REVOCATION OF MEDICAL DECISION-MAKING AUTHORITY FORM

[PATIENT FULL LEGAL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP CODE]

[PATIENT DATE OF BIRTH]

[PATIENT TELEPHONE NUMBER]

[PATIENT EMAIL ADDRESS]

RE: REVOCATION OF MEDICAL DECISION-MAKING AUTHORITY

1. IDENTIFICATION OF PRINCIPAL
1.1 Principal Name: [PATIENT FULL LEGAL NAME]
1.2 Principal Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Principal Address: [PATIENT STREET ADDRESS], [PATIENT CITY, STATE, ZIP CODE]
1.4 Principal Telephone Number: [PATIENT TELEPHONE NUMBER]
1.5 Principal Email Address: [PATIENT EMAIL ADDRESS]

2. IDENTIFICATION OF AGENT WHOSE AUTHORITY IS REVOKED
2.1 Agent Name: [AGENT FULL LEGAL NAME]
2.2 Agent Relationship to Principal: [RELATIONSHIP]
2.3 Agent Street Address: [AGENT STREET ADDRESS]
2.4 Agent City, State, ZIP Code: [AGENT CITY, STATE, ZIP CODE]
2.5 Agent Telephone Number: [AGENT TELEPHONE NUMBER]
2.6 Agent Email Address: [AGENT EMAIL ADDRESS]

3. IDENTIFICATION OF ORIGINAL DOCUMENT BEING REVOKED
3.1 Title of Original Document: [TITLE OF ORIGINAL DOCUMENT, E.G., MEDICAL POWER OF ATTORNEY, HEALTH CARE PROXY, ADVANCE HEALTH CARE DIRECTIVE]
3.2 Date Original Document Was Executed: [DATE ORIGINAL DOCUMENT WAS EXECUTED]
3.3 State or Jurisdiction Where Original Document Was Executed: [STATE OR JURISDICTION]
3.4 Location of Original Document: [LOCATION, E.G., SAFE, ATTORNEY OFFICE, HOSPITAL RECORDS]
3.5 Copy of Original Document Attached: [YES/NO]

4. REVOCATION OF AUTHORITY
4.1 I, [PATIENT FULL LEGAL NAME], being of sound mind and not acting under duress, fraud, or undue influence, hereby revoke all authority granted to [AGENT FULL LEGAL NAME] as my agent for health care and medical decision-making.
4.2 This revocation applies to all powers, duties, and responsibilities granted to the agent under the original document identified in Section 3, including but not limited to the authority to consent to or refuse medical treatment, admit or discharge me from health care facilities, access my medical records, and make decisions regarding my health care.
4.3 This revocation is effective immediately upon execution of this form.
4.4 This revocation applies to all copies, originals, and electronic versions of the original document.

5. REVOCATION OF RELATED AUTHORIZATIONS
5.1 I further revoke any and all authorizations previously given to [AGENT FULL LEGAL NAME] under the Health Insurance Portability and Accountability Act (HIPAA) or any other privacy laws, including but not limited to the authority to access, disclose, or discuss my protected health information.
5.2 I revoke any nomination of [AGENT FULL LEGAL NAME] as my guardian, conservator, or personal representative for health care purposes.
5.3 I revoke any appointment of [AGENT FULL LEGAL NAME] as my agent for mental health treatment or psychiatric advance directive, if applicable.

6. NOTIFICATION OF HEALTH CARE PROVIDERS
6.1 I authorize and direct that a copy of this revocation be provided to all of my current health care providers, including but not limited to:

6.1.1 Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME AND ADDRESS]

6.1.2 Specialist Physician: [SPECIALIST PHYSICIAN NAME AND ADDRESS]

6.1.3 Hospital or Medical Facility: [HOSPITAL OR MEDICAL FACILITY NAME AND ADDRESS]

6.1.4 Other Health Care Provider: [OTHER HEALTH CARE PROVIDER NAME AND ADDRESS]
6.2 I direct that this revocation be placed in my medical records by each provider listed above.
6.3 I direct that [AGENT FULL LEGAL NAME] be notified of this revocation by [METHOD OF NOTIFICATION, E.G., CERTIFIED MAIL, EMAIL, PERSONAL DELIVERY].

7. DESIGNATION OF NEW AGENT (OPTIONAL)
7.1 If I wish to designate a new agent for medical decision-making, I have executed a separate document titled [TITLE OF NEW DOCUMENT] dated [DATE OF NEW DOCUMENT].
7.2 New Agent Name: [NEW AGENT FULL LEGAL NAME]
7.3 New Agent Relationship to Principal: [RELATIONSHIP]
7.4 New Agent Street Address: [NEW AGENT STREET ADDRESS]
7.5 New Agent City, State, ZIP Code: [NEW AGENT CITY, STATE, ZIP CODE]
7.6 New Agent Telephone Number: [NEW AGENT TELEPHONE NUMBER]
7.7 New Agent Email Address: [NEW AGENT EMAIL ADDRESS]
7.8 If no new agent is designated, I understand that my health care providers will follow the default decision-making hierarchy under applicable state law.

