REVOCATION OF HEALTHCARE POWER OF ATTORNEY FORM

I, [PRINCIPAL FULL NAME], currently residing at [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE], being of sound mind and acting voluntarily, hereby revoke all prior Healthcare Powers of Attorney, Advance Directives, Living Wills, and any other healthcare agent designations previously executed by me.

RE: Revocation of Healthcare Power of Attorney dated [ORIGINAL POA DATE] appointing [AGENT FULL NAME] as my healthcare agent

1. PRINCIPAL INFORMATION
1.1 Principal Full Name: [PRINCIPAL FULL 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: [PRINCIPAL CITY], [PRINCIPAL STATE], [PRINCIPAL ZIP CODE]
1.5 Principal Telephone Number: [PRINCIPAL TELEPHONE NUMBER]

2. REVOKED DOCUMENT INFORMATION
2.1 Title of Document Being Revoked: [TITLE OF DOCUMENT BEING REVOKED]
2.2 Date of Document Being Revoked: [ORIGINAL POA DATE]
2.3 Name of Healthcare Agent Appointed in Revoked Document: [AGENT FULL NAME]
2.4 Name of Any Alternate or Successor Agent Appointed in Revoked Document: [ALTERNATE AGENT FULL NAME]
2.5 Location of Original Document (if known): [LOCATION OF ORIGINAL DOCUMENT]

3. SCOPE OF REVOCATION
3.1 I hereby revoke in its entirety the Healthcare Power of Attorney identified in Section 2 above.
3.2 I further revoke any and all authority granted to [AGENT FULL NAME] and any alternate or successor agents named in the revoked document.
3.3 This revocation applies to all copies, originals, and reproductions of the revoked document.
3.4 This revocation does not affect any other estate planning documents, including but not limited to my Last Will and Testament, Durable Financial Power of Attorney, or Trust documents, except as expressly stated herein.

4. EFFECTIVE DATE OF REVOCATION
4.1 This revocation shall become effective on [EFFECTIVE DATE OF REVOCATION].
4.2 This revocation shall remain in effect until I execute a new Healthcare Power of Attorney or until my death.

5. NOTIFICATION OF REVOCATION
5.1 I direct that written notice of this revocation be provided to the following individuals and entities:
5.2 Former Healthcare Agent: [AGENT FULL NAME], [AGENT STREET ADDRESS], [AGENT CITY], [AGENT STATE], [AGENT ZIP CODE]
5.3 Alternate or Successor Agent: [ALTERNATE AGENT FULL NAME], [ALTERNATE AGENT STREET ADDRESS], [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP CODE]
5.4 Primary Care Physician: [PHYSICIAN FULL NAME], [PHYSICIAN PRACTICE NAME], [PHYSICIAN STREET ADDRESS], [PHYSICIAN CITY], [PHYSICIAN STATE], [PHYSICIAN ZIP CODE]
5.5 Hospital or Healthcare Facility: [HEALTHCARE FACILITY NAME], [HEALTHCARE FACILITY STREET ADDRESS], [HEALTHCARE FACILITY CITY], [HEALTHCARE FACILITY STATE], [HEALTHCARE FACILITY ZIP CODE]
5.6 Other: [OTHER RECIPIENT NAME AND ADDRESS]

6. DELIVERY OF COPIES
6.1 I direct that a copy of this revocation be delivered to my former healthcare agent, my alternate or successor agent, my primary care physician, and any healthcare facility where I receive care.
6.2 I direct that a copy of this revocation be placed in my medical records.

7. ACKNOWLEDGMENT OF UNDERSTANDING
7.1 I understand that this revocation terminates the authority of my previously appointed healthcare agent.
7.2 I understand that this revocation does not appoint a new healthcare agent.
7.3 I understand that I may execute a new Healthcare Power of Attorney at any time.
7.4 I understand that this revocation should be signed and dated in the presence of witnesses and/or a notary public as required by the laws of [PRINCIPAL STATE].

8. SIGNATURE OF PRINCIPAL
8.1 Principal Signature: __________________________________________
8.2 Principal Printed Name: [PRINCIPAL FULL NAME]
8.3 Date Signed: [DATE SIGNED]
8.4 Place Signed: [CITY], [STATE]

9. WITNESS ATTESTATION
9.1 Witness 1 Full Name: [WITNESS 1 FULL NAME]
9.2 Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]
9.3 Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]
9.4 Witness 1 Signature: __________________________________________
9.5 Witness 1 Date: [WITNESS 1 DATE]
9.6 Witness 2 Full Name: [WITNESS 2 FULL NAME]
9.7 Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]
9.8 Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]
9.9 Witness 2 Signature: __________________________________________
9.10 Witness 2 Date: [WITNESS 2 DATE]
9.11 Each witness attests that the principal appeared to be of sound mind and signed this revocation voluntarily in the presence of the witnesses.

10. NOTARY ACKNOWLEDGMENT
10.1 State of: [NOTARY STATE]
10.2 County of: [NOTARY COUNTY]
10.3 On this [NOTARY DATE DAY] day of [NOTARY DATE MONTH], [NOTARY DATE YEAR], before me, [NOTARY PUBLIC FULL NAME], personally appeared [PRINCIPAL FULL 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.
10.4 Notary Public Signature: __________________________________________
10.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
10.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
10.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
10.8 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

11. ADDITIONAL PROVISIONS
11.1 [ADDITIONAL PROVISION OR N/A]
11.2 [ADDITIONAL PROVISION OR N/A]

12. COPIES AND DISTRIBUTION RECORD
12.1 Copy Provided to Former Agent on: [DATE COPY PROVIDED TO AGENT]
12.2 Copy Provided to Alternate Agent on: [DATE COPY PROVIDED TO ALTERNATE AGENT]
12.3 Copy Provided to Physician on: [DATE COPY PROVIDED TO PHYSICIAN]
12.4 Copy Provided to Healthcare Facility on: [DATE COPY PROVIDED TO HEALTHCARE FACILITY]
12.5 Copy Retained by Principal on: [DATE COPY RETAINED BY PRINCIPAL]
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