WYOMING ADVANCE HEALTH CARE DIRECTIVE

This document is an Advance Health Care Directive for the State of Wyoming, made pursuant to the Wyoming Health Care Decisions Act, Wyo. Stat. Ann. §§ 35-22-401 through 35-22-416.

I, [FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Advance Health Care Directive to set forth my health care instructions and to appoint a health care agent.

My date of birth is [DATE OF BIRTH].

My address is [STREET ADDRESS], [CITY], [COUNTY], Wyoming [ZIP CODE].

My telephone number is [TELEPHONE NUMBER].

PART I: APPOINTMENT OF HEALTH CARE AGENT

1. DESIGNATION OF HEALTH CARE AGENT
1.1 I hereby designate and appoint the following individual as my health care agent to make health care decisions for me when I am unable to make those decisions for myself:

Agent Name: [HEALTH CARE AGENT FULL NAME]

Agent Relationship to Me: [RELATIONSHIP]

Agent Address: [AGENT STREET ADDRESS], [AGENT CITY], [AGENT STATE]
[AGENT ZIP CODE]

Agent Home Telephone: [AGENT HOME TELEPHONE]

Agent Mobile Telephone: [AGENT MOBILE TELEPHONE]

Agent Email: [AGENT EMAIL ADDRESS]
1.2 If the above-named agent is unable, unwilling, or unavailable to serve, I designate the following individual as my alternate health care agent:

Alternate Agent Name: [ALTERNATE HEALTH CARE AGENT FULL NAME]

Alternate Agent Relationship to Me: [RELATIONSHIP]

Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS], [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE]
[ALTERNATE AGENT ZIP CODE]

Alternate Agent Home Telephone: [ALTERNATE AGENT HOME TELEPHONE]

Alternate Agent Mobile Telephone: [ALTERNATE AGENT MOBILE TELEPHONE]

Alternate Agent Email: [ALTERNATE AGENT EMAIL ADDRESS]
1.3 If a second alternate agent is desired, I designate the following individual:

Second Alternate Agent Name: [SECOND ALTERNATE AGENT FULL NAME]

Second Alternate Agent Relationship to Me: [RELATIONSHIP]

Second Alternate Agent Address: [SECOND ALTERNATE AGENT STREET ADDRESS], [SECOND ALTERNATE AGENT CITY], [SECOND ALTERNATE AGENT STATE]
[SECOND ALTERNATE AGENT ZIP CODE]

Second Alternate Agent Home Telephone: [SECOND ALTERNATE AGENT HOME TELEPHONE]

Second Alternate Agent Mobile Telephone: [SECOND ALTERNATE AGENT MOBILE TELEPHONE]

Second Alternate Agent Email: [SECOND ALTERNATE AGENT EMAIL ADDRESS]

2. AUTHORITY OF HEALTH CARE AGENT
2.1 My health care agent shall have the authority to make any and all health care decisions for me, including but not limited to decisions regarding medical treatment, surgical procedures, hospitalization, medications, diagnostic tests, mental health treatment, and the withholding or withdrawal of life-sustaining treatment, except as I have expressly limited in this document.
2.2 My health care agent shall have the authority to request, review, and receive any information, verbal or written, regarding my physical or mental health, including medical and hospital records, and to execute any documents necessary to obtain such information.
2.3 My health care agent shall have the authority to admit me to or discharge me from any hospital, nursing home, residential care facility, hospice program, or other health care facility, and to arrange for my care in my home.
2.4 My health care agent shall have the authority to employ or discharge health care personnel and to consent to or refuse treatment on my behalf.
2.5 My health care agent shall have the authority to donate my organs, tissues, or eyes upon my death, unless I have indicated otherwise in this document or in a separate document.
2.6 My health care agent shall have the authority to authorize an autopsy and to direct the disposition of my remains, unless I have made other arrangements.
2.7 My health care agent shall have the authority to make decisions regarding the administration of pain relief, even if such relief may hasten my death, provided that the primary intent is to relieve pain and suffering.

3. LIMITATIONS ON HEALTH CARE AGENT'S AUTHORITY
3.1 I direct that my health care agent shall not have the authority to consent to the following on my behalf:

[SPECIFY ANY LIMITATIONS OR WRITE "NONE"]
3.2 I direct that my health care agent shall not have the authority to make decisions regarding the following:

[SPECIFY ANY LIMITATIONS OR WRITE "NONE"]

PART II: HEALTH CARE INSTRUCTIONS

4. GENERAL INSTRUCTIONS REGARDING MEDICAL TREATMENT
4.1 I direct that my health care agent and my health care providers follow my instructions as set forth in this document.
4.2 I wish to receive all medically appropriate treatments that may restore my health or relieve my pain and suffering, except as otherwise provided in this document.
4.3 I wish to have my pain and symptoms managed aggressively, even if such management may hasten my death, provided that the primary intent is to relieve pain and suffering.

5. INSTRUCTIONS REGARDING LIFE-SUSTAINING TREATMENT
5.1 If I am in a terminal condition, as defined by Wyoming law, and my attending physician and one other physician determine that I have an incurable and irreversible condition that will result in my death within a relatively short time, and that the application of life-sustaining treatment would serve only to artificially prolong the dying process, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that all life-sustaining treatment be withheld or withdrawn, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.

