WYOMING LIFE-SUSTAINING TREATMENT DIRECTIVE

This document is a Wyoming Life-Sustaining Treatment Directive executed pursuant to the Wyoming Life-Sustaining Treatment Act, Wyoming Statutes Sections 35-22-401 through 35-22-416.

PART I: DECLARANT INFORMATION

Declarant Name: [DECLARANT FULL LEGAL NAME]

Declarant Date of Birth: [DECLARANT DATE OF BIRTH]

Declarant Address: [DECLARANT STREET ADDRESS]

Declarant City, State, ZIP: [DECLARANT CITY], [DECLARANT STATE], [DECLARANT ZIP CODE]

Declarant Telephone Number: [DECLARANT TELEPHONE NUMBER]

Date of Execution: [DATE OF EXECUTION]

PART II: DESIGNATION OF AGENT

I hereby designate the following person as my agent to make health care decisions for me, including decisions regarding life-sustaining treatment, when I am unable to make those decisions for myself.

Primary Agent Name: [PRIMARY AGENT FULL LEGAL NAME]

Primary Agent Relationship to Declarant: [PRIMARY AGENT RELATIONSHIP]

Primary Agent Address: [PRIMARY AGENT STREET ADDRESS]

Primary Agent City, State, ZIP: [PRIMARY AGENT CITY], [PRIMARY AGENT STATE], [PRIMARY AGENT ZIP CODE]

Primary Agent Telephone Number: [PRIMARY AGENT TELEPHONE NUMBER]

Alternate Agent Name: [ALTERNATE AGENT FULL LEGAL NAME]

Alternate Agent Relationship to Declarant: [ALTERNATE AGENT RELATIONSHIP]

Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]

Alternate Agent City, State, ZIP: [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP CODE]

Alternate Agent Telephone Number: [ALTERNATE AGENT TELEPHONE NUMBER]

PART III: LIFE-SUSTAINING TREATMENT DIRECTIVE

1. GENERAL INSTRUCTION REGARDING LIFE-SUSTAINING TREATMENT
1.1 I understand that life-sustaining treatment includes any medical procedure, treatment, intervention, or medication that utilizes mechanical or other artificial means to sustain, restore, or supplant a spontaneous vital function, including but not limited to cardiopulmonary resuscitation, mechanical ventilation, dialysis, blood transfusion, surgery, antibiotics, and artificial nutrition and hydration.
1.2 If I am in a terminal condition, a persistent vegetative state, or an irreversible coma, or if I have an incurable and irreversible condition that will result in my death within a relatively short time, and I am unable to make or communicate my own health care decisions, I direct that my life-sustaining treatment be withheld or withdrawn as specified in this directive.
1.3 My general instruction regarding life-sustaining treatment is as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW ALL LIFE-SUSTAINING TREATMENT / CONTINUE ALL LIFE-SUSTAINING TREATMENT / WITHHOLD OR WITHDRAW SPECIFIED LIFE-SUSTAINING TREATMENT AS INDICATED BELOW].

2. CARDIOPULMONARY RESUSCITATION (CPR)
2.1 If my heart stops beating or I stop breathing, my instruction regarding cardiopulmonary resuscitation is as follows: [INITIAL ONE: DO NOT ATTEMPT RESUSCITATION / ATTEMPT RESUSCITATION].

3. MECHANICAL VENTILATION
3.1 If I require a machine to breathe for me, my instruction regarding mechanical ventilation is as follows: [INITIAL ONE: DO NOT PLACE ON MECHANICAL VENTILATION / PLACE ON MECHANICAL VENTILATION / PLACE ON MECHANICAL VENTILATION ON A TRIAL BASIS FOR [NUMBER] DAYS].

4. ARTIFICIAL NUTRITION AND HYDRATION
4.1 If I require artificial nutrition and hydration, including but not limited to feeding tubes, intravenous feeding, or intravenous hydration, my instruction is as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW ARTIFICIAL NUTRITION AND HYDRATION / PROVIDE ARTIFICIAL NUTRITION AND HYDRATION / PROVIDE ARTIFICIAL NUTRITION AND HYDRATION ON A TRIAL BASIS FOR [NUMBER] DAYS].

5. DIALYSIS
5.1 If I require dialysis, my instruction regarding dialysis is as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW DIALYSIS / PROVIDE DIALYSIS / PROVIDE DIALYSIS ON A TRIAL BASIS FOR [NUMBER] DAYS].

6. BLOOD TRANSFUSION
6.1 If I require a blood transfusion, my instruction regarding blood transfusion is as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW BLOOD TRANSFUSION / PROVIDE BLOOD TRANSFUSION].

7. SURGERY
7.1 If I require surgery, my instruction regarding surgery is as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW SURGERY / PROVIDE SURGERY / PROVIDE SURGERY ONLY FOR PALLIATIVE PURPOSES].

8. ANTIBIOTICS
8.1 If I require antibiotics, my instruction regarding antibiotics is as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW ANTIBIOTICS / PROVIDE ANTIBIOTICS / PROVIDE ANTIBIOTICS ONLY FOR COMFORT CARE].

