WYOMING PSYCHIATRIC ADVANCE DIRECTIVE

[YOUR FULL LEGAL NAME]

[DATE OF BIRTH]

[YOUR STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]

[PHONE NUMBER]

[EMAIL ADDRESS]

RE: DECLARATION OF PREFERENCES AND INSTRUCTIONS FOR MENTAL HEALTH TREATMENT

This document is a Psychiatric Advance Directive created pursuant to the laws of the State of Wyoming, including the Wyoming Health Care Decisions Act, Wyo. Stat. Ann. § 35-22-401 et seq., and applicable provisions governing advance directives for mental health treatment. It is intended to take effect only when I lack the capacity to make informed decisions regarding my mental health treatment, as determined by a qualified mental health professional or court of competent jurisdiction.

PART I: DESIGNATION OF AGENT

1. DESIGNATION OF MENTAL HEALTH CARE AGENT
1.1 I hereby designate the following individual as my Mental Health Care Agent to make mental health treatment decisions on my behalf when I am incapable of making those decisions:

Agent Name: [AGENT FULL LEGAL NAME]

Agent Relationship to Me: [RELATIONSHIP]

Agent Street Address: [AGENT STREET ADDRESS]

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

Agent Phone Number: [AGENT PHONE NUMBER]

Agent Email Address: [AGENT EMAIL ADDRESS]
1.2 Alternate Agent: If my designated Agent is unable, unwilling, or unavailable to serve, I designate the following individual as my Alternate Mental Health Care Agent:

Alternate Agent Name: [ALTERNATE AGENT FULL LEGAL NAME]

Alternate Agent Relationship to Me: [RELATIONSHIP]

Alternate Agent Street Address: [ALTERNATE AGENT STREET ADDRESS]

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

Alternate Agent Phone Number: [ALTERNATE AGENT PHONE NUMBER]

Alternate Agent Email Address: [ALTERNATE AGENT EMAIL ADDRESS]
1.3 My Agent shall have the authority to make decisions regarding my mental health treatment, including but not limited to consent to or refusal of psychiatric medications, electroconvulsive therapy, hospitalization, and other mental health interventions, consistent with the instructions in this document.
1.4 My Agent shall not have the authority to consent to psychosurgery, sterilization, or any experimental treatment not specifically authorized in this document.

PART II: PREFERENCES AND INSTRUCTIONS REGARDING MENTAL HEALTH TREATMENT

2. PREFERENCES REGARDING PSYCHIATRIC MEDICATIONS
2.1 Medications I prefer to be used, if clinically appropriate:

[LIST PREFERRED MEDICATIONS OR WRITE NONE]
2.2 Medications I prefer to be avoided, if clinically appropriate:

[LIST MEDICATIONS TO AVOID OR WRITE NONE]
2.3 Medications to which I have had adverse reactions or allergies:

[LIST MEDICATIONS AND REACTIONS OR WRITE NONE]
2.4 Additional instructions regarding psychiatric medications:

[ADDITIONAL MEDICATION INSTRUCTIONS OR WRITE NONE]

3. PREFERENCES REGARDING HOSPITALIZATION AND TREATMENT SETTINGS
3.1 I prefer treatment in the following settings, in order of preference:

First Preference: [PREFERRED TREATMENT SETTING]

Second Preference: [SECOND PREFERRED TREATMENT SETTING]

Third Preference: [THIRD PREFERRED TREATMENT SETTING]
3.2 I prefer to be treated at the following facility or facilities:

[PREFERRED FACILITY NAME AND LOCATION]
3.3 I prefer not to be treated at the following facility or facilities:

[FACILITY NAME AND LOCATION TO AVOID]
3.4 Additional instructions regarding treatment settings:

[ADDITIONAL SETTING INSTRUCTIONS OR WRITE NONE]

4. PREFERENCES REGARDING ELECTROCONVULSIVE THERAPY AND OTHER
PROCEDURES
4.1 Electroconvulsive Therapy (ECT): [CONSENT / REFUSE / CONSENT ONLY UNDER SPECIFIED CONDITIONS]
4.2 If consenting to ECT, specify conditions:

[SPECIFY CONDITIONS OR WRITE NONE]
4.3 Other procedures or interventions (specify consent or refusal):

[SPECIFY PROCEDURE AND CONSENT OR REFUSAL]

5. PREFERENCES REGARDING RESTRAINT AND SECLUSION
5.1 I [CONSENT / DO NOT CONSENT] to the use of physical restraint when medically necessary.
5.2 I [CONSENT / DO NOT CONSENT] to the use of seclusion when medically necessary.
5.3 Additional instructions regarding restraint and seclusion:

[ADDITIONAL INSTRUCTIONS OR WRITE NONE]

6. PREFERENCES REGARDING EMERGENCY INTERVENTIONS
6.1 In an emergency, I authorize the following interventions:

[AUTHORIZED EMERGENCY INTERVENTIONS]
6.2 In an emergency, I do not authorize the following interventions:

[PROHIBITED EMERGENCY INTERVENTIONS]
6.3 Additional emergency instructions:

[ADDITIONAL EMERGENCY INSTRUCTIONS OR WRITE NONE]

7. PREFERENCES REGARDING WHO MAY VISIT AND WHO MAY NOT VISIT
7.1 Individuals I wish to have visit me during treatment:

[LIST INDIVIDUALS OR WRITE NONE]
7.2 Individuals I do not wish to have visit me during treatment:

[LIST INDIVIDUALS OR WRITE NONE]
7.3 Additional visitation instructions:

[ADDITIONAL VISITATION INSTRUCTIONS OR WRITE NONE]

