REVOCATION OF LIVING WILL FORM

[FULL NAME OF DECLARANT]

[STREET ADDRESS OF DECLARANT]

[CITY, STATE, ZIP CODE OF DECLARANT]

[DATE OF BIRTH OF DECLARANT]

[TELEPHONE NUMBER OF DECLARANT]

[EMAIL ADDRESS OF DECLARANT]

RE: REVOCATION OF LIVING WILL AND ADVANCE DIRECTIVE DATED [DATE OF ORIGINAL LIVING WILL]

1. IDENTIFICATION OF DECLARANT
1.1 Declarant Name: I, [FULL NAME OF DECLARANT], am the person who executed the living will and advance directive described below.
1.2 Declarant Address: [STREET ADDRESS OF DECLARANT], [CITY, STATE, ZIP CODE OF DECLARANT].
1.3 Declarant Date of Birth: [DATE OF BIRTH OF DECLARANT].

2. IDENTIFICATION OF DOCUMENT BEING REVOKED
2.1 Title of Document: [TITLE OF ORIGINAL LIVING WILL OR ADVANCE DIRECTIVE].
2.2 Date of Execution: The document was executed on [DATE OF ORIGINAL LIVING WILL].
2.3 Location of Execution: [CITY AND STATE WHERE ORIGINAL LIVING WILL WAS EXECUTED].
2.4 Original Custodian: [NAME OF PERSON OR INSTITUTION HOLDING ORIGINAL], located at [ADDRESS OF CUSTODIAN].
2.5 Copies Distributed To: [NAMES AND ADDRESSES OF PERSONS OR INSTITUTIONS HOLDING COPIES].

3. STATEMENT OF REVOCATION
3.1 Revocation: I hereby revoke, in its entirety, the living will and advance directive identified in Section 2 above.
3.2 Intent: It is my clear and unequivocal intent that the revoked document shall have no further force or effect.
3.3 Effect on Prior Directives: This revocation applies only to the document identified in Section 2 and does not affect any other advance directive, power of attorney for health care, or similar instrument unless expressly stated in Section 4 below.

4. SCOPE OF REVOCATION
4.1 Additional Documents Revoked: [LIST ANY ADDITIONAL DOCUMENTS BEING REVOKED, OR STATE "NONE"].
4.2 Documents Expressly Not Revoked: [LIST ANY DOCUMENTS THAT REMAIN IN EFFECT, OR STATE "NONE"].
4.3 Replacement Directive: [STATE WHETHER A NEW LIVING WILL OR ADVANCE DIRECTIVE HAS BEEN OR WILL BE EXECUTED, INCLUDING ITS DATE, OR STATE "NONE"].

5. REASON FOR REVOCATION (OPTIONAL)
5.1 Reason: [OPTIONAL: STATE REASON FOR REVOCATION, OR LEAVE BLANK].

6. NOTIFICATION OF HEALTH CARE PROVIDERS AND AGENTS
6.1 Primary Physician: [NAME AND ADDRESS OF PRIMARY PHYSICIAN].
6.2 Health Care Agent: [NAME AND ADDRESS OF HEALTH CARE AGENT, IF ANY].
6.3 Alternate Agent: [NAME AND ADDRESS OF ALTERNATE HEALTH CARE AGENT, IF ANY].
6.4 Health Care Facility: [NAME AND ADDRESS OF HEALTH CARE FACILITY OR HOSPITAL].
6.5 Instruction to Notify: I direct that copies of this revocation be delivered to each person and institution listed in this section and in Section 2.5.

7. DECLARATION OF DECLARANT
7.1 Sound Mind: I declare that I am of sound mind and am acting voluntarily and free from duress, undue influence, or coercion.
7.2 Understanding: I understand the nature and consequences of this revocation.
7.3 Signature: I sign this revocation on [DATE OF SIGNING].
7.4 Signature of Declarant: ______________________________________________
7.5 Printed Name of Declarant: [FULL NAME OF DECLARANT]

8. WITNESSES
8.1 Witness One Name: [FULL NAME OF WITNESS ONE]
8.2 Witness One Address: [STREET ADDRESS OF WITNESS ONE], [CITY, STATE, ZIP CODE OF WITNESS ONE]
8.3 Witness One Signature: ______________________________________________
8.4 Witness One Date: [DATE OF SIGNING BY WITNESS ONE]
8.5 Witness Two Name: [FULL NAME OF WITNESS TWO]
8.6 Witness Two Address: [STREET ADDRESS OF WITNESS TWO], [CITY, STATE, ZIP CODE OF WITNESS TWO]
8.7 Witness Two Signature: ______________________________________________
8.8 Witness Two Date: [DATE OF SIGNING BY WITNESS TWO]
8.9 Witness Attestation: Each witness declares that the declarant signed this revocation in the witness's presence, appeared to be of sound mind, and was not acting under duress, undue influence, or coercion.

9. NOTARY ACKNOWLEDGMENT
9.1 State of: [STATE OF NOTARIZATION]
9.2 County of: [COUNTY OF NOTARIZATION]
9.3 Acknowledgment: On [DATE OF NOTARIZATION], before me, [FULL NAME OF NOTARY PUBLIC], personally appeared [FULL NAME OF DECLARANT], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed the same for the purposes therein contained.
9.4 Notary Signature: ______________________________________________
9.5 Notary Printed Name: [FULL NAME OF NOTARY PUBLIC]
9.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
9.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
9.8 Notary Seal: [NOTARY SEAL]

10. DISTRIBUTION RECORD
10.1 Copy Provided To Primary Physician On: [DATE COPY PROVIDED TO PHYSICIAN]
10.2 Copy Provided To Health Care Agent On: [DATE COPY PROVIDED TO AGENT]
10.3 Copy Provided To Health Care Facility On: [DATE COPY PROVIDED TO FACILITY]
10.4 Copy Placed In Medical Record On: [DATE COPY PLACED IN MEDICAL RECORD]
10.5 Original Document Retained By: [NAME AND ADDRESS OF PERSON RETAINING ORIGINAL]
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