9. PAIN RELIEF AND COMFORT CARE
9.1 I direct that I be provided with appropriate pain relief and comfort care, including palliative care, even if such treatment may hasten my death, and I direct that this treatment not be withheld or withdrawn.
9.2 My specific instructions regarding pain relief and comfort care are as follows: [SPECIFIC INSTRUCTIONS REGARDING PAIN RELIEF AND COMFORT CARE].

10. PREGNANCY
10.1 If I am pregnant at the time this directive becomes effective, my instruction regarding life-sustaining treatment is as follows: [INITIAL ONE: THIS DIRECTIVE REMAINS IN EFFECT / THIS DIRECTIVE IS SUSPENDED UNTIL THE PREGNANCY IS RESOLVED].

11. ANATOMICAL GIFT DESIGNATION
11.1 Upon my death, my instruction regarding anatomical gifts is as follows: [INITIAL ONE: I MAKE NO ANATOMICAL GIFT / I MAKE THE FOLLOWING ANATOMICAL GIFT: [DESCRIPTION OF ANATOMICAL GIFT]].

12. DISPOSITION OF REMAINS
12.1 Upon my death, my instruction regarding the disposition of my remains is as follows: [INSTRUCTIONS REGARDING DISPOSITION OF REMAINS].

13. ADDITIONAL INSTRUCTIONS
13.1 Additional instructions or limitations regarding my life-sustaining treatment are as follows: [ADDITIONAL INSTRUCTIONS].

PART IV: NOMINATION OF GUARDIAN

14. GUARDIAN NOMINATION
14.1 If a guardian of my person is to be appointed, I nominate the following person: [NOMINATED GUARDIAN FULL LEGAL NAME].
14.2 Nominated Guardian Relationship to Declarant: [NOMINATED GUARDIAN RELATIONSHIP].
14.3 Nominated Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS].
14.4 Nominated Guardian City, State, ZIP: [NOMINATED GUARDIAN CITY], [NOMINATED GUARDIAN STATE], [NOMINATED GUARDIAN ZIP CODE].
14.5 Nominated Guardian Telephone Number: [NOMINATED GUARDIAN TELEPHONE NUMBER].

PART V: EFFECT OF DIRECTIVE

15. EFFECT OF DIRECTIVE
15.1 This directive shall take effect when I am unable to make or communicate my own health care decisions and my attending physician has determined that I am in a terminal condition, a persistent vegetative state, an irreversible coma, or have an incurable and irreversible condition that will result in my death within a relatively short time.
15.2 This directive shall remain in effect until I revoke it or until my attending physician determines that I am again able to make and communicate my own health care decisions.

16. REVOCATION
16.1 I may revoke this directive at any time and in any manner by which I am able to communicate my intent to revoke, including by oral statement, written statement, or by executing a new directive.
16.2 Any revocation shall be effective upon communication to my attending physician or other health care provider.

17. PRIOR DIRECTIVES
17.1 This directive supersedes any prior life-sustaining treatment directive, living will, durable power of attorney for health care, or other advance directive executed by me.
17.2 Any prior directive is hereby revoked to the extent of any inconsistency with this directive.

PART VI: EXECUTION

18. DECLARANT SIGNATURE
18.1 I have read this directive, I understand its contents, and I am emotionally and mentally competent to make this directive.
18.2 Declarant Signature: [DECLARANT SIGNATURE]
18.3 Date Signed: [DATE SIGNED]

19. WITNESSES
19.1 The declarant has signed this directive in my presence, and I believe the declarant to be of sound mind and under no duress, fraud, or undue influence.
19.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
19.3 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]
19.4 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
19.5 Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]
19.6 Witness 1 Date: [WITNESS 1 DATE]
19.7 Witness 2 Signature: [WITNESS 2 SIGNATURE]
19.8 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]
19.9 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
19.10 Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]
19.11 Witness 2 Date: [WITNESS 2 DATE]

20. NOTARY ACKNOWLEDGMENT
20.1 State of Wyoming
20.2 County of [COUNTY NAME]
20.3 This document was acknowledged before me on [NOTARY DATE] by [DECLARANT FULL LEGAL NAME].
20.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
20.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
20.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

PART VII: PHYSICIAN CERTIFICATION

21. PHYSICIAN CERTIFICATION
21.1 I certify that I have examined the declarant and that the declarant is emotionally and mentally competent to make this life-sustaining treatment directive.
21.2 Physician Signature: [PHYSICIAN SIGNATURE]
21.3 Physician Printed Name: [PHYSICIAN PRINTED NAME]
21.4 Physician License Number: [PHYSICIAN LICENSE NUMBER]
21.5 Physician Address: [PHYSICIAN STREET ADDRESS]
21.6 Physician City, State, ZIP: [PHYSICIAN CITY], [PHYSICIAN STATE], [PHYSICIAN ZIP CODE]
21.7 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]
21.8 Date: [PHYSICIAN CERTIFICATION DATE]

PART VIII: COPIES AND DISTRIBUTION

22. COPIES
22.1 I have provided copies of this directive to the following persons: [LIST PERSONS RECEIVING COPIES].
22.2 A copy of this directive has the same effect as the original.

23. DISTRIBUTION
23.1 This directive has been distributed to my attending physician, my agent, my alternate agent, and the following health care facilities: [LIST HEALTH CARE FACILITIES].
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