INDIANA END-OF-LIFE CARE PLANNING DOCUMENTS

This packet contains the following documents, to be completed as applicable:

[ ] INDIANA LIVING WILL DECLARATION

[ ] INDIANA OUT-OF-HOSPITAL DO-NOT-RESUSCITATE DECLARATION AND ORDER

[ ] INDIANA APPOINTMENT OF HEALTH CARE REPRESENTATIVE

[ ] INDIANA PHYSICIAN ORDER FOR SCOPE OF TREATMENT (POST) FORM

[ ] INDIANA PSYCHIATRIC ADVANCE DIRECTIVE

PART I. INDIANA LIVING WILL DECLARATION

Declaration made this [DAY] day of [MONTH], [YEAR].

I, [DECLARANT FULL NAME], being at least eighteen (18) years of age, of sound mind, and a resident of the State of Indiana, voluntarily make this Declaration.

RE: Declaration of a desire to receive or refuse life-prolonging procedures in the event of a terminal condition.

1. DECLARANT INFORMATION
1.1 Declarant Full Name: [DECLARANT FULL NAME]
1.2 Declarant Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Declarant Address: [DECLARANT STREET ADDRESS]
1.4 Declarant City, State, ZIP: [DECLARANT CITY], Indiana [DECLARANT ZIP]
1.5 Declarant Telephone Number: [DECLARANT TELEPHONE]

2. DECLARATION OF TERMINAL CONDITION
2.1 If at any time I should have an incurable injury, disease, or illness certified to be a terminal condition by two (2) physicians who have personally examined me, one (1) of whom shall be my attending physician, and the physicians have determined that my death will occur whether or not life-prolonging procedures are utilized and where 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procedures would serve only to artificially prolong the dying process, I direct that such procedures be withheld or withdrawn, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain.
2.2 In the absence of my ability to give directions regarding the use of such life-prolonging procedures, it is my intention that this Declaration shall be honored by my family and physician as the final expression of my legal right to refuse medical or surgical treatment and accept the consequences from such refusal.

3. ADDITIONAL DIRECTIONS
3.1 Additional instructions or limitations regarding life-prolonging procedures: [ADDITIONAL DIRECTIONS OR NONE]
3.2 Anatomical gifts, if any: [ANATOMICAL GIFT INSTRUCTIONS OR NONE]

4. DESIGNATION OF WITNESSES
4.1 This Declaration was signed by the Declarant in the presence of the undersigned witnesses, who believe the Declarant to be of sound mind and who are not related to the Declarant by blood, marriage, or adoption, and who are not entitled to any portion of the Declarant's estate.
4.2 Witness 1 Printed Name: [WITNESS 1 NAME]
4.3 Witness 1 Address: [WITNESS 1 ADDRESS]
4.4 Witness 1 Signature: [WITNESS 1 SIGNATURE]
4.5 Witness 1 Date: [WITNESS 1 DATE]
4.6 Witness 2 Printed Name: [WITNESS 2 NAME]
4.7 Witness 2 Address: [WITNESS 2 ADDRESS]
4.8 Witness 2 Signature: [WITNESS 2 SIGNATURE]
4.9 Witness 2 Date: [WITNESS 2 DATE]

5. DECLARANT SIGNATURE
5.1 Declarant Signature: [DECLARANT SIGNATURE]
5.2 Date Signed: [DATE SIGNED]

6. REVOCATION
6.1 I understand that I may revoke this Declaration at any time by a signed and dated writing, by physical cancellation or destruction of this Declaration, or by an oral expression of intent to revoke, and that revocation is effective upon communication to my attending physician.

PART II. INDIANA OUT-OF-HOSPITAL DO-NOT-RESUSCITATE DECLARATION AND ORDER

1. DECLARANT INFORMATION
1.1 Declarant Full Name: [DECLARANT FULL NAME]
1.2 Declarant Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Declarant Address: [DECLARANT STREET ADDRESS]
1.4 Declarant City, State, ZIP: [DECLARANT CITY], Indiana [DECLARANT ZIP]
1.5 Declarant Telephone Number: [DECLARANT TELEPHONE]

2. DECLARATION
2.1 I, [DECLARANT FULL NAME], being of sound mind and at least eighteen (18) years of age, hereby declare that if I am in a terminal condition or a state of permanent unconsciousness, I do not wish to receive cardiopulmonary resuscitation (CPR) or other life-prolonging procedures, and I request that a do-not-resuscitate order be issued.

