REVOCATION OF LIFE SUPPORT AUTHORIZATION FORM

[PATIENT FULL NAME]

[PATIENT DATE OF BIRTH]

[PATIENT ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT PHONE NUMBER]

[HEALTHCARE FACILITY NAME]

[HEALTHCARE FACILITY ADDRESS]

[HEALTHCARE FACILITY CITY, STATE, ZIP CODE]

[ATTENDING PHYSICIAN NAME]

[ATTENDING PHYSICIAN LICENSE NUMBER]

[STATE OF EXECUTION]

RE: REVOCATION OF AUTHORIZATION FOR LIFE SUPPORT AND RELATED DIRECTIVES

1. IDENTIFICATION OF PATIENT
1.1 Patient Name: [PATIENT FULL NAME]
1.2 Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Patient Address: [PATIENT ADDRESS]
1.4 Current Healthcare Facility: [HEALTHCARE FACILITY NAME]
1.5 Medical Record Number: [MEDICAL RECORD NUMBER]

2. IDENTIFICATION OF PRIOR AUTHORIZATION
2.1 Date of Prior Authorization: [DATE OF PRIOR AUTHORIZATION]
2.2 Title of Prior Document: [TITLE OF PRIOR DOCUMENT]
2.3 Location of Prior Document: [LOCATION OF PRIOR DOCUMENT]
2.4 Name of Agent or Surrogate Designated in Prior Document: [AGENT OR SURROGATE NAME]
2.5 Scope of Prior Authorization: [SCOPE OF PRIOR AUTHORIZATION]

3. STATEMENT OF REVOCATION
3.1 Revocation: I, [PATIENT FULL NAME], hereby revoke in its entirety the prior authorization identified in Section 2 above, including any and all directives, instructions, or authorizations concerning the provision, withholding, or withdrawal of life support and related medical treatment contained therein.
3.2 Effective Date: This revocation is effective as of [EFFECTIVE DATE OF REVOCATION].
3.3 Intent: It is my intent that the prior authorization identified in Section 2 shall have no further force or effect from and after the effective date stated in Section 3.2.

4. SCOPE AND EFFECT OF REVOCATION
4.1 Full Revocation: This revocation applies to all provisions of the prior authorization, including but not limited to any appointment of an agent, surrogate, or proxy, any instructions regarding life support, and any related medical directives.
4.2 No Partial Revocation: Unless expressly stated in Section 4.3, this revocation is complete and not partial.
4.3 Exceptions: [DESCRIBE ANY PROVISIONS NOT REVOKED, OR STATE "NONE"]
4.4 Prior Documents: This revocation supersedes the prior authorization identified in Section

2. All other prior advance directives not identified in Section
2 remain in effect to the extent permitted by law, except as follows: [DESCRIBE ANY ADDITIONAL REVOKED DOCUMENTS OR STATE "NONE"]

5. NEW DIRECTIVES
5.1 New Authorization: [DESCRIBE ANY NEW AUTHORIZATION OR DIRECTIVE, OR STATE "NONE"]
5.2 Designation of New Agent or Surrogate: [NEW AGENT OR SURROGATE NAME, ADDRESS, AND PHONE NUMBER, OR STATE "NONE"]
5.3 Instructions Regarding Life Support: [DESCRIBE INSTRUCTIONS, OR STATE "NONE"]

6. NOTIFICATION OF HEALTHCARE PROVIDERS
6.1 Attending Physician: [ATTENDING PHYSICIAN NAME]
6.2 Healthcare Facility: [HEALTHCARE FACILITY NAME]
6.3 Other Providers to Be Notified: [NAMES AND ADDRESSES OF OTHER PROVIDERS]
6.4 Request to Update Records: I request that each provider and facility named in this Section promptly update my medical records to reflect this revocation.

7. DELIVERY AND DISTRIBUTION
7.1 Copies Delivered To: [NAMES AND ADDRESSES OF RECIPIENTS]
7.2 Original Document Location: [LOCATION OF ORIGINAL DOCUMENT]
7.3 Registry or Database: [NAME OF REGISTRY OR DATABASE, OR STATE "NONE"]

8. DECLARATION OF CAPACITY
8.1 Capacity: I declare that I am of sound mind and have the capacity to make this revocation.
8.2 Voluntary Act: I declare that I am executing this revocation freely and voluntarily and without duress, fraud, or undue influence.
8.3 Understanding: I understand the nature and consequences of this revocation.

9. SIGNATURE OF PATIENT
9.1 Signature: ______________________________________
9.2 Printed Name: [PATIENT FULL NAME]
9.3 Date: [DATE OF SIGNATURE]
9.4 Time: [TIME OF SIGNATURE]

10. WITNESSES
10.1 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
10.2 Witness 1 Address: [WITNESS 1 ADDRESS]
10.3 Witness 1 Signature: ______________________________________
10.4 Witness 1 Date: [WITNESS 1 DATE]
10.5 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
10.6 Witness 2 Address: [WITNESS 2 ADDRESS]
10.7 Witness 2 Signature: ______________________________________
10.8 Witness 2 Date: [WITNESS 2 DATE]
10.9 Witness Attestation: Each witness attests that the patient appeared to be of sound mind, signed this document in the witness's presence, and was not acting under duress, fraud, or undue influence.

11. NOTARY ACKNOWLEDGMENT
11.1 State of: [STATE]
11.2 County of: [COUNTY]
11.3 Notary Public Name: [NOTARY PUBLIC NAME]
11.4 Notary Commission Number: [NOTARY COMMISSION NUMBER]
11.5 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
11.6 Notary Signature: ______________________________________
11.7 Notary Seal: [NOTARY SEAL]
11.8 Notarial Certificate: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL 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 they executed it for the purposes therein contained.

12. ADDITIONAL PROVISIONS
12.1 Severability: If any provision of this revocation is held invalid or unenforceable, the remaining provisions shall continue in full force and effect.
12.2 Governing Law: This revocation shall be governed by the laws of the State of [STATE].
12.3 Copies: A photocopy or electronic copy of this revocation shall have the same effect as the original.
12.4 Additional Terms: [ADDITIONAL TERMS, OR STATE "NONE"]
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