WYOMING MEDICAL TREATMENT DIRECTIVE

[PATIENT FULL NAME]

[PATIENT STREET ADDRESS]

[PATIENT CITY, STATE, ZIP]

[PATIENT DATE OF BIRTH]

[PATIENT PHONE NUMBER]

[PATIENT EMAIL ADDRESS]

RE: WYOMING MEDICAL TREATMENT DIRECTIVE

1. DECLARATION OF INTENT
1.1 I, [PATIENT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily execute this Wyoming Medical Treatment Directive to set forth my wishes regarding medical treatment in the event I am unable to make or communicate my own healthcare decisions.
1.2 It is my intent that this Directive be honored by my family, physicians, healthcare providers, and any other persons who may become responsible for my care.
1.3 This Directive shall become effective only when I am determined by my attending physician to lack the capacity to make or communicate informed healthcare decisions.

2. DESIGNATION OF HEALTHCARE AGENT
2.1 I hereby designate the following individual as my Healthcare Agent to make healthcare decisions for me when I am unable to do so:

[HEALTHCARE AGENT FULL NAME]

[HEALTHCARE AGENT STREET ADDRESS]

[HEALTHCARE AGENT CITY, STATE, ZIP]

[HEALTHCARE AGENT PHONE NUMBER]

[HEALTHCARE AGENT RELATIONSHIP TO PATIENT]
2.2 If the above-named Healthcare Agent is unable, unwilling, or unavailable to serve, I designate the following alternate Healthcare Agent:

[ALTERNATE HEALTHCARE AGENT FULL NAME]

[ALTERNATE HEALTHCARE AGENT STREET ADDRESS]

[ALTERNATE HEALTHCARE AGENT CITY, STATE, ZIP]

[ALTERNATE HEALTHCARE AGENT PHONE NUMBER]

[ALTERNATE HEALTHCARE AGENT RELATIONSHIP TO PATIENT]
2.3 My Healthcare Agent shall have the authority to make any and all healthcare decisions on my behalf, including but not limited to consenting to or refusing medical treatment, choosing healthcare providers, and authorizing admission to or discharge from a hospital or other healthcare facility, subject to the limitations stated in this Directive.
2.4 My Healthcare Agent shall not have the authority to make decisions contrary to the specific instructions contained in this Directive.
2.5 My Healthcare Agent shall have the authority to receive and review my protected health information under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Wyoming law.

3. SPECIFIC INSTRUCTIONS REGARDING MEDICAL TREATMENT
3.1 I direct that the following specific instructions regarding my medical treatment be followed:

[AUTHORIZED TREATMENTS AND PREFERENCES]

[TREATMENTS TO BE WITHHELD OR REFUSED]

[PAIN RELIEF AND COMFORT CARE PREFERENCES]

[OTHER SPECIFIC INSTRUCTIONS]
3.2 I specifically direct that the following treatments be provided or withheld as indicated:

3.2.1 Cardiopulmonary Resuscitation (CPR): [DIRECTIVE REGARDING CPR]

3.2.2 Mechanical Ventilation: [DIRECTIVE REGARDING MECHANICAL VENTILATION]

3.2.3 Artificial Nutrition and Hydration: [DIRECTIVE REGARDING ARTIFICIAL NUTRITION AND HYDRATION]

3.2.4 Dialysis: [DIRECTIVE REGARDING DIALYSIS]

3.2.5 Antibiotics: [DIRECTIVE REGARDING ANTIBIOTICS]

3.2.6 Blood Transfusion: [DIRECTIVE REGARDING BLOOD TRANSFUSION]

3.2.7 Surgery: [DIRECTIVE REGARDING SURGERY]

3.2.8 Pain Management: [DIRECTIVE REGARDING PAIN MANAGEMENT]
3.3 I direct that my Healthcare Agent and attending physician consider my personal values, religious beliefs, and the following goals of care when making treatment decisions:

[STATEMENT OF PERSONAL VALUES AND GOALS OF CARE]

4. END-OF-LIFE DECISIONS
4.1 If I am diagnosed with a terminal condition, permanent unconsciousness, or an irreversible condition that will result in my death, I direct the following:

[INSTRUCTIONS FOR TERMINAL CONDITION]

[INSTRUCTIONS FOR PERMANENT UNCONSCIOUSNESS]

[INSTRUCTIONS FOR IRREVERSIBLE CONDITION]
4.2 I direct that comfort care and pain relief be provided to me at all times, even if such care may hasten my death, provided that the primary intent is to relieve pain and suffering.
4.3 I direct that my Healthcare Agent have the authority to request and authorize the withdrawal or withholding of life-sustaining treatment in accordance with my wishes as expressed in this Directive.

5. ANATOMICAL GIFTS
5.1 Upon my death, I direct the following regarding anatomical gifts:

[ ] I authorize the donation of any needed organs, tissues, or eyes.

