ILLINOIS END-OF-LIFE CARE PLANNING

[FULL NAME OF DECLARANT]

[STREET ADDRESS]

[CITY], [COUNTY], ILLINOIS [ZIP CODE]

[DATE OF BIRTH]

[TELEPHONE NUMBER]

RE: ADVANCE DIRECTIVES FOR HEALTH CARE, LIVING WILL, AND POWER OF ATTORNEY FOR HEALTH CARE

1. INTRODUCTION AND PURPOSE
1.1 Purpose of This Document: This document combines an Illinois Living Will, a Power of Attorney for Health Care, and a Declaration of Mental Health Treatment, prepared under the Illinois Living Will Act (755 ILCS 35), the Illinois Health Care Surrogate Act (755 ILCS 40), and the Illinois Power of Attorney Act (755 ILCS 45).
1.2 Intent of the Declarant: I, [FULL NAME OF DECLARANT], being of sound mind and at least 18 years of age, voluntarily make this declaration to ensure my wishes regarding end-of-life care and health care decision-making are known and honored.
1.3 Voluntary Execution: I execute this document freely and without duress, coercion, or undue influence.

2. DESIGNATION OF HEALTH CARE AGENT
2.1 Primary Agent: I designate [AGENT FULL NAME] as my health care agent.
2.2 Primary Agent Address: [AGENT STREET ADDRESS]
2.3 Primary Agent City, State, ZIP: [AGENT CITY], [AGENT STATE]
[AGENT ZIP CODE]
2.4 Primary Agent Telephone: [AGENT TELEPHONE NUMBER]
2.5 Primary Agent Relationship: [RELATIONSHIP TO DECLARANT]
2.6 Alternate Agent: If my primary agent is unavailable, unwilling, or unable to act, I designate [ALTERNATE AGENT FULL NAME] as my alternate health care agent.
2.7 Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]
2.8 Alternate Agent City, State, ZIP: [ALTERNATE AGENT CITY], [ALTERNATE AGENT STATE]
[ALTERNATE AGENT ZIP CODE]
2.9 Alternate Agent Telephone: [ALTERNATE AGENT TELEPHONE NUMBER]
2.10 Alternate Agent Relationship: [RELATIONSHIP TO DECLARANT]
2.11 Second Alternate Agent: If both my primary and alternate agents are unavailable, unwilling, or unable to act, I designate [SECOND ALTERNATE AGENT FULL NAME], whose address is [SECOND ALTERNATE AGENT ADDRESS], [SECOND ALTERNATE AGENT CITY], [SECOND ALTERNATE AGENT STATE] [SECOND ALTERNATE AGENT ZIP CODE], telephone [SECOND ALTERNATE AGENT TELEPHONE NUMBER], relationship [RELATIONSHIP TO DECLARANT].

3. AUTHORITY OF HEALTH CARE AGENT
3.1 General Authority: My agent shall have full authority to make any and all health care decisions for me, including decisions to consent to, refuse, or withdraw any medical treatment, procedure, or intervention, consistent with my wishes as expressed in this document or otherwise known to my agent.
3.2 Access to Records: My agent is authorized to receive and review all of my medical records and information necessary to make informed health care decisions, to the extent permitted by the Health Insurance Portability and Accountability Act (HIPAA) and Illinois law.
3.3 Admission and Transfer: My agent may consent to my admission to or discharge from any hospital, nursing home, residential care facility, hospice program, or other health care facility, and may arrange for my transfer between facilities.
3.4 Hiring and Discharging Providers: My agent may select, employ, and discharge physicians, nurses, therapists, and other health care providers on my behalf.
3.5 Pain Relief: My agent shall ensure that I receive adequate medication and treatment to relieve pain, even if such treatment may hasten death, provided that the intent is to relieve suffering and not to cause death.
3.6 Anatomical Gifts: My agent may consent to or refuse the donation of my organs, tissues, or eyes in accordance with the Illinois Anatomical Gift Act (755 ILCS 50).
3.7 Autopsy: My agent may consent to or refuse an autopsy.
3.8 Disposition of Remains: My agent may make decisions regarding the disposition of my remains in accordance with the Illinois Disposition of Remains Act (755 ILCS 65).
3.9 Mental Health Treatment: My agent shall have authority to consent to or refuse mental health treatment, including admission to a mental health facility, to the extent permitted by the Illinois Mental Health and Developmental Disabilities Code (405 ILCS 5).
3.10 Limitations on Authority: My agent shall not have authority to consent to psychosurgery, electroconvulsive therapy, sterilization, or admission to a mental health facility for more than 17 days without court approval, except as otherwise permitted by law.