[INITIAL] I direct that life-sustaining treatment be continued, except that I specifically direct the following treatments to be withheld or withdrawn: [SPECIFY TREATMENTS].
5.2 If I am in a persistent vegetative state, as determined by my attending physician and one other physician, and there is no reasonable expectation of my recovery, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that all life-sustaining treatment be withheld or withdrawn, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.

[INITIAL] I direct that life-sustaining treatment be continued, except that I specifically direct the following treatments to be withheld or withdrawn: [SPECIFY TREATMENTS].
5.3 If I am in an end-stage condition, as determined by my attending physician and one other physician, and there is no reasonable expectation of my recovery, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that all life-sustaining treatment be withheld or withdrawn, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.

[INITIAL] I direct that life-sustaining treatment be continued, except that I specifically direct the following treatments to be withheld or withdrawn: [SPECIFY TREATMENTS].

6. INSTRUCTIONS REGARDING CARDIOPULMONARY RESUSCITATION (CPR)
6.1 If my heart stops beating or if I stop breathing, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that cardiopulmonary resuscitation (CPR) be administered.

[INITIAL] I direct that cardiopulmonary resuscitation (CPR) not be administered.

7. INSTRUCTIONS REGARDING ARTIFICIAL NUTRITION AND HYDRATION
7.1 If I am unable to take food and water by mouth, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that artificial nutrition and hydration be provided.

[INITIAL] I direct that artificial nutrition and hydration be withheld or withdrawn.

[INITIAL] I direct that artificial nutrition and hydration be provided for a trial period of [NUMBER] days, after which my condition shall be reevaluated and the decision reconsidered.

8. INSTRUCTIONS REGARDING VENTILATOR SUPPORT
8.1 If I require a ventilator to breathe, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that ventilator support be provided.

[INITIAL] I direct that ventilator support be withheld or withdrawn.

[INITIAL] I direct that ventilator support be provided for a trial period of [NUMBER] days, after which my condition shall be reevaluated and the decision reconsidered.

9. INSTRUCTIONS REGARDING DIALYSIS
9.1 If I require dialysis, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that dialysis be provided.

[INITIAL] I direct that dialysis be withheld or withdrawn.

[INITIAL] I direct that dialysis be provided for a trial period of [NUMBER] days, after which my condition shall be reevaluated and the decision reconsidered.

10. INSTRUCTIONS REGARDING ANTIBIOTICS
10.1 If I develop an infection, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that antibiotics be administered.

[INITIAL] I direct that antibiotics be withheld or withdrawn.

[INITIAL] I direct that antibiotics be administered for a trial period of [NUMBER] days, after which my condition shall be reevaluated and the decision reconsidered.

11. INSTRUCTIONS REGARDING SURGERY AND INVASIVE PROCEDURES
11.1 If I require surgery or an invasive procedure, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that surgery or invasive procedures be performed as recommended by my health care providers.

[INITIAL] I direct that surgery or invasive procedures be withheld or withdrawn.

[INITIAL] I direct that surgery or invasive procedures be performed only for the purpose of providing comfort care or alleviating pain.

12. INSTRUCTIONS REGARDING BLOOD TRANSFUSIONS
12.1 If I require a blood transfusion, I direct the following:

[INITIAL ONE]

[INITIAL] I direct that blood transfusions be administered.

[INITIAL] I direct that blood transfusions be withheld or withdrawn.

13. INSTRUCTIONS REGARDING PAIN RELIEF
13.1 I direct that I be provided with adequate pain relief, even if such relief may hasten my death, provided that the primary intent is to relieve pain and suffering.

14. INSTRUCTIONS REGARDING MENTAL HEALTH TREATMENT
14.1 If I require mental health treatment, I direct the following:

[SPECIFY INSTRUCTIONS OR WRITE "NONE"]

15. INSTRUCTIONS REGARDING PREGNANCY
15.1 If I am pregnant, I direct the following:

[SPECIFY INSTRUCTIONS OR WRITE "NONE"]

16. INSTRUCTIONS REGARDING ANATOMICAL GIFTS
16.1 Upon my death, I direct the following regarding anatomical gifts:

[INITIAL ONE]

[INITIAL] I direct that any needed organs, tissues, or eyes be donated.

[INITIAL] I direct that the following organs, tissues, or eyes be donated: [SPECIFY].

[INITIAL] I direct that no organs, tissues, or eyes be donated.

[INITIAL] I direct that my health care agent make the decision regarding anatomical gifts.

17. INSTRUCTIONS REGARDING DISPOSITION OF REMAINS
17.1 Upon my death, I direct the following regarding the disposition of my remains:

[SPECIFY INSTRUCTIONS OR WRITE "NONE"]

18. INSTRUCTIONS REGARDING AUTOPSY
18.1 Upon my death, I direct the following regarding an autopsy:

[INITIAL ONE]

[INITIAL] I direct that an autopsy be performed.

