REVOCATION OF LIFE SUSTAINING TREATMENT FORM

Patient Name: [PATIENT FULL NAME]
Patient Date of Birth: [PATIENT DATE OF BIRTH]
Patient Address: [PATIENT STREET ADDRESS]
Patient City, State, ZIP: [PATIENT CITY, STATE, ZIP]
Patient Telephone Number: [PATIENT TELEPHONE NUMBER]
Date of This Revocation: [DATE OF REVOCATION]

RE: Revocation of Declaration and Directive Regarding Life Sustaining Treatment

1. IDENTIFICATION OF PATIENT
1.1 Patient Name: [PATIENT FULL NAME]
1.2 Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Medical Record Number (if applicable): [MEDICAL RECORD NUMBER]
1.4 Address: [PATIENT STREET ADDRESS], [PATIENT CITY, STATE, ZIP]

2. IDENTIFICATION OF PRIOR DIRECTIVE BEING REVOKED
2.1 Title of Prior Document: [TITLE OF PRIOR ADVANCE DIRECTIVE OR DECLARATION]
2.2 Date Prior Document Was Signed: [DATE PRIOR DOCUMENT WAS SIGNED]
2.3 Location of Prior Document (if known): [LOCATION OF PRIOR DOCUMENT]
2.4 Name of Agent or Surrogate Designated in Prior Document (if any): [AGENT OR SURROGATE NAME]

3. STATEMENT OF REVOCATION
3.1 I, [PATIENT FULL NAME], being of sound mind and acting voluntarily, hereby revoke in its entirety the prior declaration and directive identified in Section 2 above, including all instructions, designations, and authorizations contained therein.
3.2 This revocation is effective immediately upon execution of this form.
3.3 I intend that this revocation supersede all prior declarations, directives, and authorizations regarding life sustaining treatment previously executed by me.

4. SCOPE OF REVOCATION
4.1 This revocation applies to all instructions regarding life sustaining treatment, including but not limited to cardiopulmonary resuscitation, mechanical ventilation, artificial nutrition and hydration, dialysis, and antibiotics.
4.2 This revocation applies to all designations of agents, surrogates, or proxies named in the prior document.
4.3 This revocation does not affect any other advance directive, power of attorney, or document not specifically identified in Section 2 above, except as required by law.

5. NEW DIRECTIVE OR INSTRUCTIONS (OPTIONAL)
5.1 I wish to state the following new instructions or preferences regarding my medical care: [NEW INSTRUCTIONS OR PREFERENCES]
5.2 I wish to designate the following person as my agent or surrogate for health care decisions: [NEW AGENT OR SURROGATE NAME]
5.3 Relationship of Designated Agent to Patient: [RELATIONSHIP]
5.4 Telephone Number of Designated Agent: [AGENT TELEPHONE NUMBER]

6. DISTRIBUTION OF THIS REVOCATION
6.1 Copies of this revocation shall be provided to the following persons and institutions: [NAME AND ADDRESS OF PHYSICIAN]
6.2 [NAME AND ADDRESS OF HEALTH CARE FACILITY]
6.3 [NAME AND ADDRESS OF FAMILY MEMBER OR AGENT]
6.4 [NAME AND ADDRESS OF OTHER RECIPIENT]

7. NOTIFICATION OF HEALTH CARE PROVIDERS
7.1 I authorize and request that my attending physician and all health care providers be notified of this revocation.
7.2 I request that the prior document identified in Section 2 be removed from my medical record and replaced with this revocation.

8. SIGNATURE OF PATIENT
8.1 Signature: [PATIENT SIGNATURE]
8.2 Printed Name: [PATIENT FULL NAME]
8.3 Date: [DATE OF SIGNATURE]

9. WITNESSES
9.1 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
9.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
9.3 Witness 1 Address: [WITNESS 1 ADDRESS]
9.4 Witness 1 Date: [WITNESS 1 DATE]
9.5 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
9.6 Witness 2 Signature: [WITNESS 2 SIGNATURE]
9.7 Witness 2 Address: [WITNESS 2 ADDRESS]
9.8 Witness 2 Date: [WITNESS 2 DATE]

10. NOTARY ACKNOWLEDGMENT (IF REQUIRED BY STATE LAW)
10.1 State of: [STATE]
10.2 County of: [COUNTY]
10.3 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 that they executed it for the purposes therein contained.
10.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
10.5 Notary Public Printed Name: [NOTARY PUBLIC NAME]
10.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
10.7 Notary Seal: [NOTARY SEAL]

11. ADDITIONAL PROVISIONS
11.1 This revocation shall be governed by and construed in accordance with the laws of the State of [STATE].
11.2 If any provision of this revocation is held invalid, the remaining provisions shall remain in full force and effect.
11.3 Additional Comments or Instructions: [ADDITIONAL COMMENTS OR INSTRUCTIONS]
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