ILLINOIS HEALTHCARE DIRECTIVE FOR TERMINAL ILLNESS

I, [DECLARANT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Healthcare Directive for Terminal Illness (the "Directive") under the laws of the State of Illinois, including the Illinois Living Will Act (755 ILCS 35/) and the Illinois Health Care Surrogate Act (755 ILCS 40/), to the extent applicable.

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP]

[DECLARANT DATE OF BIRTH]

[DATE OF EXECUTION]

RE: DECLARATION OF INTENT REGARDING HEALTH CARE IN THE EVENT OF TERMINAL ILLNESS

1. DECLARANT IDENTIFICATION
1.1 Declarant Name: [DECLARANT FULL NAME]
1.2 Declarant Address: [DECLARANT STREET ADDRESS], [DECLARANT CITY, STATE, ZIP]
1.3 Declarant Date of Birth: [DECLARANT DATE OF BIRTH]
1.4 Declarant Telephone Number: [DECLARANT TELEPHONE NUMBER]

2. DEFINITIONS
2.1 Terminal Condition: As used in this Directive, "terminal condition" means an incurable and irreversible condition that, without the administration of life-sustaining treatment, will, in the opinion of the attending physician, result in death within a relatively short time, and that is certified in writing by the attending physician.
2.2 Life-Sustaining Treatment: "Life-sustaining treatment" means any medical treatment, procedure, or intervention that utilizes mechanical or other artificial means to sustain, restore, or supplant a spontaneous vital function, including but not limited to mechanical ventilation, dialysis, blood transfusion, antibiotics, surgery, and artificial nutrition and hydration.
2.3 Attending Physician: "Attending physician" means the physician selected by, or assigned to, the patient who has primary responsibility for the treatment and care of the patient.
2.4 Health Care Agent: "Health care agent" means the individual designated in this Directive to make health care decisions on behalf of the Declarant.

3. DECLARATION OF INTENT
3.1 Statement of Intent: I intend that this Directive shall be honored and followed by my attending physician, other health care providers, and my health care agent in the event I am diagnosed with a terminal condition and am no longer able to make or communicate my own health care decisions.
3.2 Condition Precedent: This Directive shall become operative only upon certification in writing by my attending physician that I have a terminal condition and upon a determination that I lack decisional capacity to make or communicate health care decisions.

4. DESIGNATION OF HEALTH CARE AGENT
4.1 Primary Health Care Agent: I designate [HEALTH CARE AGENT FULL NAME] as my health care agent.
4.2 Primary Health Care Agent Address: [HEALTH CARE AGENT STREET ADDRESS], [HEALTH CARE AGENT CITY, STATE, ZIP]
4.3 Primary Health Care Agent Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER]
4.4 Alternate Health Care Agent: If my primary health care agent is unavailable, unwilling, or unable to act, I designate [ALTERNATE HEALTH CARE AGENT FULL NAME] as my alternate health care agent.
4.5 Alternate Health Care Agent Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS], [ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP]
4.6 Alternate Health Care Agent Telephone Number: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]
4.7 Authority of Health Care Agent: My health care agent shall have full authority to make health care decisions on my behalf consistent with this Directive, including the authority to consent to, refuse, or withdraw life-sustaining treatment as set forth herein.

5. DIRECTIVE REGARDING LIFE-SUSTAINING TREATMENT
5.1 Withholding and Withdrawal: If I have been diagnosed with a terminal condition and am no longer able to make or communicate my own health care decisions, I direct that life-sustaining treatment be withheld or withdrawn, and that I be permitted to die naturally, except as otherwise provided in this Directive.
5.2 Mechanical Ventilation: I direct that mechanical ventilation be withheld or withdrawn, except to the extent necessary to provide comfort care or to relieve pain and suffering.
5.3 Cardiopulmonary Resuscitation: I direct that cardiopulmonary resuscitation (CPR) not be administered in the event of cardiac or respiratory arrest, except to the extent necessary to provide comfort care.
5.4 Dialysis: I direct that renal dialysis be withheld or withdrawn.
5.5 Antibiotics: I direct that antibiotics be withheld or withdrawn, except when administered to provide comfort or to relieve pain and suffering.
5.6 Surgery and Invasive Procedures: I direct that surgery and other invasive procedures be withheld or withdrawn, except when necessary to provide comfort or to relieve pain and suffering.
5.7 Blood Transfusion: I direct that blood transfusions be withheld or withdrawn.

