INDIANA LIFE SUSTAINING TREATMENT REFUSAL FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[PATIENT CITY], INDIANA [PATIENT ZIP CODE]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

Date of Execution: [DATE OF EXECUTION]

RE: DECLARATION REFUSING LIFE SUSTAINING TREATMENT UNDER INDIANA CODE § 16-36-4

1. DECLARATION AND PURPOSE
1.1 Declaration: I, [PATIENT FULL NAME], being at least eighteen (18) years of age, of sound mind, and acting voluntarily, make this written declaration directing the withholding or withdrawal of life sustaining treatment under Indiana Code § 16-36-4.
1.2 Purpose: This declaration is made to communicate my wishes regarding life sustaining treatment in the event I am in a terminal condition or a persistent vegetative state and am unable to make or communicate my own health care decisions.
1.3 Governing Law: This declaration is intended to comply with the Indiana Life Sustaining Treatment Declarations Act, Indiana Code § 16-36-4, and shall be construed and enforced in accordance with Indiana law.

2. PATIENT INFORMATION
2.1 Full Legal Name: [PATIENT FULL NAME]
2.2 Date of Birth: [PATIENT DATE OF BIRTH]
2.3 Social Security Number (optional): [PATIENT SOCIAL SECURITY NUMBER]
2.4 Street Address: [PATIENT STREET ADDRESS]
2.5 City, State, ZIP Code: [PATIENT CITY], INDIANA [PATIENT ZIP CODE]
2.6 Telephone Number: [PATIENT TELEPHONE NUMBER]
2.7 Attending Physician: [ATTENDING PHYSICIAN NAME]
2.8 Physician Address: [PHYSICIAN STREET ADDRESS]
2.9 Physician City, State, ZIP Code: [PHYSICIAN CITY], INDIANA [PHYSICIAN ZIP CODE]
2.10 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

3. DECLARATION OF WISHES REGARDING LIFE SUSTAINING TREATMENT
3.1 Terminal Condition: If I have an incurable injury, disease, or illness certified in writing to be a terminal condition by my attending physician, and my attending physician has determined that my death will occur within a short period of time whether or not life sustaining treatment is provided, I direct that life sustaining treatment be withheld or withdrawn and that I be permitted to die naturally.
3.2 Persistent Vegetative State: If I am in a persistent vegetative state, as determined and certified in writing by my attending physician, and my attending physician has determined that there is no reasonable possibility of my regaining consciousness or returning to a cognitive and sapient state, I direct that life sustaining treatment be withheld or withdrawn and that I be permitted to die naturally.
3.3 Additional Instructions: [ADDITIONAL INSTRUCTIONS, IF ANY, REGARDING LIFE SUSTAINING TREATMENT]

4. NUTRITION AND HYDRATION
4.1 Instructions Regarding Nutrition and Hydration: In the event I am in a terminal condition or a persistent vegetative state, my instructions regarding the provision of nutrition and hydration (including assisted feeding and fluids) are as follows: [INITIAL ONE: WITHHOLD OR WITHDRAW NUTRITION AND HYDRATION / PROVIDE NUTRITION AND HYDRATION].
4.2 Acknowledgment: I understand that this section concerns the provision of nutrition and hydration and that my instructions will be honored to the extent permitted by Indiana law.

5. PAIN RELIEF AND COMFORT CARE
5.1 Comfort Care: I direct that I receive appropriate medication and treatment to relieve pain and to provide comfort care, even if such medication or treatment may hasten my death, provided that the medication or treatment is not intended to cause my death.
5.2 Palliative Care: I request that palliative care and comfort measures be provided to me at all times consistent with my wishes expressed in this declaration.

