INDIANA TERMINAL ILLNESS TREATMENT DIRECTIVE

This Indiana Terminal Illness Treatment Directive is made pursuant to Indiana Code Title 16, Article 36, and applicable federal law, including the Patient Self-Determination Act.

DECLARANT INFORMATION

Declarant Name: [DECLARANT FULL LEGAL NAME]

Declarant Date of Birth: [DECLARANT DATE OF BIRTH]

Declarant Address: [DECLARANT STREET ADDRESS]

Declarant City, State, ZIP: [DECLARANT CITY, STATE, ZIP]

Declarant Telephone Number: [DECLARANT TELEPHONE NUMBER]

Date of Execution: [DATE OF EXECUTION]

RE: Declaration of treatment preferences upon diagnosis of a terminal illness or condition

1. DECLARATION OF TERMINAL ILLNESS
1.1 Purpose of This Directive: I, [DECLARANT FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Terminal Illness Treatment Directive to set forth my wishes regarding medical treatment in the event I am diagnosed with a terminal illness or terminal condition.
1.2 Definition of Terminal Illness: For purposes of this Directive, "terminal illness" or "terminal condition" means an incurable and irreversible condition that, without the administration of life-sustaining treatment, will, in the opinion of the attending physician, result in death within a relatively short time.
1.3 Diagnosis Confirmation: This Directive becomes operative when my attending physician and a second physician, if required by law, have diagnosed me as having a terminal illness or terminal condition and have documented that diagnosis in my medical record.

2. DESIGNATION OF HEALTH CARE REPRESENTATIVE
2.1 Primary Representative: I designate [HEALTH CARE REPRESENTATIVE NAME] as my health care representative to make health care decisions on my behalf consistent with this Directive.
2.2 Representative Address: [HEALTH CARE REPRESENTATIVE STREET ADDRESS]
2.3 Representative City, State, ZIP: [HEALTH CARE REPRESENTATIVE CITY, STATE, ZIP]
2.4 Representative Telephone Number: [HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER]
2.5 Alternate Representative: If my primary representative is unavailable, unwilling, or unable to act, I designate [ALTERNATE HEALTH CARE REPRESENTATIVE NAME] as my alternate health care representative.
2.6 Alternate Representative Address: [ALTERNATE HEALTH CARE REPRESENTATIVE STREET ADDRESS]
2.7 Alternate Representative City, State, ZIP: [ALTERNATE HEALTH CARE REPRESENTATIVE CITY, STATE, ZIP]
2.8 Alternate Representative Telephone Number: [ALTERNATE HEALTH CARE REPRESENTATIVE TELEPHONE NUMBER]
2.9 Authority of Representative: My representative shall have authority to consent to, refuse, or withdraw any medical treatment, including life-sustaining treatment, in accordance with the terms of this Directive.

3. TREATMENT PREFERENCES
3.1 Life-Sustaining Treatment: I direct that the following preference be followed regarding life-sustaining treatment: [INITIAL ONE: WITHHOLD OR WITHDRAW LIFE-SUSTAINING TREATMENT / CONTINUE LIFE-SUSTAINING TREATMENT].
3.2 Artificial Nutrition and Hydration: I direct that the following preference be followed regarding artificially administered nutrition and hydration: [INITIAL ONE: WITHHOLD OR WITHDRAW ARTIFICIAL NUTRITION AND HYDRATION / CONTINUE ARTIFICIAL NUTRITION AND HYDRATION].
3.3 Cardiopulmonary Resuscitation: I direct that the following preference be followed regarding cardiopulmonary resuscitation (CPR): [INITIAL ONE: DO NOT ATTEMPT RESUSCITATION / ATTEMPT RESUSCITATION].
3.4 Mechanical Ventilation: I direct that the following preference be followed regarding mechanical ventilation: [INITIAL ONE: WITHHOLD OR WITHDRAW MECHANICAL VENTILATION / CONTINUE MECHANICAL VENTILATION].
3.5 Dialysis: I direct that the following preference be followed regarding dialysis: [INITIAL ONE: WITHHOLD OR WITHDRAW DIALYSIS / CONTINUE DIALYSIS].
3.6 Antibiotics: I direct that the following preference be followed regarding antibiotic treatment: [INITIAL ONE: WITHHOLD OR WITHDRAW ANTIBIOTICS / CONTINUE ANTIBIOTICS].
3.7 Blood Transfusion: I direct that the following preference be followed regarding blood transfusion: [INITIAL ONE: WITHHOLD OR WITHDRAW BLOOD TRANSFUSION / CONTINUE BLOOD TRANSFUSION].
3.8 Pain Relief and Comfort Care: I direct that I receive medication and treatment necessary to relieve pain and provide comfort, even if such treatment may hasten death, provided it is not the primary intent to cause death.
3.9 Additional Instructions: [ADDITIONAL TREATMENT INSTRUCTIONS, IF ANY]