6. ARTIFICIAL NUTRITION AND HYDRATION
6.1 Directive Regarding Nutrition and Hydration: I direct that artificially administered nutrition and hydration be [WITHHELD OR WITHDRAWN / PROVIDED] (initial one): [INITIALS].
6.2 Explanation of Choice: [OPTIONAL EXPLANATION OF DECLARANT'S CHOICE REGARDING ARTIFICIAL NUTRITION AND HYDRATION]

7. PALLIATIVE CARE AND COMFORT MEASURES
7.1 Comfort Care: I direct that I receive all appropriate palliative care and comfort measures, including medication for pain and symptom relief, even if such measures may hasten death, provided the intent is to relieve pain and suffering.
7.2 Location of Care: I express a preference that care be provided at [PREFERRED LOCATION OF CARE, E.G., HOME, HOSPICE FACILITY, HOSPITAL].

8. ADDITIONAL INSTRUCTIONS
8.1 Additional Wishes: [ADDITIONAL INSTRUCTIONS OR WISHES OF DECLARANT, IF ANY]

9. NOMINATION OF GUARDIAN
9.1 Guardian Nomination: In the event a guardian of my person is required to be appointed, I nominate [NOMINATED GUARDIAN FULL NAME] as guardian of my person.
9.2 Nominated Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS], [NOMINATED GUARDIAN CITY, STATE, ZIP]

10. ANATOMICAL GIVING
10.1 Anatomical Gift: Upon my death, I [DO / DO NOT] (initial one): [INITIALS] wish to make an anatomical gift of [ALL ORGANS AND TISSUES / SPECIFIED ORGANS OR TISSUES: SPECIFY].

11. REVOCATION
11.1 Right to Revoke: I understand that I may revoke this Directive at any time by a signed and dated writing, by physical cancellation or destruction, or by orally expressing my intent to revoke in the presence of a witness.
11.2 Effect of Revocation: Any revocation shall be effective upon communication to my attending physician or health care agent.

12. SEVERABILITY
12.1 Severability: If any provision of this Directive is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

13. COPIES AND DISTRIBUTION
13.1 Copies: I direct that copies of this Directive be provided to my attending physician, my health care agent, my alternate health care agent, and any health care facility at which I receive care.

14. SIGNATURE OF DECLARANT
14.1 Signature: I have read this Directive, understand its contents, and sign it voluntarily.
14.2 Declarant Signature: _________________________________________ Date: [DATE OF EXECUTION]
14.3 Declarant Printed Name: [DECLARANT FULL NAME]

15. WITNESSES
15.1 Witness Attestation: The undersigned witnesses declare that the Declarant signed this Directive in our presence, that the Declarant appeared to be of sound mind and not under duress, fraud, or undue influence, and that we are not the Declarant's health care agent, attending physician, or otherwise ineligible to serve as witnesses under Illinois law.
15.2 Witness One Signature: _________________________________________ Date: [DATE OF EXECUTION]
15.3 Witness One Printed Name: [WITNESS ONE FULL NAME]
15.4 Witness One Address: [WITNESS ONE STREET ADDRESS], [WITNESS ONE CITY, STATE, ZIP]
15.5 Witness Two Signature: _________________________________________ Date: [DATE OF EXECUTION]
15.6 Witness Two Printed Name: [WITNESS TWO FULL NAME]
15.7 Witness Two Address: [WITNESS TWO STREET ADDRESS], [WITNESS TWO CITY, STATE, ZIP]

16. NOTARIZATION (OPTIONAL)
16.1 State of Illinois, County of [COUNTY NAME]
16.2 Subscribed and sworn to before me on [NOTARIZATION DATE] by [DECLARANT FULL NAME].
16.3 Notary Public Signature: _________________________________________
16.4 Notary Printed Name: [NOTARY PUBLIC FULL NAME]
16.5 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
16.6 Notary Seal: [NOTARY SEAL]
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