[INITIAL] I direct that an autopsy not be performed.

[INITIAL] I direct that my health care agent make the decision regarding an autopsy.

19. OTHER INSTRUCTIONS
19.1 I provide the following additional instructions regarding my health care:

[SPECIFY ADDITIONAL INSTRUCTIONS OR WRITE "NONE"]

PART III: GENERAL PROVISIONS

20. NOMINATION OF GUARDIAN
20.1 If a guardian of my person is to be appointed, I nominate the following individual to serve as my guardian:

Guardian Name: [GUARDIAN FULL NAME]

Guardian Relationship to Me: [RELATIONSHIP]

Guardian Address: [GUARDIAN STREET ADDRESS], [GUARDIAN CITY], [GUARDIAN STATE]
[GUARDIAN ZIP CODE]

Guardian Telephone: [GUARDIAN TELEPHONE]
20.2 If the above-named guardian is unable, unwilling, or unavailable to serve, I nominate the following individual as my alternate guardian:

Alternate Guardian Name: [ALTERNATE GUARDIAN FULL NAME]

Alternate Guardian Relationship to Me: [RELATIONSHIP]

Alternate Guardian Address: [ALTERNATE GUARDIAN STREET ADDRESS], [ALTERNATE GUARDIAN CITY], [ALTERNATE GUARDIAN STATE]
[ALTERNATE GUARDIAN ZIP CODE]

Alternate Guardian Telephone: [ALTERNATE GUARDIAN TELEPHONE]

21. NOMINATION OF CONSERVATOR
21.1 If a conservator of my estate is to be appointed, I nominate the following individual to serve as my conservator:

Conservator Name: [CONSERVATOR FULL NAME]

Conservator Relationship to Me: [RELATIONSHIP]

Conservator Address: [CONSERVATOR STREET ADDRESS], [CONSERVATOR CITY], [CONSERVATOR STATE]
[CONSERVATOR ZIP CODE]

Conservator Telephone: [CONSERVATOR TELEPHONE]

22. EFFECT OF PRIOR DIRECTIVES
22.1 I revoke any and all prior advance health care directives, living wills, durable powers of attorney for health care, and other similar documents previously executed by me.

23. DURABILITY
23.1 This Advance Health Care Directive shall not be affected by my subsequent incapacity or disability.

24. SEverABILITY
24.1 If any provision of this Advance Health Care Directive is held to be invalid or unenforceable, the remaining provisions shall continue to be valid and enforceable.

25. GOVERNING LAW
25.1 This Advance Health Care Directive shall be governed by and construed in accordance with the laws of the State of Wyoming.

26. COPIES
26.1 A copy of this Advance Health Care Directive shall have the same force and effect as the original.

27. HIPAA AUTHORIZATION
27.1 I authorize my health care agent to receive my protected health information as permitted by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and its implementing regulations.

28. AGENT'S ACCEPTANCE
28.1 My health care agent accepts the appointment and agrees to act in accordance with my wishes as expressed in this document.

Agent Signature: ______________________________

Agent Printed Name: [HEALTH CARE AGENT FULL NAME]

Date: [DATE]

Alternate Agent Signature: ______________________________

Alternate Agent Printed Name: [ALTERNATE HEALTH CARE AGENT FULL NAME]

Date: [DATE]

PART IV: SIGNATURE AND WITNESSES

29. SIGNATURE OF DECLARANT
29.1 I, [FULL LEGAL NAME], the declarant, hereby sign this Advance Health Care Directive on this [DAY] day of [MONTH], [YEAR], at [CITY], [COUNTY], Wyoming.

Declarant Signature: ______________________________

Declarant Printed Name: [FULL LEGAL NAME]

Date: [DATE]

30. WITNESSES
30.1 The declarant has signed this Advance Health Care Directive in our presence, and we, in the presence of the declarant and each other, have subscribed our names as witnesses. We declare that the declarant appears to be of sound mind and under no duress, fraud, or undue influence. We are not related to the declarant by blood, marriage, or adoption, and we are not entitled to any portion of the declarant's estate, and we are not the declarant's attending physician, health care agent, or employees of the declarant's health care provider.

Witness 1 Signature: ______________________________

Witness 1 Printed Name: [WITNESS 1 FULL NAME]

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

Witness 1 Telephone: [WITNESS 1 TELEPHONE]

Date: [DATE]

Witness 2 Signature: ______________________________

Witness 2 Printed Name: [WITNESS 2 FULL NAME]

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

Witness 2 Telephone: [WITNESS 2 TELEPHONE]

Date: [DATE]

31. NOTARY ACKNOWLEDGMENT
31.1 STATE OF WYOMING

COUNTY OF [COUNTY]

This document was acknowledged before me on [DATE] by [FULL LEGAL NAME], the declarant, who is personally known to me or who produced [IDENTIFICATION TYPE] as identification.

Notary Public Signature: ______________________________

Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]

Notary Public Commission Expiration: [COMMISSION EXPIRATION DATE]

My Commission Expires: [COMMISSION EXPIRATION DATE]

Notary Public Seal: [NOTARY SEAL]
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