WYOMING ADVANCE DIRECTIVE REVOCATION FORM

I, [DECLARANT FULL NAME], being of sound mind and at least eighteen (18) years of age, hereby revoke all prior advance directives, including but not limited to any living will, durable power of attorney for health care, and any other written or oral declaration made pursuant to the Wyoming Health Care Decisions Act, Wyoming Statutes Sections 35-22-401 through 35-22-416.

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP CODE]

[DECLARANT DATE OF BIRTH]

[DATE OF EXECUTION]

RE: REVOCATION OF ALL PRIOR ADVANCE DIRECTIVES

1. IDENTIFICATION OF DECLARANT
1.1 Declarant Name: [DECLARANT FULL NAME]
1.2 Declarant Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Declarant Address: [DECLARANT STREET ADDRESS], [DECLARANT CITY, STATE, ZIP CODE]
1.4 Declarant Telephone Number: [DECLARANT TELEPHONE NUMBER]

2. REVOCATION OF PRIOR ADVANCE DIRECTIVES
2.1 I hereby revoke any and all prior advance directives, living wills, durable powers of attorney for health care, health care proxies, and any other instrument or document executed by me at any time before the date of this revocation that relates to the provision, withholding, or withdrawal of health care, medical treatment, or life-sustaining procedures.
2.2 This revocation applies to all such documents whether executed in the State of Wyoming or in any other jurisdiction.
2.3 This revocation applies to all such documents whether known or unknown to me at the time of execution of this revocation.
2.4 This revocation is intended to be effective immediately upon execution and shall remain in effect until I execute a new advance directive or otherwise modify this revocation in writing.

3. SPECIFIC REVOCATION OF HEALTH CARE POWER OF ATTORNEY
3.1 I specifically revoke any durable power of attorney for health care or health care proxy previously executed by me, including but not limited to any appointment of an agent, attorney-in-fact, or surrogate to make health care decisions on my behalf.
3.2 Any person previously designated as my agent, attorney-in-fact, or surrogate under any prior advance directive shall have no further authority to act on my behalf with respect to health care decisions as of the date of this revocation.
3.3 The name of the agent or agents whose authority is revoked by this section, if known, is/are: [NAME OF PRIOR AGENT(S) WHOSE AUTHORITY IS REVOKED, IF KNOWN]

4. SPECIFIC REVOCATION OF LIVING WILL OR DECLARATION
4.1 I specifically revoke any living will, declaration concerning life-sustaining procedures, or similar document previously executed by me.
4.2 Any instructions, directions, or preferences regarding the withholding or withdrawal of life-sustaining procedures contained in any prior living will or declaration are hereby revoked and shall have no further force or effect.

5. SPECIFIC REVOCATION OF PHYSICIAN ORDERS FOR LIFE-SUSTAINING
TREATMENT (POLST) OR OTHER MEDICAL ORDERS
5.1 To the extent permitted by law, I hereby revoke any Physician Orders for Life-Sustaining Treatment (POLST) form, portable medical order, or similar medical order previously executed by me or on my behalf.
5.2 I understand that revocation of a POLST or similar medical order may require additional steps, including notification of my health care providers and the execution of a new medical order. I authorize my health care providers to take all necessary steps to give effect to this revocation.

6. NOTIFICATION OF HEALTH CARE PROVIDERS AND OTHERS
6.1 I direct that a copy of this revocation be provided to each of my current health care providers, including but not limited to the following:

6.1.1 Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME]

6.1.2 Primary Care Physician Address: [PRIMARY CARE PHYSICIAN ADDRESS]

6.1.3 Primary Care Physician Telephone Number: [PRIMARY CARE PHYSICIAN TELEPHONE NUMBER]

6.1.4 Other Health Care Provider: [OTHER HEALTH CARE PROVIDER NAME]

6.1.5 Other Health Care Provider Address: [OTHER HEALTH CARE PROVIDER ADDRESS]

6.1.6 Other Health Care Provider Telephone Number: [OTHER HEALTH CARE PROVIDER TELEPHONE NUMBER]
6.2 I direct that a copy of this revocation be provided to the following individuals:

6.2.1 Name: [NAME OF INDIVIDUAL TO RECEIVE COPY]

6.2.2 Relationship: [RELATIONSHIP TO DECLARANT]

6.2.3 Address: [ADDRESS OF INDIVIDUAL TO RECEIVE COPY]

6.2.4 Telephone Number: [TELEPHONE NUMBER OF INDIVIDUAL TO RECEIVE COPY]
6.3 I direct that a copy of this revocation be included in my medical records.