8. ACKNOWLEDGMENT OF UNDERSTANDING
8.1 I understand that I have the right to revoke my medical decision-making authority at any time.
8.2 I understand that this revocation does not affect any medical treatment already provided or any decision made by my former agent prior to the effective date of this revocation.
8.3 I understand that this revocation does not revoke any other advance directive, living will, or do-not-resuscitate order unless specifically stated in this document.
8.4 I understand that this revocation must be signed and dated to be valid.
8.5 I understand that a copy of this revocation should be given to my former agent, my health care providers, and any other person or entity that may have relied on the original document.

9. EFFECT OF REVOCATION
9.1 Upon execution of this revocation, [AGENT FULL LEGAL NAME] shall have no authority to act as my agent for medical decision-making.
9.2 Any person or entity that receives a copy of this revocation shall not rely on the original document identified in Section

3.
9.3 Any action taken by [AGENT FULL LEGAL NAME] after the
effective date of this revocation shall be considered unauthorized and without legal effect.

10. GOVERNING LAW
10.1 This revocation shall be governed by and construed in accordance with the laws of the State of [STATE].
10.2 This revocation is intended to comply with all applicable state and federal laws regarding advance directives and medical decision-making.

11. SEVERABILITY
11.1 If any provision of this revocation is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

12. EXECUTION
12.1 I, [PATIENT FULL LEGAL NAME], hereby execute this Revocation of Medical Decision-Making Authority on this [DAY] day of [MONTH], [YEAR].
12.2 Principal Signature: _______________________________________________
12.3 Principal Printed Name: [PATIENT FULL LEGAL NAME]
12.4 Date Signed: [DATE SIGNED]

13. WITNESSES
13.1 Witness 1 Signature: _______________________________________________
13.2 Witness 1 Printed Name: [WITNESS 1 FULL LEGAL NAME]
13.3 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [WITNESS 1 CITY, STATE, ZIP CODE]
13.4 Witness 1 Date: [WITNESS 1 DATE]
13.5 Witness 2 Signature: _______________________________________________
13.6 Witness 2 Printed Name: [WITNESS 2 FULL LEGAL NAME]
13.7 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [WITNESS 2 CITY, STATE, ZIP CODE]
13.8 Witness 2 Date: [WITNESS 2 DATE]

14. NOTARY ACKNOWLEDGMENT
14.1 State of [STATE]
14.2 County of [COUNTY]
14.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL LEGAL 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 the same in their authorized capacity, and that by their signature on this instrument, the person executed the instrument.
14.4 Notary Public Signature: _______________________________________________
14.5 Notary Public Printed Name: [NOTARY PUBLIC FULL LEGAL NAME]
14.6 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]
14.7 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]
14.8 My Commission Expires: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]

15. COPIES AND DISTRIBUTION
15.1 Original Copy Retained By: [PATIENT FULL LEGAL NAME]
15.2 Copy Provided To Former Agent: [AGENT FULL LEGAL NAME] on [DATE PROVIDED]
15.3 Copy Provided To Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME] on [DATE PROVIDED]
15.4 Copy Provided To Hospital or Medical Facility: [HOSPITAL OR MEDICAL FACILITY NAME] on [DATE PROVIDED]
15.5 Copy Provided To Other: [OTHER RECIPIENT NAME AND ADDRESS] on [DATE PROVIDED]
15.6 Copy Provided To New Agent (if applicable): [NEW AGENT FULL LEGAL NAME] on [DATE PROVIDED]

16. ADDITIONAL INSTRUCTIONS OR NOTES
16.1 [ADDITIONAL INSTRUCTIONS OR NOTES, IF ANY]
16.2 [ADDITIONAL INSTRUCTIONS OR NOTES, IF ANY]

17. DECLARATION OF PRINCIPAL
17.1 I declare that I have read this Revocation of Medical Decision-Making Authority, that I understand its contents, and that I am voluntarily executing it.
17.2 I declare that I am at least eighteen (18) years of age and of sound mind.
17.3 I declare that I am not acting under duress, fraud, or undue influence.
17.4 I declare that this revocation is effective immediately upon my signature below.

Principal Signature: _______________________________________________

Principal Printed Name: [PATIENT FULL LEGAL NAME]

Date Signed: [DATE SIGNED]
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