INDIANA ARTIFICIAL NUTRITION AND HYDRATION REFUSAL FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[CITY], INDIANA [ZIP CODE]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

RE: Declaration Refusing Artificial Nutrition and Hydration Under Indiana Code IC 16-36-4

1. DECLARANT INFORMATION
1.1 Declarant Name: I, [DECLARANT FULL NAME], am the person making this declaration.
1.2 Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Residence Address: [DECLARANT STREET ADDRESS]
1.4 City, State, ZIP: [CITY], INDIANA [ZIP CODE]
1.5 Telephone Number: [DECLARANT TELEPHONE NUMBER]

2. DECLARATION OF INTENT
2.1 Intent: I am of sound mind and at least eighteen (18) years of age, and I voluntarily make this written declaration directing the withholding or withdrawal of artificial nutrition and hydration under Indiana law.
2.2 Understanding: I understand the nature and consequences of this declaration, including that its purpose is to direct that artificially provided nutrition and hydration be withheld or withdrawn if I am in a condition described in Section

3.
2.3 Voluntary Act: This declaration is made freely and
without duress, fraud, or undue influence.

3. CONDITIONS FOR WITHHOLDING OR WITHDRAWING ARTIFICIAL
NUTRITION AND HYDRATION
3.1 Terminal Condition: If I have a terminal condition, as determined by my attending physician and confirmed by a second physician, I direct that artificial nutrition and hydration be withheld or withdrawn.
3.2 Persistent Vegetative State: If I am in a persistent vegetative state, as determined by my attending physician and confirmed by a second physician, I direct that artificial nutrition and hydration be withheld or withdrawn.
3.3 Additional Conditions: [DESCRIBE ANY ADDITIONAL MEDICAL CONDITIONS OR CIRCUMSTANCES, IF ANY]

4. DIRECTION REGARDING ARTIFICIAL NUTRITION AND HYDRATION
4.1 Refusal: I refuse the administration of artificial nutrition and hydration, including but not limited to intravenous feeding, tube feeding, nasogastric feeding, gastrostomy feeding, and parenteral nutrition, under the conditions stated in Section

3.
4.2 Comfort Care: I direct that I receive comfort care,
including pain relief, oral hygiene, and other measures to relieve suffering, even if such measures may hasten death.
4.3 No Resuscitation: [INITIAL IF APPLICABLE — DIRECT THAT NO CARDIOPULMONARY RESUSCITATION BE PERFORMED]

5. DESIGNATION OF HEALTH CARE REPRESENTATIVE
5.1 Representative Name: [HEALTH CARE REPRESENTATIVE FULL NAME]
5.2 Representative Address: [HEALTH CARE REPRESENTATIVE STREET ADDRESS]
5.3 Representative City, State, ZIP: [CITY], INDIANA [ZIP CODE]
5.4 Representative Telephone Number: [HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER]
5.5 Authority: I authorize my health care representative to make decisions consistent with this declaration and to communicate my wishes to my health care providers.
5.6 Alternate Representative Name: [ALTERNATE HEALTH CARE REPRESENTATIVE FULL NAME]
5.7 Alternate Representative Telephone Number: [ALTERNATE HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER]

6. PHYSICIAN AND HEALTH CARE PROVIDER INSTRUCTIONS
6.1 Provider Notification: I direct that a copy of this declaration be provided to my attending physician and to any health care facility in which I receive care.
6.2 Provider Compliance: I direct my attending physician and all health care providers to comply with this declaration and to record it in my medical record.
6.3 Transfer of Care: If a health care provider is unwilling to comply with this declaration, I direct that I be transferred to another provider or facility willing to honor it.

7. REVOCATION
7.1 Right to Revoke: I understand that I may revoke this declaration at any time by written revocation, by oral statement to my attending physician, or by physically destroying this document.
7.2 Effect of Revocation: A revocation becomes effective when communicated to my attending physician or health care representative.

8. DURATION AND EFFECT
8.1 Continuing Effect: This declaration remains in effect until revoked and applies during any period in which I am unable to make or communicate health care decisions.
8.2 Severability: If any provision of this declaration is held invalid, the remaining provisions remain in full force and effect.

9. SIGNATURE OF DECLARANT
9.1 Signature: [DECLARANT SIGNATURE]
9.2 Date Signed: [DATE SIGNED]

10. WITNESSES
10.1 Witness One Name: [WITNESS ONE FULL NAME]
10.2 Witness One Address: [WITNESS ONE STREET ADDRESS]
10.3 Witness One Signature: [WITNESS ONE SIGNATURE]
10.4 Witness One Date: [WITNESS ONE DATE]
10.5 Witness Two Name: [WITNESS TWO FULL NAME]
10.6 Witness Two Address: [WITNESS TWO STREET ADDRESS]
10.7 Witness Two Signature: [WITNESS TWO SIGNATURE]
10.8 Witness Two Date: [WITNESS TWO DATE]
10.9 Witness Attestation: Each witness declares that the declarant signed this declaration in the witness's presence, appears to be of sound mind and free from duress, and is not the declarant's attending physician, health care representative, or a person entitled to any portion of the declarant's estate.

11. NOTARY ACKNOWLEDGMENT
11.1 State of Indiana: State of Indiana
11.2 County: County of [COUNTY NAME]
11.3 Acknowledgment: Before me, the undersigned notary public, personally appeared [DECLARANT FULL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, who acknowledged that the declarant executed it for the purposes therein contained.
11.4 Notary Signature: [NOTARY PUBLIC SIGNATURE]
11.5 Notary Printed Name: [NOTARY PUBLIC PRINTED NAME]
11.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
11.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
11.8 Date Notarized: [DATE NOTARIZED]

12. COPIES AND DISTRIBUTION
12.1 Copies: I have provided copies of this declaration to my attending physician, my health care representative, and [NAME OF ADDITIONAL RECIPIENT, IF ANY].
12.2 Original Location: The original of this declaration is kept at [LOCATION WHERE ORIGINAL IS KEPT].
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