ILLINOIS ADVANCE DIRECTIVE FOR HEALTHCARE

This document combines a Living Will, a Healthcare Power of Attorney, and a Mental Health Treatment Preference Declaration under the Illinois Statutory Short Form Power of Attorney for Health Care Law and the Illinois Living Will Act.

PART I. CREATION OF ADVANCE DIRECTIVE

I, [FULL LEGAL NAME OF DECLARANT], born on [DATE OF BIRTH], residing at [STREET ADDRESS], [CITY], [COUNTY], [STATE], [ZIP CODE], being of sound mind and at least 18 years of age, voluntarily make this Advance Directive for Healthcare.

This Advance Directive shall take effect only when I lack the capacity to make and communicate my own healthcare decisions, except where otherwise provided by law.

PART II. LIVING WILL DECLARATION
2.1 Declaration: If I am in a terminal condition and my attending physician and a consulting physician have determined that there is no reasonable prospect of recovery, I direct that my dying not be artificially prolonged and that I be permitted to die naturally, with only the provision of comfort care.
2.2 Nutrition and Hydration: Regarding the provision of nutrition and hydration when I am in a terminal condition, my wishes are: [INITIAL ONE: PROVIDE / WITHHOLD AND WITHDRAW].
2.3 Comfort Care: I direct that I receive medication and treatment necessary to relieve pain and discomfort, even if such treatment may hasten my death, provided it is not done with the intent to cause death.
2.4 Pregnancy: If I am pregnant at the time this Living Will would take effect, my wishes are: [INITIAL ONE: PROVISIONS APPLY / PROVISIONS DO NOT APPLY UNTIL PREGNANCY RESOLVED].

PART III. HEALTHCARE POWER OF ATTORNEY
3.1 Designation of Agent: I designate the following person as my agent to make healthcare decisions for me when I lack capacity: [FULL LEGAL NAME OF PRIMARY AGENT], relationship to me: [RELATIONSHIP], address: [AGENT STREET ADDRESS], [AGENT CITY], [AGENT STATE], [AGENT ZIP CODE], telephone: [AGENT PHONE NUMBER].
3.2 Alternate Agent: If my primary agent is unable, unwilling, or unavailable to act, I designate the following person as my alternate agent: [FULL LEGAL NAME OF ALTERNATE AGENT], relationship to me: [RELATIONSHIP], address: [ALTERNATE AGENT STREET ADDRESS], [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE], [ALTERNATE AGENT ZIP CODE], telephone: [ALTERNATE AGENT PHONE NUMBER].
3.3 Second Alternate Agent: If both my primary and alternate agents are unable, unwilling, or unavailable to act, I designate the following person as my second alternate agent: [FULL LEGAL NAME OF SECOND ALTERNATE AGENT], relationship to me: [RELATIONSHIP], address: [SECOND ALTERNATE AGENT STREET ADDRESS], [SECOND ALTERNATE AGENT CITY], [SECOND ALTERNATE AGENT STATE], [SECOND ALTERNATE AGENT ZIP CODE], telephone: [SECOND ALTERNATE AGENT PHONE NUMBER].
3.4 Authority of Agent: My agent shall have full authority to make any and all healthcare decisions on my behalf, including the authority to consent to, refuse, or withdraw any medical treatment, procedure, or intervention, and to authorize admission to or discharge from any healthcare facility, subject to the limitations stated in this document.
3.5 Limitations on Agent Authority: My agent shall NOT have authority to: [DESCRIBE ANY LIMITATIONS, OR STATE "NONE"].
3.6 Agent's Authority Regarding Life-Sustaining Treatment: My agent may authorize the withholding or withdrawal of life-sustaining treatment only in accordance with my wishes as expressed in this document or as otherwise known to my agent.