4. LIVING WILL DECLARATION
4.1 Declaration of Wishes: If I am diagnosed by two physicians as having a terminal condition with an incurable and irreversible injury, disease, or illness that will result in death within a short time, and I am unable to make decisions regarding my medical treatment, I direct that my attending physician withhold or withdraw death-delaying procedures, except as provided in this section.
4.2 Nutrition and Hydration: I direct that artificially administered nutrition and hydration [BE PROVIDED / BE WITHHELD OR WITHDRAWN] (initial one: [INITIALS]) if I am in a terminal condition and unable to make decisions, unless my agent determines otherwise consistent with my wishes.
4.3 Comfort Care: In all circumstances, I direct that I receive appropriate comfort care, including medication and treatment to relieve pain and suffering, oral hygiene, skin care, and other measures to maintain dignity.
4.4 Reversible Conditions: Nothing in this declaration shall be construed to require the withholding or withdrawal of treatment for a condition that is reversible or for which treatment would restore my ability to make my own health care decisions.
4.5 Pregnancy: If I am pregnant at the time this declaration becomes effective, my wishes regarding withholding or withdrawal of life-sustaining treatment shall be [HONORED / NOT HONORED] (initial one: [INITIALS]), to the extent permitted by Illinois law.

5. DECLARATION OF MENTAL HEALTH TREATMENT
5.1 Authority: I authorize my agent to consent to or refuse mental health treatment on my behalf, including admission to a mental health facility, subject to the limitations set forth in Section 3.10.
5.2 Preferences Regarding Mental Health Treatment: [DESCRIBE PREFERENCES OR STATE NONE]
5.3 Medications: My preferences regarding psychotropic medications are as follows: [DESCRIBE PREFERENCES OR STATE NONE]
5.4 Electroconvulsive Therapy: My wishes regarding electroconvulsive therapy are as follows: [DESCRIBE PREFERENCES OR STATE NONE]

6. INSTRUCTIONS REGARDING SPECIFIC TREATMENTS
6.1 Cardiopulmonary Resuscitation (CPR): [I CONSENT TO CPR / I DO NOT CONSENT TO CPR] (initial one: [INITIALS]).
6.2 Mechanical Ventilation: [I CONSENT TO MECHANICAL VENTILATION / I DO NOT CONSENT TO MECHANICAL VENTILATION] (initial one: [INITIALS]).
6.3 Dialysis: [I CONSENT TO DIALYSIS / I DO NOT CONSENT TO DIALYSIS] (initial one: [INITIALS]).
6.4 Blood Transfusion: [I CONSENT TO BLOOD TRANSFUSION / I DO NOT CONSENT TO BLOOD TRANSFUSION] (initial one: [INITIALS]).
6.5 Antibiotics: [I CONSENT TO ANTIBIOTICS / I DO NOT CONSENT TO ANTIBIOTICS] (initial one: [INITIALS]).
6.6 Surgery: [I CONSENT TO SURGERY / I DO NOT CONSENT TO SURGERY] (initial one: [INITIALS]).
6.7 Additional Instructions: [DESCRIBE ANY ADDITIONAL INSTRUCTIONS OR STATE NONE]