7. EFFECT OF REVOCATION
7.1 Upon execution of this revocation, all prior advance directives executed by me are void and of no further force or effect.
7.2 If any provision of this revocation is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.
7.3 This revocation shall be governed by and construed in accordance with the laws of the State of Wyoming.
7.4 This revocation may be executed in counterparts, each of which shall be deemed an original, and all of which together shall constitute one and the same instrument.

8. DECLARANT SIGNATURE
8.1 I have read this revocation, or it has been read to me, and I understand its contents and effect.
8.2 I am executing this revocation voluntarily and free from duress, fraud, or undue influence.
8.3 I am at least eighteen (18) years of age and of sound mind.
8.4 Declarant Signature: ______________________________________________
8.5 Date: [DATE OF SIGNATURE]
8.6 Declarant Printed Name: [DECLARANT FULL NAME]

9. WITNESSES
9.1 The declarant has signed this revocation in my presence, and I believe the declarant to be of sound mind and free from duress, fraud, or undue influence.
9.2 I am not the declarant's health care agent, attorney-in-fact, surrogate, or a person who would be entitled to any portion of the declarant's estate upon death.

Witness 1:
9.3 Witness 1 Signature: ______________________________________________
9.4 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
9.5 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
9.6 Witness 1 City, State, ZIP Code: [WITNESS 1 CITY, STATE, ZIP CODE]
9.7 Witness 1 Date: [WITNESS 1 DATE]

Witness 2:
9.8 Witness 2 Signature: ______________________________________________
9.9 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
9.10 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
9.11 Witness 2 City, State, ZIP Code: [WITNESS 2 CITY, STATE, ZIP CODE]
9.12 Witness 2 Date: [WITNESS 2 DATE]

10. NOTARY ACKNOWLEDGMENT
10.1 State of Wyoming
10.2 County of [COUNTY NAME]
10.3 This instrument was acknowledged before me on [NOTARY DATE] by [DECLARANT FULL NAME], who is personally known to me or who produced satisfactory identification.
10.4 Notary Public Signature: ______________________________________________
10.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
10.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
10.7 Notary Public Address: [NOTARY PUBLIC ADDRESS]
10.8 Notary Public City, State, ZIP Code: [NOTARY PUBLIC CITY, STATE, ZIP CODE]

11. COPIES
11.1 Original of this revocation retained by declarant at: [DECLARANT ADDRESS WHERE ORIGINAL IS RETAINED]
11.2 Copy provided to: [NAME OF PERSON OR ENTITY RECEIVING COPY]
11.3 Copy provided to: [NAME OF PERSON OR ENTITY RECEIVING COPY]
11.4 Copy provided to: [NAME OF PERSON OR ENTITY RECEIVING COPY]
11.5 Date copies provided: [DATE COPIES PROVIDED]

12. ADDITIONAL INSTRUCTIONS OR COMMENTS
12.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS, IF ANY]
12.2 [ADDITIONAL INSTRUCTIONS OR COMMENTS, IF ANY]

13. DECLARANT CERTIFICATION
13.1 I certify that I have executed this revocation freely and voluntarily, that I understand its purpose and effect, and that I intend for it to revoke all prior advance directives executed by me.
13.2 Declarant Signature: ______________________________________________
13.3 Date: [DATE OF DECLARANT CERTIFICATION]
13.4 Declarant Printed Name: [DECLARANT FULL NAME]
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