PART IV. MENTAL HEALTH TREATMENT PREFERENCE DECLARATION
4.1 Declaration: If I am diagnosed with a mental disorder and lack the capacity to make mental health treatment decisions, I declare my preferences regarding mental health treatment as follows: [DESCRIBE PREFERENCES, OR STATE "NONE"].
4.2 Admission to Mental Health Facility: My wishes regarding admission to a mental health facility are: [DESCRIBE WISHES, OR STATE "NONE"].
4.3 Psychotropic Medication: My wishes regarding the administration of psychotropic medication are: [DESCRIBE WISHES, OR STATE "NONE"].
4.4 Electroconvulsive Therapy: My wishes regarding electroconvulsive therapy are: [DESCRIBE WISHES, OR STATE "NONE"].
4.5 Duration of Mental Health Declaration: This Mental Health Treatment Preference Declaration shall remain in effect for [NUMBER] years from the date of execution, unless revoked earlier.

PART V. GENERAL PROVISIONS
5.1 Revocation: I may revoke this Advance Directive at any time by a signed writing, by physical cancellation or destruction, by an oral statement to my attending physician, or by executing a new advance directive.
5.2 Copies: A copy of this Advance Directive shall have the same effect as the original.
5.3 Severability: If any provision of this Advance Directive is held invalid, the remaining provisions shall remain in full force and effect.
5.4 Nomination of Guardian: If a guardian of my person is to be appointed, I nominate my agent named in Part III to serve as guardian of my person: [FULL LEGAL NAME OF NOMINATED GUARDIAN].
5.5 HIPAA Authorization: I authorize any healthcare provider, facility, or insurer to disclose my protected health information to my agent for purposes of carrying out this Advance Directive, consistent with the Health Insurance Portability and Accountability Act.
5.6 Anatomical Gifts: My wishes regarding organ and tissue donation are: [INITIAL ONE: DONATE ANY NEEDED ORGANS AND TISSUES / DO NOT DONATE].
5.7 Autopsy: My wishes regarding autopsy are: [DESCRIBE WISHES, OR STATE "NO PREFERENCE"].
5.8 Disposition of Remains: My wishes regarding disposition of my remains are: [DESCRIBE WISHES, OR STATE "NO PREFERENCE"].

PART VI. SIGNATURE AND WITNESSES
6.1 Declarant Signature: I sign this Advance Directive voluntarily and free from duress on [DATE OF SIGNATURE].

Declarant Signature: _________________________________________

Printed Name: [FULL LEGAL NAME OF DECLARANT]
6.2 Witnesses: The declarant has signed this Advance Directive in our presence, and we believe the declarant to be of sound mind and free from duress. We are not the declarant's attending physician, agent, or a person related to the declarant by blood, marriage, or adoption, and we are not entitled to any portion of the declarant's estate.

Witness 1 Signature: _________________________________________

Printed Name: [WITNESS 1 FULL NAME]

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

Date: [WITNESS 1 DATE]

Witness 2 Signature: _________________________________________

Printed Name: [WITNESS 2 FULL NAME]

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

Date: [WITNESS 2 DATE]
6.3 Notarization (Optional): State of Illinois, County of [COUNTY]. Subscribed and sworn to before me on [NOTARY DATE] by [FULL LEGAL NAME OF DECLARANT].

Notary Public Signature: _________________________________________

Notary Printed Name: [NOTARY FULL NAME]

Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

PART VII. AGENT ACCEPTANCE
7.1 Acceptance by Agent: I accept the designation as agent under this Advance Directive and agree to act in accordance with the declarant's wishes.

Agent Signature: _________________________________________

Printed Name: [FULL LEGAL NAME OF PRIMARY AGENT]

Date: [AGENT ACCEPTANCE DATE]
7.2 Acceptance by Alternate Agent: I accept the designation as alternate agent under this Advance Directive and agree to act in accordance with the declarant's wishes.

Alternate Agent Signature: _________________________________________

Printed Name: [FULL LEGAL NAME OF ALTERNATE AGENT]

Date: [ALTERNATE AGENT ACCEPTANCE DATE]
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