3. ATTENDING PHYSICIAN INFORMATION
3.1 Attending Physician Full Name: [ATTENDING PHYSICIAN NAME]
3.2 Attending Physician License Number: [PHYSICIAN LICENSE NUMBER]
3.3 Attending Physician Address: [PHYSICIAN ADDRESS]
3.4 Attending Physician Telephone Number: [PHYSICIAN TELEPHONE]

4. PHYSICIAN CERTIFICATION
4.1 I certify that I have personally examined the Declarant, that the Declarant is of sound mind, and that the Declarant is in a terminal condition or a state of permanent unconsciousness.
4.2 Physician Signature: [PHYSICIAN SIGNATURE]
4.3 Date Signed: [PHYSICIAN DATE SIGNED]

5. DECLARANT SIGNATURE
5.1 Declarant Signature: [DECLARANT SIGNATURE]
5.2 Date Signed: [DATE SIGNED]

6. WITNESSES
6.1 Witness 1 Printed Name: [WITNESS 1 NAME]
6.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
6.3 Witness 1 Date: [WITNESS 1 DATE]
6.4 Witness 2 Printed Name: [WITNESS 2 NAME]
6.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]
6.6 Witness 2 Date: [WITNESS 2 DATE]

PART III. INDIANA APPOINTMENT OF HEALTH CARE REPRESENTATIVE

1. APPOINTMENT
1.1 I, [PRINCIPAL FULL NAME], of [PRINCIPAL STREET ADDRESS], [PRINCIPAL CITY], Indiana [PRINCIPAL ZIP], being at least eighteen (18) years of age and of sound mind, hereby appoint the following individual as my health care representative to make health care decisions for me when I am incapable of making them myself.
1.2 Health Care Representative Full Name: [REPRESENTATIVE FULL NAME]
1.3 Health Care Representative Address: [REPRESENTATIVE STREET ADDRESS]
1.4 Health Care Representative City, State, ZIP: [REPRESENTATIVE CITY], [REPRESENTATIVE STATE]
[REPRESENTATIVE ZIP]
1.5 Health Care Representative Telephone Number: [REPRESENTATIVE TELEPHONE]
1.6 Alternate Health Care Representative Full Name: [ALTERNATE REPRESENTATIVE FULL NAME]
1.7 Alternate Health Care Representative Address: [ALTERNATE REPRESENTATIVE STREET ADDRESS]
1.8 Alternate Health Care Representative Telephone Number: [ALTERNATE REPRESENTATIVE TELEPHONE]

2. AUTHORITY OF HEALTH CARE REPRESENTATIVE
2.1 My health care representative shall have authority to make any health care decision for me, including the authority to consent to or refuse medical treatment, to consent to or refuse life-prolonging procedures, to authorize admission to or discharge from a health care facility, and to receive and review my medical records, subject to any limitations stated in this document.
2.2 Limitations on the authority of my health care representative: [LIMITATIONS OR NONE]

3. NOMINATION OF GUARDIAN
3.1 If a guardian of my person is to be appointed, I nominate my health care representative, or if unavailable, my alternate health care representative, to serve as guardian.

4. EFFECTIVE DATE AND DURATION
4.1 This appointment becomes effective upon my incapacity and remains in effect until revoked by me in writing or by my death.

5. PRINCIPAL SIGNATURE
5.1 Principal Signature: [PRINCIPAL SIGNATURE]
5.2 Date Signed: [DATE SIGNED]

6. WITNESSES
6.1 Witness 1 Printed Name: [WITNESS 1 NAME]
6.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
6.3 Witness 1 Date: [WITNESS 1 DATE]
6.4 Witness 2 Printed Name: [WITNESS 2 NAME]
6.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]
6.6 Witness 2 Date: [WITNESS 2 DATE]

7. NOTARY ACKNOWLEDGMENT
7.1 State of Indiana, County of [COUNTY NAME].
7.2 Acknowledged before me this [DAY] day of [MONTH], [YEAR], by [PRINCIPAL FULL NAME].
7.3 Notary Public Signature: [NOTARY SIGNATURE]
7.4 Notary Printed Name: [NOTARY NAME]
7.5 Notary Commission Number: [NOTARY COMMISSION NUMBER]
7.6 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

PART IV. INDIANA PHYSICIAN ORDER FOR SCOPE OF TREATMENT (POST) FORM

1. PATIENT INFORMATION
1.1 Patient Full Name: [PATIENT FULL NAME]
1.2 Patient Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Patient Address: [PATIENT STREET ADDRESS]
1.4 Patient City, State, ZIP: [PATIENT CITY], Indiana [PATIENT ZIP]
1.5 Patient Medical Record Number: [MEDICAL RECORD NUMBER]

2. HEALTH CARE REPRESENTATIVE OR PROXY INFORMATION
2.1 Representative or Proxy Full Name: [REPRESENTATIVE FULL NAME]
2.2 Relationship to Patient: [RELATIONSHIP]
2.3 Representative or Proxy Telephone Number: [REPRESENTATIVE TELEPHONE]