[ ] I authorize the donation of the following organs, tissues, or eyes only: [SPECIFY ORGANS, TISSUES, OR EYES]

[ ] I do not authorize the donation of my organs, tissues, or eyes.
5.2 I designate the following person to make anatomical gift decisions on my behalf if I have not made a gift before my death:

[ANATOMICAL GIFT DECISION MAKER FULL NAME]

[ANATOMICAL GIFT DECISION MAKER STREET ADDRESS]

[ANATOMICAL GIFT DECISION MAKER CITY, STATE, ZIP]

[ANATOMICAL GIFT DECISION MAKER PHONE NUMBER]

6. MENTAL HEALTH TREATMENT PROVISIONS
6.1 I direct the following regarding mental health treatment:

[INSTRUCTIONS REGARDING MENTAL HEALTH TREATMENT]
6.2 I authorize my Healthcare Agent to consent to mental health treatment on my behalf, including but not limited to:

[ ] Inpatient psychiatric hospitalization

[ ] Outpatient psychiatric treatment

[ ] Psychotropic medication

[ ] Electroconvulsive therapy

[ ] Other: [SPECIFY OTHER MENTAL HEALTH TREATMENTS]

7. PREGNANCY PROVISION
7.1 If I am pregnant at the time this Directive becomes effective, I direct the following:

[INSTRUCTIONS REGARDING TREATMENT DURING PREGNANCY]
7.2 I understand that Wyoming law may limit the withholding or withdrawal of life-sustaining treatment if I am pregnant, and I have considered these limitations in providing my instructions.

8. NOMINATION OF GUARDIAN
8.1 If a court determines that a guardian of my person is necessary, I nominate the following individual to serve as my guardian:

[GUARDIAN FULL NAME]

[GUARDIAN STREET ADDRESS]

[GUARDIAN CITY, STATE, ZIP]

[GUARDIAN PHONE NUMBER]

[GUARDIAN RELATIONSHIP TO PATIENT]
8.2 If the above-named individual is unable, unwilling, or unavailable to serve, I nominate the following alternate guardian:

[ALTERNATE GUARDIAN FULL NAME]

[ALTERNATE GUARDIAN STREET ADDRESS]

[ALTERNATE GUARDIAN CITY, STATE, ZIP]

[ALTERNATE GUARDIAN PHONE NUMBER]

[ALTERNATE GUARDIAN RELATIONSHIP TO PATIENT]

9. PHYSICIAN AND HEALTHCARE PROVIDER INFORMATION
9.1 My primary care physician is:

[PRIMARY CARE PHYSICIAN FULL NAME]

[PRIMARY CARE PHYSICIAN PRACTICE NAME]

[PRIMARY CARE PHYSICIAN STREET ADDRESS]

[PRIMARY CARE PHYSICIAN CITY, STATE, ZIP]

[PRIMARY CARE PHYSICIAN PHONE NUMBER]
9.2 My preferred hospital or healthcare facility is:

[PREFERRED HOSPITAL OR FACILITY NAME]

[PREFERRED HOSPITAL OR FACILITY STREET ADDRESS]

[PREFERRED HOSPITAL OR FACILITY CITY, STATE, ZIP]

[PREFERRED HOSPITAL OR FACILITY PHONE NUMBER]

10. PRIOR DIRECTIVES
10.1 I revoke any and all prior medical treatment directives, living wills, durable powers of attorney for healthcare, or similar documents previously executed by me.
10.2 This Directive shall supersede any prior written or oral instructions regarding my medical treatment.

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

12. GOVERNING LAW
12.1 This Directive shall be governed by and construed in accordance with the laws of the State of Wyoming.
12.2 This Directive is intended to comply with the Wyoming Health Care Decisions Act, Wyoming Statutes Title 35, Chapter 22, and all other applicable Wyoming laws.

13. COPIES AND DISTRIBUTION
13.1 I direct that copies of this Directive be provided to:

[RECIPIENT 1 NAME AND CONTACT INFORMATION]

[RECIPIENT 2 NAME AND CONTACT INFORMATION]

[RECIPIENT 3 NAME AND CONTACT INFORMATION]

[RECIPIENT 4 NAME AND CONTACT INFORMATION]
13.2 A copy of this Directive shall be placed in my medical records by my primary care physician and any healthcare facility to which I am admitted.

14. DURATION AND REVOCATION
14.1 This Directive shall remain in effect until I revoke it in writing, execute a new Directive, or a court of competent jurisdiction determines that it is no longer valid.
14.2 I may revoke this Directive at any time while I have the capacity to do so by:

14.2.1 Executing a written revocation.

14.2.2 Orally expressing my intent to revoke.

14.2.3 Physically destroying the document.

14.2.4 Executing a new Directive.
14.3 Any revocation shall be communicated to my Healthcare Agent, my physicians, and any healthcare facility where I am receiving care.

15. SIGNATURE OF PATIENT
15.1 I have read this Directive, understand its contents, and am voluntarily executing it.
15.2 I understand that this Directive becomes effective only when I lack the capacity to make or communicate my own healthcare decisions.
15.3 I understand that I may revoke this Directive at any time while I have capacity.

[PATIENT SIGNATURE]

[DATE SIGNED]

16. WITNESSES
16.1 The following witnesses, being at least eighteen (18) years of age, declare that the patient appears to be of sound mind and under no duress, fraud, or undue influence, and that the patient signed this Directive in their presence.
16.2 Witness 1:

[WITNESS 1 FULL NAME]

[WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY, STATE, ZIP]

[WITNESS 1 SIGNATURE]

[DATE SIGNED]
16.3 Witness 2:

[WITNESS 2 FULL NAME]

[WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY, STATE, ZIP]

[WITNESS 2 SIGNATURE]

[DATE SIGNED]

17. NOTARY ACKNOWLEDGMENT
17.1 State of Wyoming
17.2 County of [COUNTY NAME]
17.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to the within instrument, and acknowledged that they executed the same for the purposes therein contained.
17.4 In witness whereof, I have hereunto set my hand and official seal.

[NOTARY PUBLIC SIGNATURE]

[NOTARY PUBLIC PRINTED NAME]

[NOTARY PUBLIC COMMISSION EXPIRATION DATE]

[NOTARY PUBLIC SEAL]
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