6. DESIGNATION OF HEALTH CARE REPRESENTATIVE
6.1 Representative Name: [HEALTH CARE REPRESENTATIVE FULL NAME]
6.2 Representative Address: [HEALTH CARE REPRESENTATIVE STREET ADDRESS]
6.3 Representative City, State, ZIP Code: [HEALTH CARE REPRESENTATIVE CITY], INDIANA [HEALTH CARE REPRESENTATIVE ZIP CODE]
6.4 Representative Telephone Number: [HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER]
6.5 Alternate Representative Name: [ALTERNATE HEALTH CARE REPRESENTATIVE FULL NAME]
6.6 Alternate Representative Address: [ALTERNATE HEALTH CARE REPRESENTATIVE STREET ADDRESS]
6.7 Alternate Representative City, State, ZIP Code: [ALTERNATE HEALTH CARE REPRESENTATIVE CITY], INDIANA [ALTERNATE HEALTH CARE REPRESENTATIVE ZIP CODE]
6.8 Alternate Representative Telephone Number: [ALTERNATE HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER]
6.9 Authority of Representative: I authorize my designated health care representative to act on my behalf in accordance with this declaration and to make decisions consistent with my wishes as expressed herein, including the authority to consent to, refuse, or withdraw life sustaining treatment.

7. PHYSICIAN CERTIFICATION
7.1 Certification of Terminal Condition or Persistent Vegetative State: I certify that I have examined the declarant, [PATIENT FULL NAME], and have determined that the declarant is in a terminal condition or a persistent vegetative state as described in this declaration.
7.2 Physician Name: [CERTIFYING PHYSICIAN FULL NAME]
7.3 Physician License Number: [PHYSICIAN LICENSE NUMBER]
7.4 Physician Signature: [PHYSICIAN SIGNATURE]
7.5 Date of Certification: [DATE OF CERTIFICATION]

8. WITNESSES
8.1 Witness One Name: [WITNESS ONE FULL NAME]
8.2 Witness One Address: [WITNESS ONE STREET ADDRESS]
8.3 Witness One City, State, ZIP Code: [WITNESS ONE CITY], INDIANA [WITNESS ONE ZIP CODE]
8.4 Witness One Signature: [WITNESS ONE SIGNATURE]
8.5 Witness One Date: [WITNESS ONE DATE]
8.6 Witness Two Name: [WITNESS TWO FULL NAME]
8.7 Witness Two Address: [WITNESS TWO STREET ADDRESS]
8.8 Witness Two City, State, ZIP Code: [WITNESS TWO CITY], INDIANA [WITNESS TWO ZIP CODE]
8.9 Witness Two Signature: [WITNESS TWO SIGNATURE]
8.10 Witness Two Date: [WITNESS TWO DATE]
8.11 Witness Attestation: Each witness attests that the declarant is personally known to the witness or that the declarant's identity has been verified, that the declarant signed this declaration in the presence of the witness, that the declarant appears to be of sound mind and not under duress, fraud, or undue influence, and that the witness is not the declarant's attending physician or health care representative.

9. NOTARIZATION (OPTIONAL)
9.1 State of Indiana: [STATE OF INDIANA]
9.2 County of: [COUNTY NAME]
9.3 Notary Acknowledgment: Before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], who acknowledged the execution of this declaration for the purposes therein stated.
9.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
9.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
9.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
9.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
9.8 Date of Notarization: [DATE OF NOTARIZATION]

10. DECLARANT SIGNATURE
10.1 Declarant Signature: [PATIENT SIGNATURE]
10.2 Declarant Printed Name: [PATIENT FULL NAME]
10.3 Date Signed: [DATE SIGNED]

11. REVOCATION
11.1 Right to Revoke: 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 orally expressing my intent to revoke in the presence of a witness.
11.2 Effect of Revocation: Upon revocation, this declaration shall be of no further force or effect.

12. COPIES AND DISTRIBUTION
12.1 Copies: I direct that copies of this declaration be provided to my attending physician, my designated health care representative, and any health care facility in which I receive care.
12.2 Original Document Location: [LOCATION OF ORIGINAL DOCUMENT]

13. ACKNOWLEDGMENT AND SIGNATURE
13.1 Acknowledgment: I have read this declaration, I understand its contents, and I have had the opportunity to ask questions and consult with persons of my choosing. I sign this declaration freely and voluntarily.
13.2 Declarant Signature: [PATIENT SIGNATURE]
13.3 Date: [DATE SIGNED]
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