ILLINOIS LIFE-SUSTAINING TREATMENT WITHDRAWAL FORM

[PATIENT FULL NAME]

[PATIENT DATE OF BIRTH]

[PATIENT ADDRESS]

[CITY], [STATE]
[ZIP CODE]

[PATIENT PHONE NUMBER]

RE: DECLARATION AND REQUEST REGARDING WITHDRAWAL OF LIFE-SUSTAINING TREATMENT

1. IDENTIFICATION OF DECLARANT
1.1 Declarant Name: [PATIENT FULL NAME]
1.2 Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Address: [PATIENT ADDRESS], [CITY], [STATE]
[ZIP CODE]
1.4 Telephone Number: [PATIENT PHONE NUMBER]
1.5 I am of sound mind and at least 18 years of age, and I voluntarily make this declaration.

2. PURPOSE AND INTENT
2.1 This declaration is made pursuant to the Illinois Health Care Surrogate Act (755 ILCS 40) and the Illinois Powers of Attorney for Health Care Law (755 ILCS 45), and any other applicable Illinois law.
2.2 It is my intent that this document direct the withholding or withdrawal of life-sustaining treatment under the circumstances described below.
2.3 This declaration expresses my wishes and serves as an advance directive for my health care providers and surrogate decision makers.

3. DESIGNATION OF HEALTH CARE AGENT
3.1 Primary Agent Name: [HEALTH CARE AGENT FULL NAME]
3.2 Primary Agent Address: [HEALTH CARE AGENT ADDRESS], [CITY], [STATE]
[ZIP CODE]
3.3 Primary Agent Telephone Number: [HEALTH CARE AGENT PHONE NUMBER]
3.4 Alternate Agent Name: [ALTERNATE AGENT FULL NAME]
3.5 Alternate Agent Address: [ALTERNATE AGENT ADDRESS], [CITY], [STATE]
[ZIP CODE]
3.6 Alternate Agent Telephone Number: [ALTERNATE AGENT PHONE NUMBER]
3.7 My agent is authorized to make health care decisions on my behalf, including decisions to withhold or withdraw life-sustaining treatment, consistent with my wishes expressed in this document.

4. DEFINITION OF LIFE-SUSTAINING TREATMENT
4.1 Life-sustaining treatment means any medical treatment, procedure, or intervention that uses mechanical or other artificial means to sustain, restore, or supplant a spontaneous vital function, including but not limited to mechanical ventilation, dialysis, blood transfusions, antibiotics, artificial nutrition and hydration, cardiopulmonary resuscitation, and vasopressor medications.
4.2 Life-sustaining treatment does not include the administration of medication or the performance of any medical procedure deemed necessary to provide comfort care or to alleviate pain.

5. STATEMENT OF CONDITION AND WISHES
5.1 I direct that life-sustaining treatment be withheld or withdrawn if I have a terminal condition and there is no reasonable prospect of recovery, as determined by my attending physician and one other qualified physician.
5.2 I direct that life-sustaining treatment be withheld or withdrawn if I am in a state of permanent unconsciousness, including persistent vegetative state or permanent coma, as determined by my attending physician and one other qualified physician.
5.3 I direct that life-sustaining treatment be withheld or withdrawn if I have an incurable or irreversible condition that will result in my death within a relatively short period of time, and the treatment would serve only to prolong the dying process.
5.4 I direct that life-sustaining treatment be withheld or withdrawn if the burdens of the treatment outweigh the expected benefits, in the judgment of my attending physician and my agent.
5.5 Additional instructions or conditions: [ADDITIONAL INSTRUCTIONS OR CONDITIONS]

6. ARTIFICIAL NUTRITION AND HYDRATION
6.1 I direct that artificial nutrition and hydration be withheld or withdrawn under the conditions described in Section

5.
6.2 If I do not wish artificial nutrition and hydration to be
withheld or withdrawn, I have initialed the following statement: [INITIALS IF APPLICABLE]
6.3 I understand that the withholding or withdrawal of artificial nutrition and hydration may result in my death.