7. NOMINATION OF GUARDIAN
7.1 Guardian of the Person: If a guardian of my person is to be appointed, I nominate [NOMINATED GUARDIAN FULL NAME], whose address is [NOMINATED GUARDIAN ADDRESS], [NOMINATED GUARDIAN CITY], [NOMINATED GUARDIAN STATE] [NOMINATED GUARDIAN ZIP CODE], telephone [NOMINATED GUARDIAN TELEPHONE NUMBER].
7.2 Alternate Guardian: If my nominated guardian is unable or unwilling to serve, I nominate [ALTERNATE NOMINATED GUARDIAN FULL NAME], whose address is [ALTERNATE NOMINATED GUARDIAN ADDRESS], [ALTERNATE NOMINATED GUARDIAN CITY], [ALTERNATE NOMINATED GUARDIAN STATE] [ALTERNATE NOMINATED GUARDIAN ZIP CODE], telephone [ALTERNATE NOMINATED GUARDIAN TELEPHONE NUMBER].

8. COPIES AND DISTRIBUTION
8.1 Copies: I direct that copies of this document be given to my agent, my alternate agent, my attending physician, and any hospital or health care facility where I receive care.
8.2 Original: The original of this document shall be kept at [LOCATION WHERE ORIGINAL IS KEPT].

9. REVOCATION
9.1 Revocation: I may revoke this document at any time by a signed writing, by physically canceling or destroying the document, by orally stating my intent to revoke in the presence of a witness, or by executing a subsequent advance directive.
9.2 Effect of Revocation: Revocation of this document shall not affect the validity of any action taken by my agent in good faith before receipt of notice of revocation.

10. SEVERABILITY
10.1 Severability: If any provision of this document is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

11. GOVERNING LAW
11.1 Governing Law: This document shall be governed by and construed in accordance with the laws of the State of Illinois.

12. SIGNATURE OF DECLARANT
12.1 Signature: I sign this document on [DATE OF SIGNATURE].
12.2 Declarant Signature: [SIGNATURE OF DECLARANT]
12.3 Printed Name: [FULL NAME OF DECLARANT]

13. WITNESSES
13.1 Witness Attestation: The undersigned witnesses certify that the declarant signed this document in our presence, appeared to be of sound mind, and was not under duress, fraud, or undue influence.
13.2 Witness 1 Name: [WITNESS 1 FULL NAME]
13.3 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
13.4 Witness 1 City, State, ZIP: [WITNESS 1 CITY], [WITNESS 1 STATE]
[WITNESS 1 ZIP CODE]
13.5 Witness 1 Signature: [WITNESS 1 SIGNATURE]
13.6 Witness 1 Date: [WITNESS 1 DATE]
13.7 Witness 2 Name: [WITNESS 2 FULL NAME]
13.8 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
13.9 Witness 2 City, State, ZIP: [WITNESS 2 CITY], [WITNESS 2 STATE]
[WITNESS 2 ZIP CODE]
13.10 Witness 2 Signature: [WITNESS 2 SIGNATURE]
13.11 Witness 2 Date: [WITNESS 2 DATE]
13.12 Witness Eligibility: Each witness certifies that he or she is not the declarant's agent, not related to the declarant by blood, marriage, or adoption, not entitled to any portion of the declarant's estate, and not directly financially responsible for the declarant's medical care.

14. NOTARIZATION (OPTIONAL)
14.1 State of Illinois: County of [COUNTY NAME]
14.2 Notary Acknowledgment: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [FULL NAME OF DECLARANT], known to me or satisfactorily proven to be the person whose name is subscribed to this document, and acknowledged that he or she executed the same freely and voluntarily for the purposes therein contained.
14.3 Notary Signature: [NOTARY PUBLIC SIGNATURE]
14.4 Notary Printed Name: [NOTARY PUBLIC PRINTED NAME]
14.5 Notary Commission Expiration: [NOTARY COMMISSION EXPIRATION DATE]
14.6 Notary Seal: [NOTARY SEAL]
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