3. SCOPE OF TREATMENT ORDERS
3.1 Resuscitation Status (select one): [ ] Full resuscitation [ ] Do not attempt resuscitation (DNAR)
3.2 Scope of Treatment (select one): [ ] Full treatment [ ] Comfort-focused treatment [ ] Limited additional interventions
3.3 Antibiotic Use (select one): [ ] Use antibiotics [ ] Do not use antibiotics
3.4 Medically Administered Nutrition and Hydration (select one): [ ] Provide [ ] Do not provide [ ] Trial period of [NUMBER] days

4. ADDITIONAL ORDERS AND INSTRUCTIONS
4.1 Additional orders or instructions: [ADDITIONAL ORDERS OR NONE]

5. PHYSICIAN SIGNATURE
5.1 Physician Full Name: [PHYSICIAN NAME]
5.2 Physician License Number: [PHYSICIAN LICENSE NUMBER]
5.3 Physician Signature: [PHYSICIAN SIGNATURE]
5.4 Date Signed: [PHYSICIAN DATE SIGNED]
5.5 Physician Telephone Number: [PHYSICIAN TELEPHONE]

6. PATIENT OR REPRESENTATIVE SIGNATURE
6.1 Signature: [PATIENT OR REPRESENTATIVE SIGNATURE]
6.2 Printed Name: [PATIENT OR REPRESENTATIVE PRINTED NAME]
6.3 Date Signed: [DATE SIGNED]

PART V. INDIANA PSYCHIATRIC ADVANCE DIRECTIVE

1. PRINCIPAL INFORMATION
1.1 Principal Full Name: [PRINCIPAL FULL NAME]
1.2 Principal Date of Birth: [PRINCIPAL DATE OF BIRTH]
1.3 Principal Address: [PRINCIPAL STREET ADDRESS]
1.4 Principal City, State, ZIP: [PRINCIPAL CITY], Indiana [PRINCIPAL ZIP]
1.5 Principal Telephone Number: [PRINCIPAL TELEPHONE]

2. APPOINTMENT OF ATTORNEY IN FACT FOR MENTAL HEALTH CARE
2.1 Attorney in Fact Full Name: [ATTORNEY IN FACT NAME]
2.2 Attorney in Fact Address: [ATTORNEY IN FACT STREET ADDRESS]
2.3 Attorney in Fact Telephone Number: [ATTORNEY IN FACT TELEPHONE]
2.4 Alternate Attorney in Fact Full Name: [ALTERNATE ATTORNEY IN FACT NAME]
2.5 Alternate Attorney in Fact Telephone Number: [ALTERNATE ATTORNEY IN FACT TELEPHONE]

3. CONSENT TO AND REFUSAL OF MENTAL HEALTH TREATMENT
3.1 I consent to the following mental health treatments when I am incapable of giving informed consent: [CONSENTED TREATMENTS]
3.2 I refuse the following mental health treatments: [REFUSED TREATMENTS]
3.3 Additional instructions regarding my mental health care: [ADDITIONAL INSTRUCTIONS OR NONE]

4. EFFECTIVE DATE AND DURATION
4.1 This Directive becomes effective upon my incapacity and remains in effect for [DURATION PERIOD] unless revoked.

5. PRINCIPAL SIGNATURE
5.1 Principal Signature: [PRINCIPAL SIGNATURE]
5.2 Date Signed: [DATE SIGNED]

6. WITNESSES
6.1 Witness 1 Printed Name: [WITNESS 1 NAME]
6.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
6.3 Witness 1 Date: [WITNESS 1 DATE]
6.4 Witness 2 Printed Name: [WITNESS 2 NAME]
6.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]
6.6 Witness 2 Date: [WITNESS 2 DATE]

7. NOTARY ACKNOWLEDGMENT
7.1 State of Indiana, County of [COUNTY NAME].
7.2 Acknowledged before me this [DAY] day of [MONTH], [YEAR], by [PRINCIPAL FULL NAME].
7.3 Notary Public Signature: [NOTARY SIGNATURE]
7.4 Notary Printed Name: [NOTARY NAME]
7.5 Notary Commission Number: [NOTARY COMMISSION NUMBER]
7.6 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

PART VI. GENERAL PROVISIONS

1. COPIES
1.1 A copy of these documents shall have the same force and effect as the original.

2. DISTRIBUTION
2.1 Copies of these documents have been provided to the following individuals and facilities: [NAMES AND ADDRESSES OF RECIPIENTS]

3. REVOCATION OF PRIOR DOCUMENTS
3.1 I revoke all prior living wills, declarations, appointments of health care representatives, and psychiatric advance directives previously executed by me, to the extent inconsistent with these documents.

4. SEverability
4.1 If any provision of these documents is held invalid, the remaining provisions shall remain in full force and effect.

5. GOVERNING LAW
5.1 These documents shall be governed by the laws of the State of Indiana.

6. EXECUTION
6.1 Executed on [DAY] day of [MONTH], [YEAR], at [CITY], Indiana.
6.2 Declarant or Principal Signature: [SIGNATURE]
6.3 Printed Name: [PRINTED NAME]
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