7. CARDIOPULMONARY RESUSCITATION
7.1 I direct that cardiopulmonary resuscitation (CPR) be withheld under the conditions described in Section

5.
7.2 I direct that comfort care and pain relief be provided at
all times, even when life-sustaining treatment is withheld or withdrawn.

8. AUTHORITY OF AGENT AND SURROGATE
8.1 My agent is authorized to consent to the withholding or withdrawal of life-sustaining treatment on my behalf in accordance with this declaration.
8.2 If my agent is unavailable or unwilling to act, my alternate agent is authorized to act.
8.3 If no agent is available, my attending physician may rely on this declaration and the applicable provisions of the Illinois Health Care Surrogate Act.

9. PHYSICIAN DETERMINATION
9.1 Attending Physician Name: [ATTENDING PHYSICIAN FULL NAME]
9.2 Attending Physician Address: [ATTENDING PHYSICIAN ADDRESS], [CITY], [STATE]
[ZIP CODE]
9.3 Attending Physician Telephone Number: [ATTENDING PHYSICIAN PHONE NUMBER]
9.4 Consulting Physician Name: [CONSULTING PHYSICIAN FULL NAME]
9.5 Consulting Physician Address: [CONSULTING PHYSICIAN ADDRESS], [CITY], [STATE]
[ZIP CODE]
9.6 Consulting Physician Telephone Number: [CONSULTING PHYSICIAN PHONE NUMBER]
9.7 The determinations required under this declaration shall be made by the attending physician and confirmed by a second qualified physician.

10. REVOCATION
10.1 I may revoke this declaration at any time by a signed and dated writing, by physical cancellation or destruction of this document, or by orally expressing my intent to revoke in the presence of a witness.
10.2 Revocation shall be effective upon communication to my attending physician or agent.

11. EFFECT OF DECLARATION
11.1 This declaration shall remain in effect until revoked.
11.2 This declaration shall be honored by my health care providers and agents to the fullest extent permitted by Illinois law.
11.3 If any provision of this declaration is held invalid, the remaining provisions shall remain in full force and effect.

12. COPIES AND DISTRIBUTION
12.1 I have provided copies of this declaration to my agent, my alternate agent, my attending physician, and the following persons or institutions: [NAMES AND ADDRESSES OF PERSONS OR INSTITUTIONS RECEIVING COPIES]

13. SIGNATURE OF DECLARANT
13.1 I sign this declaration voluntarily and free from duress.
13.2 Signature: [PATIENT SIGNATURE]
13.3 Date: [DATE OF SIGNATURE]
13.4 Printed Name: [PATIENT FULL NAME]

14. WITNESSES
14.1 Witness 1 Name: [WITNESS 1 FULL NAME]
14.2 Witness 1 Address: [WITNESS 1 ADDRESS], [CITY], [STATE]
[ZIP CODE]
14.3 Witness 1 Signature: [WITNESS 1 SIGNATURE]
14.4 Witness 1 Date: [WITNESS 1 DATE]
14.5 Witness 2 Name: [WITNESS 2 FULL NAME]
14.6 Witness 2 Address: [WITNESS 2 ADDRESS], [CITY], [STATE]
[ZIP CODE]
14.7 Witness 2 Signature: [WITNESS 2 SIGNATURE]
14.8 Witness 2 Date: [WITNESS 2 DATE]
14.9 Each witness declares that the declarant is personally known to the witness, appears to be of sound mind, and signed this declaration in the witness's presence, and that the witness is not the declarant's attending physician, agent, or a person related to the declarant by blood, marriage, or adoption.

15. NOTARY ACKNOWLEDGMENT
15.1 State of Illinois
15.2 County of [COUNTY NAME]
15.3 This document was acknowledged before me on [NOTARY DATE] by [PATIENT FULL NAME].
15.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
15.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
15.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
15.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
15.8 My commission expires: [NOTARY COMMISSION EXPIRATION DATE]
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