REVOCATION OF LIFE SUSTAINING MEASURES AUTHORIZATION

[NAME OF DECLARANT]

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP CODE]

[DECLARANT DATE OF BIRTH]

[DECLARANT TELEPHONE NUMBER]

[DATE OF EXECUTION OF THIS REVOCATION]

RE: Revocation of all prior authorizations, directives, and consents regarding life sustaining measures

1. IDENTIFICATION OF DECLARANT
1.1 Declarant Name: [NAME OF DECLARANT]
1.2 Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Address: [DECLARANT STREET ADDRESS], [DECLARANT CITY, STATE, ZIP CODE]
1.4 Telephone Number: [DECLARANT TELEPHONE NUMBER]
1.5 I am of sound mind and acting voluntarily, and I am competent to make this revocation.

2. REVOCATION OF PRIOR AUTHORIZATIONS
2.1 I hereby revoke, in its entirety, any and all prior authorizations, consents, directives, living wills, advance directives, physician orders, and healthcare powers of attorney concerning life sustaining measures that I have previously executed, including but not limited to the document dated [DATE OF PRIOR DOCUMENT BEING REVOKED], if applicable.
2.2 This revocation applies to all prior documents of any kind, whether executed in [STATE OF EXECUTION] or elsewhere, that authorize, direct, or consent to the withholding or withdrawal of life sustaining measures, or that appoint an agent to make such decisions on my behalf.
2.3 This revocation is effective immediately upon execution and shall remain in effect unless and until I execute a new written authorization or directive.

3. SCOPE OF REVOCATION
3.1 This revocation applies to all life sustaining measures, including but not limited to mechanical ventilation, cardiopulmonary resuscitation, artificial nutrition and hydration, dialysis, blood transfusions, antibiotics, and any other medical intervention intended to sustain life.
3.2 This revocation does not constitute a new directive authorizing or refusing any specific treatment; it merely cancels all prior authorizations and directives described in Section

2.
3.3 Any healthcare agent, surrogate, or proxy appointed under
a prior document is hereby relieved of authority to act on my behalf with respect to life sustaining measures, except as otherwise required by applicable law.

4. NOTIFICATION OF HEALTHCARE PROVIDERS
4.1 I direct that a copy of this revocation be provided to my attending physician, primary care provider, hospital, nursing facility, and any other healthcare provider or institution in possession of a prior authorization or directive.
4.2 I authorize my healthcare providers to place a copy of this revocation in my medical record and to note in my record that all prior life sustaining measures authorizations have been revoked.
4.3 I request that any prior directive or order in my medical record be marked as revoked and that this revocation be honored to the fullest extent permitted by law.

5. COPIES AND DISTRIBUTION
5.1 Copies of this revocation shall be given to the following persons or entities: [NAME AND ADDRESS OF PHYSICIAN], [NAME AND ADDRESS OF HEALTHCARE AGENT OR SURROGATE], [NAME AND ADDRESS OF FAMILY MEMBER OR OTHER PERSON], and [NAME AND ADDRESS OF HEALTHCARE FACILITY].
5.2 A copy of this revocation shall be retained by the Declarant.
5.3 Photocopies and electronic copies of this revocation shall have the same effect as the original.

6. ACKNOWLEDGMENT OF UNDERSTANDING
6.1 I understand the nature and consequences of this revocation.
6.2 I understand that this revocation cancels all prior authorizations and directives concerning life sustaining measures.
6.3 I understand that this revocation does not prevent me from executing a new directive at any time in the future.
6.4 I have read this revocation, or it has been read to me, and I understand its contents.

7. SIGNATURE OF DECLARANT
7.1 Signature: ______________________________________________
7.2 Printed Name: [NAME OF DECLARANT]
7.3 Date: [DATE OF EXECUTION OF THIS REVOCATION]

8. WITNESSES
8.1 Witness 1 Signature: ______________________________________________
8.2 Witness 1 Printed Name: [WITNESS 1 NAME]
8.3 Witness 1 Address: [WITNESS 1 ADDRESS]
8.4 Witness 1 Date: [WITNESS 1 DATE]
8.5 Witness 2 Signature: ______________________________________________
8.6 Witness 2 Printed Name: [WITNESS 2 NAME]
8.7 Witness 2 Address: [WITNESS 2 ADDRESS]
8.8 Witness 2 Date: [WITNESS 2 DATE]
8.9 Each witness declares that the Declarant signed this revocation in the witness's presence, or acknowledged the Declarant's signature before the witness, and that the Declarant appeared to be of sound mind and free from duress.

9. NOTARY ACKNOWLEDGMENT
9.1 State of: [STATE OF NOTARIZATION]
9.2 County of: [COUNTY OF NOTARIZATION]
9.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [NAME OF DECLARANT], 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 that he or she executed the same in his or her authorized capacity and that by his or her signature on the instrument the person, or the entity upon behalf of which the person acted, executed the instrument.
9.4 I certify under penalty of perjury under the laws of the State of [STATE OF NOTARIZATION] that the foregoing is true and correct.
9.5 Notary Public Signature: ______________________________________________
9.6 Notary Public Printed Name: [NOTARY PUBLIC NAME]
9.7 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
9.8 Notary Seal: [NOTARY SEAL]

10. ADDITIONAL INSTRUCTIONS OR COMMENTS
10.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS, IF ANY]
10.2 [ADDITIONAL INSTRUCTIONS OR COMMENTS, IF ANY]
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