INDIANA ADVANCE HEALTHCARE DIRECTIVE TEMPLATE

This document combines a Living Will Declaration, a Healthcare Representative Appointment, and a Power of Attorney for Healthcare for use in the State of Indiana.

PARTY INFORMATION

Full Legal Name: [YOUR FULL LEGAL NAME]

Date of Birth: [YOUR DATE OF BIRTH]

Address: [YOUR STREET ADDRESS]

City: [YOUR CITY]

State: [YOUR STATE]

ZIP Code: [YOUR ZIP CODE]

Telephone Number: [YOUR TELEPHONE NUMBER]

Date of This Directive: [DATE OF DIRECTIVE]

PART I. LIVING WILL DECLARATION

1. DECLARATION OF INTENT
1.1 Purpose: I, [YOUR FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Living Will Declaration to declare my wishes regarding life-prolonging procedures in the event I become terminally ill or permanently unconscious.
1.2 Governing Law: This Declaration is made pursuant to the Indiana Living Wills and Life-Prolonging Procedures Act, Indiana Code 16-36-4, and the Indiana Health Care Consent Act, Indiana Code 16-36-1.

2. DEFINITIONS
2.1 Terminal Condition: A condition caused by injury, disease, or illness from which, to a reasonable degree of medical certainty, there can be no recovery, death will result from the condition, and the application of life-prolonging procedures would serve only to artificially prolong the dying process.
2.2 Permanent Unconsciousness: A condition in which a person has no reasonable possibility of regaining consciousness, as determined in accordance with Indiana law.
2.3 Life-Prolonging Procedure: Any medical procedure, treatment, 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, antibiotics, blood transfusions, and artificial nutrition and hydration.

3. DECLARATION REGARDING LIFE-PROLONGING PROCEDURES
3.1 Terminal Condition: If I am in a terminal condition and my attending physician and another physician have determined that I will die imminently and that the application of life-prolonging procedures would serve only to artificially prolong the dying process, I direct that such procedures be withheld or withdrawn, and that I be permitted to die naturally, with only the provision of appropriate nutrition and hydration and the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.
3.2 Permanent Unconsciousness: If I am in a state of permanent unconsciousness and my attending physician and another physician have so determined, I direct that life-prolonging procedures be withheld or withdrawn, and that I be permitted to die naturally, with only the provision of appropriate nutrition and hydration and the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.
3.3 Comfort Care: I direct that I be provided with comfort care, including pain relief, and that my dignity be preserved at all times.
3.4 Nutrition and Hydration: [INITIAL ONE OPTION BELOW]

[INITIAL] I DO wish to receive artificially administered nutrition and hydration unless my attending physician determines that such administration would be medically contraindicated or would cause me greater harm than benefit.

[INITIAL] I DO NOT wish to receive artificially administered nutrition and hydration if I am in a terminal condition or a state of permanent unconsciousness.

4. STATEMENT OF UNDERSTANDING
4.1 Acknowledgment: I understand the full import of this Declaration, and I am emotionally and mentally competent to make this Declaration.
4.2 No Expectation of Cure: I understand that this Declaration does not affect my right to be treated for conditions that are not terminal or that do not result in permanent unconsciousness.

PART II. APPOINTMENT OF HEALTHCARE REPRESENTATIVE

5. DESIGNATION OF HEALTHCARE REPRESENTATIVE
5.1 Primary Representative: I appoint the following person as my Healthcare Representative to make healthcare decisions for me when I am incapable of making them myself:

Name: [HEALTHCARE REPRESENTATIVE FULL NAME]

Relationship: [RELATIONSHIP TO YOU]

Address: [HEALTHCARE REPRESENTATIVE STREET ADDRESS]

City: [HEALTHCARE REPRESENTATIVE CITY]

State: [HEALTHCARE REPRESENTATIVE STATE]

ZIP Code: [HEALTHCARE REPRESENTATIVE ZIP CODE]

Telephone Number: [HEALTHCARE REPRESENTATIVE TELEPHONE NUMBER]
5.2 Alternate Representative: If my primary Healthcare Representative is unavailable, unwilling, or unable to act, I appoint the following person as my alternate Healthcare Representative:

Name: [ALTERNATE REPRESENTATIVE FULL NAME]

Relationship: [RELATIONSHIP TO YOU]

Address: [ALTERNATE REPRESENTATIVE STREET ADDRESS]

City: [ALTERNATE REPRESENTATIVE CITY]

State: [ALTERNATE REPRESENTATIVE STATE]

ZIP Code: [ALTERNATE REPRESENTATIVE ZIP CODE]

Telephone Number: [ALTERNATE REPRESENTATIVE TELEPHONE NUMBER]

6. AUTHORITY OF HEALTHCARE REPRESENTATIVE
6.1 Scope of Authority: My Healthcare Representative shall have the authority to make any healthcare decision for me that I could make if I were capable, including but not limited to consenting to or refusing medical treatment, authorizing the withholding or withdrawal of life-prolonging procedures consistent with this Directive, selecting healthcare providers and facilities, and authorizing admission to or discharge from a healthcare facility.
6.2 Compliance with My Wishes: My Healthcare Representative shall act consistently with my wishes as expressed in this Directive and, where my wishes are unknown, in my best interest.
6.3 Access to Records: My Healthcare Representative shall have the right to receive and review my medical records and to receive information regarding my medical condition, to the extent permitted by law.

