 Durable Power of Attorney for Health Care: This Revocation specifically revokes any Durable Power of Attorney for Health Care that I have previously executed, to the extent that it appoints a health care agent.
6.3 Other Advance Directives: This Revocation specifically revokes any other advance directive that I have previously executed that appoints a health care agent, including but not limited to a Medical Power of Attorney or a Health Care Surrogate Designation.

7. GOVERNING LAW
7.1 Governing Law: This Revocation and new appointment shall be governed by and construed in accordance with the laws of the State of [STATE OF RESIDENCE].
7.2 Statutory Compliance: I intend for this Revocation and new appointment to comply with all applicable state and federal laws, including the Patient Self-Determination Act and the Health Insurance Portability and Accountability Act (HIPAA).

8. SEverability
8.1 Severability: If any provision of this Revocation and new appointment is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

9. ACKNOWLEDGMENT AND EXECUTION
9.1 Acknowledgment: I acknowledge that I have read and understand the contents of this Revocation and new appointment, that I am of sound mind, and that I am executing this document voluntarily and without duress.
9.2 Execution: I have signed this Revocation and new appointment on the date written below.
9.3 Signature: _________________________________________ DATE: [DATE OF SIGNATURE]

[YOUR FULL LEGAL NAME]

10. WITNESSES
10.1 Witness 1: I, the undersigned witness, declare that the person signing this Revocation and new appointment is personally known to me, that he/she signed this document in my presence, and that he/she appears to be of sound mind and under no duress, fraud, or undue influence.

Witness 1 Signature: _________________________________________ DATE: [DATE OF WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 FULL NAME]

Witness 1 Address: [WITNESS 1 STREET ADDRESS]

Witness 1 City, State, ZIP: [WITNESS 1 CITY, STATE, ZIP CODE]
10.2 Witness 2: I, the undersigned witness, declare that the person signing this Revocation and new appointment is personally known to me, that he/she signed this document in my presence, and that he/she appears to be of sound mind and under no duress, fraud, or undue influence.

Witness 2 Signature: _________________________________________ DATE: [DATE OF WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 FULL NAME]

Witness 2 Address: [WITNESS 2 STREET ADDRESS]

Witness 2 City, State, ZIP: [WITNESS 2 CITY, STATE, ZIP CODE]

11. NOTARY ACKNOWLEDGMENT
11.1 Notary Acknowledgment: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [YOUR 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 this instrument, and acknowledged to me that he/she executed the same in his/her authorized capacity, and that by his/her signature on this instrument, the person executed the instrument.

Notary Public Signature: _________________________________________ DATE: [DATE OF NOTARY SIGNATURE]

Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]

Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]

Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]

My Commission Expires: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]

12. COPIES
12.1 Original: The original of this Revocation and new appointment shall be kept by me at [LOCATION WHERE ORIGINAL WILL BE KEPT].
12.2 Copies: Copies of this Revocation and new appointment have been provided to the persons and entities listed in Section

5.
12.3 Additional Copies: Additional copies may be made as
needed and shall be considered true and correct copies of the original.

13. FINAL DECLARATION
13.1 Final Declaration: I hereby declare that I have revoked all prior Health Care Proxies and appointments of health care agents, and I have appointed a new health care agent as set forth above. I intend for this document to be given full force and effect.
13.2 Signature: _________________________________________ DATE: [DATE OF SIGNATURE]

[YOUR FULL LEGAL NAME]
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