INDIANA LIVING WILL DECLARATION FORM

This Living Will Declaration is made by the Declarant named below under the provisions of the Indiana Living Wills and Life-Prolonging Procedures Act, Indiana Code Article 16-36.

[DECLARANT FULL LEGAL NAME]

[DECLARANT STREET ADDRESS]

[DECLARANT CITY], INDIANA [DECLARANT ZIP CODE]

[DECLARANT DATE OF BIRTH]

[DECLARANT TELEPHONE NUMBER]

Date of Declaration: [DATE OF DECLARATION]

RE: Declaration of the Declarant's wishes concerning life-prolonging procedures

1. DECLARANT IDENTIFICATION
1.1 Declarant Name: I, [DECLARANT FULL LEGAL NAME], being at least eighteen (18) years of age, of sound mind, and acting voluntarily, make this Living Will Declaration.
1.2 Declarant Residence: [DECLARANT STREET ADDRESS], [DECLARANT CITY], Indiana [DECLARANT ZIP CODE].
1.3 Declarant Date of Birth: [DECLARANT DATE OF BIRTH].

2. DECLARATION OF WISHES
2.1 Intent of Declaration: I intend for this Declaration to be followed if I am in a terminal condition and my attending physician, together with another physician who has examined me, has determined that I am in a terminal condition and that life-prolonging procedures would serve only to artificially prolong the dying process.
2.2 Direction Concerning Life-Prolonging Procedures: I direct that my attending physician withhold or withdraw life-prolonging procedures, including but not limited to cardiopulmonary resuscitation, mechanical ventilation, dialysis, blood transfusions, surgery, antibiotics, and artificial nutrition and hydration, except as I may otherwise specify in this Declaration.
2.3 Direction Concerning Nutrition and Hydration: [INITIAL ONE: I DO / I DO NOT] authorize the withholding or withdrawal of artificially supplied nutrition and hydration if I am in a terminal condition.
2.4 Direction Concerning Relief of Pain: I direct that I be given medication or treatment to relieve pain or discomfort, even if such medication or treatment may hasten my death, provided that such medication or treatment is not intended to cause my death.
2.5 Direction Concerning Comfort and Dignity: I direct that I be kept clean, warm, and as free from pain as possible, and that my dignity be preserved throughout the dying process.

3. DESIGNATION OF HEALTH CARE REPRESENTATIVE
3.1 Representative Name: I designate [HEALTH CARE REPRESENTATIVE FULL NAME] as my health care representative for purposes of this Declaration.
3.2 Representative Address: [HEALTH CARE REPRESENTATIVE STREET ADDRESS], [HEALTH CARE REPRESENTATIVE CITY], [HEALTH CARE REPRESENTATIVE STATE] [HEALTH CARE REPRESENTATIVE ZIP CODE].
3.3 Representative Telephone Number: [HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER].
3.4 Alternate Representative Name: If my designated representative is unable or unwilling to act, I designate [ALTERNATE HEALTH CARE REPRESENTATIVE FULL NAME] as my alternate health care representative.
3.5 Alternate Representative Address: [ALTERNATE HEALTH CARE REPRESENTATIVE STREET ADDRESS], [ALTERNATE HEALTH CARE REPRESENTATIVE CITY], [ALTERNATE HEALTH CARE REPRESENTATIVE STATE] [ALTERNATE HEALTH CARE REPRESENTATIVE ZIP CODE].
3.6 Alternate Representative Telephone Number: [ALTERNATE HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER].
3.7 Authority of Representative: I authorize my health care representative to make decisions consistent with this Declaration and to receive information necessary to make those decisions.

4. ADDITIONAL DIRECTIONS AND LIMITATIONS
4.1 Additional Instructions: [DESCRIBE ANY ADDITIONAL INSTRUCTIONS, LIMITATIONS, OR SPECIAL DIRECTIONS]
4.2 Limitations on Authority: [DESCRIBE ANY LIMITATIONS ON THE AUTHORITY OF THE HEALTH CARE REPRESENTATIVE]

5. PHYSICIAN AND HEALTH CARE PROVIDER PROVISIONS
5.1 Attending Physician Name: [ATTENDING PHYSICIAN FULL NAME].
5.2 Attending Physician Address: [ATTENDING PHYSICIAN PRACTICE NAME AND STREET ADDRESS], [ATTENDING PHYSICIAN CITY], [ATTENDING PHYSICIAN STATE] [ATTENDING PHYSICIAN ZIP CODE].
5.3 Attending Physician Telephone Number: [ATTENDING PHYSICIAN TELEPHONE NUMBER].
5.4 Copies to Health Care Providers: I direct that a copy of this Declaration be provided to my attending physician and to the health care facility where I am receiving care.

6. EFFECT OF DECLARATION
6.1 Duration: This Declaration remains in effect until I revoke it.
6.2 Revocation: I may revoke this Declaration at any time by a signed writing, by physical cancellation or destruction, or by orally expressing my intent to revoke in the presence of a witness.
6.3 Pregnancy: This Declaration shall be given effect notwithstanding any pregnancy, except as otherwise required by Indiana law.
6.4 Severability: If any provision of this Declaration is held invalid, the remaining provisions shall remain in full force and effect.

7. SIGNATURE OF DECLARANT
7.1 Declarant Signature: I sign this Declaration voluntarily and while of sound mind.

Declarant Signature: __________________________________________

Declarant Printed Name: [DECLARANT FULL LEGAL NAME]

Date Signed: [DATE SIGNED]

8. WITNESSES
8.1 Witness One Name: [WITNESS ONE FULL NAME].
8.2 Witness One Address: [WITNESS ONE STREET ADDRESS], [WITNESS ONE CITY], [WITNESS ONE STATE] [WITNESS ONE ZIP CODE].
8.3 Witness One Signature: __________________________________________
8.4 Witness One Date: [WITNESS ONE DATE SIGNED].
8.5 Witness Two Name: [WITNESS TWO FULL NAME].
8.6 Witness Two Address: [WITNESS TWO STREET ADDRESS], [WITNESS TWO CITY], [WITNESS TWO STATE] [WITNESS TWO ZIP CODE].
8.7 Witness Two Signature: __________________________________________
8.8 Witness Two Date: [WITNESS TWO DATE SIGNED].
8.9 Witness Attestation: Each witness declares that the Declarant signed this Declaration in the witness's presence, that the Declarant appeared to be of sound mind and not under duress, fraud, or undue influence, and that the witness is not the Declarant's attending physician, health care representative, or a person entitled to any portion of the Declarant's estate.

9. NOTARY ACKNOWLEDGMENT (OPTIONAL)
9.1 State of Indiana: State of Indiana, County of [COUNTY NAME].
9.2 Acknowledgment: Before me, the undersigned notary public, personally appeared [DECLARANT FULL LEGAL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to this Declaration, who acknowledged that the Declarant executed this Declaration voluntarily for the purposes stated herein.
9.3 Notary Signature: __________________________________________
9.4 Notary Printed Name: [NOTARY PUBLIC FULL NAME].
9.5 Notary Commission Number: [NOTARY COMMISSION NUMBER].
9.6 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE].
9.7 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE].

10. COPIES AND DISTRIBUTION
10.1 Original Location: [LOCATION WHERE ORIGINAL DECLARATION WILL BE KEPT].
10.2 Copy Provided To: [NAME AND ADDRESS OF PERSON OR FACILITY RECEIVING A COPY].
10.3 Copy Provided To: [NAME AND ADDRESS OF PERSON OR FACILITY RECEIVING A COPY].
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