4. HOSPICE AND PALLIATIVE CARE
4.1 Hospice Election: I direct that I be considered for hospice care when eligible: [INITIAL ONE: YES / NO].
4.2 Palliative Care: I direct that I receive palliative care to maintain my comfort and dignity: [INITIAL ONE: YES / NO].
4.3 Preferred Care Setting: My preferred care setting is: [PREFERRED CARE SETTING, E.G., HOME, HOSPICE FACILITY, HOSPITAL].

5. ANATOMICAL GIFTS
5.1 Organ and Tissue Donation: My preference regarding organ and tissue donation is: [INITIAL ONE: I WISH TO DONATE ORGANS AND TISSUES / I DO NOT WISH TO DONATE ORGANS AND TISSUES].
5.2 Designated Recipient or Organization: [DESIGNATED RECIPIENT OR ORGANIZATION, IF ANY]

6. NOMINATION OF GUARDIAN
6.1 Guardian Nomination: If a guardian is needed, I nominate [NOMINATED GUARDIAN NAME] to serve as guardian of my person.
6.2 Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS]
6.3 Guardian City, State, ZIP: [NOMINATED GUARDIAN CITY, STATE, ZIP]
6.4 Guardian Telephone Number: [NOMINATED GUARDIAN TELEPHONE NUMBER]

7. PHYSICIAN AND HEALTH CARE PROVIDER INFORMATION
7.1 Attending Physician Name: [ATTENDING PHYSICIAN NAME]
7.2 Attending Physician Telephone Number: [ATTENDING PHYSICIAN TELEPHONE NUMBER]
7.3 Primary Hospital or Facility: [PRIMARY HOSPITAL OR FACILITY NAME]

8. EFFECT OF THIS DIRECTIVE
8.1 Duration: This Directive remains in effect until I revoke it in writing, execute a new directive, or until the circumstances described in Section 1 no longer apply.
8.2 Revocation: I may revoke this Directive at any time by written revocation, by oral statement to my attending physician, or by physical destruction of this document.
8.3 Severability: If any provision of this Directive is held invalid, the remaining provisions shall remain in full force and effect.
8.4 Copies: A copy of this Directive shall have the same effect as the original.

9. SIGNATURE OF DECLARANT
9.1 I sign this Directive voluntarily and free from duress, and I understand its contents.

Declarant Signature: [DECLARANT SIGNATURE]

Declarant Printed Name: [DECLARANT FULL LEGAL NAME]

Date Signed: [DATE SIGNED]

10. WITNESSES
10.1 Witness One Signature: [WITNESS ONE SIGNATURE]
10.2 Witness One Printed Name: [WITNESS ONE PRINTED NAME]
10.3 Witness One Address: [WITNESS ONE STREET ADDRESS]
10.4 Witness One City, State, ZIP: [WITNESS ONE CITY, STATE, ZIP]
10.5 Witness One Date Signed: [WITNESS ONE DATE SIGNED]
10.6 Witness Two Signature: [WITNESS TWO SIGNATURE]
10.7 Witness Two Printed Name: [WITNESS TWO PRINTED NAME]
10.8 Witness Two Address: [WITNESS TWO STREET ADDRESS]
10.9 Witness Two City, State, ZIP: [WITNESS TWO CITY, STATE, ZIP]
10.10 Witness Two Date Signed: [WITNESS TWO DATE SIGNED]
10.11 Witness Attestation: Each witness attests that the declarant appeared to be of sound mind, signed this Directive voluntarily, and is not related to the declarant by blood, marriage, or adoption, and is not entitled to any portion of the declarant's estate.

11. NOTARY ACKNOWLEDGMENT
11.1 State of Indiana
11.2 County of [COUNTY NAME]
11.3 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 Directive, and acknowledged that he or she executed the same for the purposes therein contained.
11.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
11.5 Notary Public 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 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
11.9 Date Notarized: [DATE NOTARIZED]
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