REVOCATION OF MEDICAL POWER OF ATTORNEY

I, [YOUR FULL LEGAL NAME], of [YOUR STREET ADDRESS], [YOUR CITY], [YOUR STATE], [YOUR ZIP CODE], being of sound mind and memory, do hereby revoke any and all Medical Powers of Attorney, Health Care Powers of Attorney, Advance Health Care Directives, and appointments of health care agents or surrogates previously made by me.

1. PRIOR DOCUMENTS REVOKED
1.1 I hereby revoke all prior Medical Powers of Attorney, Health Care Powers of Attorney, Advance Health Care Directives, Living Wills, and any other documents appointing a health care agent, attorney-in-fact for health care, or surrogate decision-maker for medical decisions, whether executed before or after the date of this Revocation.
1.2 This revocation applies to any such document executed by me on or about [DATE OF PRIOR DOCUMENT], and any other such document whenever executed.
1.3 This revocation applies to all copies of any such prior documents, whether originals or duplicates, and regardless of where they may be located.

2. PRIOR AGENTS AND SURROGATES REMOVED
2.1 The following person(s) previously appointed as my health care agent, attorney-in-fact for health care, or surrogate decision-maker are hereby removed of all authority to act on my behalf in any medical or health care matter:
2.2 Name of prior agent: [PRIOR AGENT FULL NAME]
2.3 Address of prior agent: [PRIOR AGENT STREET ADDRESS], [PRIOR AGENT CITY], [PRIOR AGENT STATE], [PRIOR AGENT ZIP CODE]
2.4 Relationship of prior agent to me: [RELATIONSHIP]
2.5 Name of alternate prior agent (if any): [ALTERNATE PRIOR AGENT FULL NAME]
2.6 Address of alternate prior agent: [ALTERNATE PRIOR AGENT STREET ADDRESS], [ALTERNATE PRIOR AGENT CITY], [ALTERNATE PRIOR AGENT STATE], [ALTERNATE PRIOR AGENT ZIP CODE]
2.7 Relationship of alternate prior agent to me: [RELATIONSHIP]

3. EFFECT OF REVOCATION
3.1 From the date of this Revocation, no person named in any prior Medical Power of Attorney or similar document shall have any authority to make health care decisions for me, to consent to or refuse medical treatment on my behalf, to access my medical records, or to act as my health care agent or surrogate in any capacity.
3.2 Any prior Medical Power of Attorney or similar document is hereby declared null, void, and of no further force or effect.
3.3 This Revocation shall remain in effect until I execute a new Medical Power of Attorney or similar document, or until I otherwise provide written notice of a change.

4. NOTIFICATION OF HEALTH CARE PROVIDERS
4.1 I authorize and direct that a copy of this Revocation be provided to all of my current health care providers, hospitals, physicians, and any other persons or entities that may have received a copy of any prior Medical Power of Attorney or similar document.
4.2 I request that all such persons and entities promptly note this Revocation in my medical records and cease relying on any prior Medical Power of Attorney or similar document.
4.3 Health care providers to be notified include:
4.4 Provider name: [HEALTH CARE PROVIDER NAME]
4.5 Provider address: [HEALTH CARE PROVIDER STREET ADDRESS], [HEALTH CARE PROVIDER CITY], [HEALTH CARE PROVIDER STATE], [HEALTH CARE PROVIDER ZIP CODE]
4.6 Provider name: [HEALTH CARE PROVIDER NAME]
4.7 Provider address: [HEALTH CARE PROVIDER STREET ADDRESS], [HEALTH CARE PROVIDER CITY], [HEALTH CARE PROVIDER STATE], [HEALTH CARE PROVIDER ZIP CODE]
4.8 Provider name: [HEALTH CARE PROVIDER NAME]
4.9 Provider address: [HEALTH CARE PROVIDER STREET ADDRESS], [HEALTH CARE PROVIDER CITY], [HEALTH CARE PROVIDER STATE], [HEALTH CARE PROVIDER ZIP CODE]

5. NO NEW AGENT APPOINTED
5.1 I am not appointing a new health care agent or attorney-in-fact for health care by this Revocation.
5.2 If I wish to appoint a new health care agent, I understand that I must execute a new Medical Power of Attorney or similar document in accordance with applicable law.

6. GOVERNING LAW
6.1 This Revocation shall be governed by and construed in accordance with the laws of the State of [YOUR STATE].
6.2 This Revocation is intended to comply with all applicable laws of [YOUR STATE] regarding the revocation of Medical Powers of Attorney and Advance Health Care Directives.

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

8. EXECUTION
8.1 I sign this Revocation voluntarily and free from duress, fraud, or undue influence.
8.2 I declare that I am of sound mind and memory and that I am at least eighteen (18) years of age.
8.3 Executed on this [DAY] day of [MONTH], [YEAR].

Signature of Principal:

[YOUR FULL LEGAL NAME]

[YOUR SIGNATURE]

Date: [DATE SIGNED]

9. WITNESSES
9.1 Witness 1:

Signature: [WITNESS 1 SIGNATURE]

Printed Name: [WITNESS 1 FULL NAME]

Address: [WITNESS 1 STREET ADDRESS], [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]

Date: [DATE]
9.2 Witness 2:

Signature: [WITNESS 2 SIGNATURE]

Printed Name: [WITNESS 2 FULL NAME]

Address: [WITNESS 2 STREET ADDRESS], [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]

Date: [DATE]

10. NOTARY ACKNOWLEDGMENT
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 [YOUR 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 to me that he/she executed the same in his/her authorized capacity, and that by his/her signature on this instrument the person executed the instrument.
10.4 I certify under PENALTY OF PERJURY under the laws of the State of [STATE] that the foregoing paragraph is true and correct.
10.5 Witness my hand and official seal.

Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

Printed Name: [NOTARY PUBLIC FULL NAME]

My Commission Expires: [COMMISSION EXPIRATION DATE]

Notary Seal:

[NOTARY SEAL]

11. COPIES
11.1 I direct that a copy of this Revocation be given to each of the following:
11.2 [RECIPIENT NAME]
11.3 [RECIPIENT STREET ADDRESS], [RECIPIENT CITY], [RECIPIENT STATE], [RECIPIENT ZIP CODE]
11.4 [RECIPIENT NAME]
11.5 [RECIPIENT STREET ADDRESS], [RECIPIENT CITY], [RECIPIENT STATE], [RECIPIENT ZIP CODE]
11.6 [RECIPIENT NAME]
11.7 [RECIPIENT STREET ADDRESS], [RECIPIENT CITY], [RECIPIENT STATE], [RECIPIENT ZIP CODE]
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