7. LIMITATIONS ON AUTHORITY
7.1 Prohibited Actions: My Healthcare Representative shall not have the authority to consent to any of the following on my behalf unless I have expressly authorized it in writing: [SPECIFY ANY LIMITATIONS OR WRITE "NONE"]
7.2 Pregnancy: [INITIAL ONE OPTION BELOW]

[INITIAL] This Directive shall remain in effect if I am pregnant.

[INITIAL] This Directive shall be of no force or effect if I am pregnant.

PART III. POWER OF ATTORNEY FOR HEALTHCARE

8. GENERAL GRANT OF AUTHORITY
8.1 Appointment: I appoint my Healthcare Representative named in Part II of this Directive as my attorney in fact for healthcare, with full authority to make healthcare decisions on my behalf as described in this Directive.
8.2 Effective Date: This Power of Attorney for Healthcare becomes effective only when my attending physician determines that I am incapable of making healthcare decisions for myself, and remains in effect during any period of incapacity.
8.3 Revocation: This Power of Attorney for Healthcare may be revoked by me at any time in accordance with Indiana law.

PART IV. ADDITIONAL INSTRUCTIONS AND PREFERENCES

9. PERSONAL WISHES
9.1 Additional Instructions: [DESCRIBE ANY ADDITIONAL WISHES, PREFERENCES, OR INSTRUCTIONS REGARDING YOUR HEALTHCARE, OR WRITE "NONE"]
9.2 Organ and Tissue Donation: [INITIAL ONE OPTION BELOW]

[INITIAL] I wish to donate my organs and tissues upon my death.

[INITIAL] I do not wish to donate my organs and tissues.
9.3 Mental Health Treatment: [DESCRIBE ANY INSTRUCTIONS REGARDING MENTAL HEALTH TREATMENT, OR WRITE "NONE"]
9.4 Hospice and Palliative Care: I direct that I be informed of and considered for hospice and palliative care options when appropriate.

PART V. GENERAL PROVISIONS

10. REVOCATION OF PRIOR DIRECTIVES
10.1 Prior Directives: I revoke any prior advance healthcare directive, living will, or healthcare power of attorney previously executed by me.

11. COPIES AND DISTRIBUTION
11.1 Copies: A copy of this Directive shall have the same force and effect as the original.
11.2 Distribution: I direct that copies of this Directive be provided to my attending physician, my Healthcare Representative, my alternate Healthcare Representative, and my family members.

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. GOVERNING LAW
13.1 Governing Law: This Directive shall be governed by and construed in accordance with the laws of the State of Indiana.

PART VI. SIGNATURES

14. SIGNATURE OF DECLARANT
14.1 I sign this Directive voluntarily and free from duress, and I declare that I understand its contents.

Signature: _______________________________________________

Printed Name: [YOUR FULL LEGAL NAME]

Date: [DATE OF SIGNATURE]

15. WITNESSES
15.1 Witness Attestation: The Declarant signed this Directive in our presence, and we believe the Declarant to be of sound mind and free from duress. We are not related to the Declarant by blood, marriage, or adoption, are not entitled to any portion of the Declarant's estate, and are not the Declarant's attending physician or Healthcare Representative.

Witness 1 Signature: _______________________________________________

Witness 1 Printed Name: [WITNESS 1 FULL NAME]

Witness 1 Address: [WITNESS 1 ADDRESS]

Witness 1 Date: [WITNESS 1 DATE]

Witness 2 Signature: _______________________________________________

Witness 2 Printed Name: [WITNESS 2 FULL NAME]

Witness 2 Address: [WITNESS 2 ADDRESS]

Witness 2 Date: [WITNESS 2 DATE]

16. NOTARY ACKNOWLEDGMENT (OPTIONAL)
16.1 State of Indiana, County of [COUNTY NAME], ss:
16.2 On this [DAY] day of [MONTH], [YEAR], 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 this Directive, and acknowledged that they executed the same for the purposes therein contained.

Notary Public Signature: _______________________________________________

Notary Printed Name: [NOTARY PUBLIC NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

My Commission Expires: [COMMISSION EXPIRATION DATE]
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