8. PREFERENCES REGARDING WHO MAY BE CONTACTED AND WHO MAY NOT BE
CONTACTED
8.1 Individuals who may be contacted regarding my treatment:

[LIST INDIVIDUALS OR WRITE NONE]
8.2 Individuals who may not be contacted regarding my treatment:

[LIST INDIVIDUALS OR WRITE NONE]
8.3 Additional contact instructions:

[ADDITIONAL CONTACT INSTRUCTIONS OR WRITE NONE]

9. PREFERENCES REGARDING CHILDREN AND DEPENDENTS
9.1 I have the following minor children or dependents:

[LIST NAMES AND AGES OR WRITE NONE]
9.2 Instructions regarding care of my children or dependents during my incapacity:

[CARE INSTRUCTIONS OR WRITE NONE]

10. PREFERENCES REGARDING ADVANCE DIRECTIVE FOR HEALTH CARE
10.1 This Psychiatric Advance Directive [IS / IS NOT] intended to also serve as my general advance directive for health care.
10.2 If this document is not intended to serve as my general advance directive, my general advance directive is located at:

[LOCATION OF GENERAL ADVANCE DIRECTIVE OR WRITE NONE]

11. ADDITIONAL INSTRUCTIONS AND PREFERENCES
11.1 Additional instructions regarding my mental health treatment:

[ADDITIONAL INSTRUCTIONS OR WRITE NONE]
11.2 Cultural, religious, or personal preferences relevant to my treatment:

[CULTURAL RELIGIOUS OR PERSONAL PREFERENCES OR WRITE NONE]

PART III: EFFECTIVENESS AND DURATION

12. EFFECTIVENESS OF THIS DIRECTIVE
12.1 This Psychiatric Advance Directive shall become effective when I lack the capacity to make informed mental health treatment decisions, as determined by a qualified mental health professional or court of competent jurisdiction.
12.2 This Directive shall remain in effect until I revoke it or until the expiration date specified below, if any.
12.3 Expiration Date (if any): [EXPIRATION DATE OR WRITE NONE]

13. REVOCATION OF THIS DIRECTIVE
13.1 I may revoke this Psychiatric Advance Directive at any time while I have capacity by:

(a) Providing written notice of revocation to my Agent, my treatment provider, or both;

(b) Orally expressing my intent to revoke in the presence of a witness;

(c) Executing a new Psychiatric Advance Directive; or

(d) Any other manner permitted by Wyoming law.
13.2 Revocation shall be effective upon communication to my treatment provider or Agent.

PART IV: SIGNATURE AND WITNESSES

14. SIGNATURE OF PRINCIPAL
14.1 I, [YOUR FULL LEGAL NAME], being of sound mind and having capacity to make this Directive, hereby execute this Psychiatric Advance Directive on [DATE].

Signature: _________________________________

Printed Name: [YOUR FULL LEGAL NAME]

Date: [DATE]

15. WITNESSES
15.1 The Principal has signed this Directive in the presence of the following witnesses, who are at least eighteen (18) years of age and are not related to the Principal by blood, marriage, or adoption, and who are not entitled to any portion of the Principal's estate.

Witness 1 Signature: _________________________________

Witness 1 Printed Name: [WITNESS 1 FULL LEGAL NAME]

Witness 1 Address: [WITNESS 1 STREET ADDRESS]

Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE]
[WITNESS 1 ZIP CODE]

Witness 1 Date: [DATE]

Witness 2 Signature: _________________________________

Witness 2 Printed Name: [WITNESS 2 FULL LEGAL NAME]

Witness 2 Address: [WITNESS 2 STREET ADDRESS]

Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE]
[WITNESS 2 ZIP CODE]

Witness 2 Date: [DATE]

16. NOTARY ACKNOWLEDGMENT
16.1 State of Wyoming

County of [COUNTY NAME]
16.2 On this [DATE], before me, the undersigned Notary Public, personally appeared [YOUR FULL LEGAL 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.

Notary Public Signature: _________________________________

Notary Public Printed Name: [NOTARY PUBLIC FULL LEGAL NAME]

Notary Public Commission Expiration: [COMMISSION EXPIRATION DATE]

My Commission Expires: [COMMISSION EXPIRATION DATE]

PART V: PROVIDER ACKNOWLEDGMENT

17. PROVIDER ACKNOWLEDGMENT
17.1 I, [PROVIDER FULL LEGAL NAME], a qualified mental health professional, have reviewed this Psychiatric Advance Directive with the Principal and have determined that the Principal has capacity to execute this Directive.

Provider Signature: _________________________________

Provider Printed Name: [PROVIDER FULL LEGAL NAME]

Provider License Number: [PROVIDER LICENSE NUMBER]

Provider Date: [DATE]

18. COPIES AND DISTRIBUTION
18.1 Copies of this Psychiatric Advance Directive have been provided to:

[RECIPIENT 1 NAME AND ADDRESS]

[RECIPIENT 2 NAME AND ADDRESS]

[RECIPIENT 3 NAME AND ADDRESS]
18.2 Additional instructions regarding distribution:

[ADDITIONAL DISTRIBUTION INSTRUCTIONS OR WRITE NONE]

PART VI: DECLARATION

19. DECLARATION OF PRINCIPAL
19.1 I have read this Psychiatric Advance Directive, and I understand its contents. I am of sound mind and have the capacity to make this Directive. I voluntarily execute this Directive without duress, fraud, or undue influence. I intend for this Directive to be honored by my family, my mental health care providers, and any facility in which I receive treatment, to the fullest extent permitted by Wyoming law.

Signature: _________________________________

Printed Name: [YOUR FULL LEGAL NAME]

Date: [DATE]
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