MISSOURI ADVANCE DIRECTIVE FOR TERMINAL ILLNESS

I, [DECLARANT FULL NAME], being of sound mind and at least eighteen years of age, voluntarily make this Advance Directive for Terminal Illness under the laws of the State of Missouri.

DECLARANT INFORMATION

[DECLARANT FULL NAME]

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP CODE]

[DECLARANT DATE OF BIRTH]

[DECLARANT TELEPHONE NUMBER]

RE: DECLARATION OF DESIRES REGARDING TREATMENT IN THE EVENT OF A TERMINAL CONDITION

1. DESIGNATION OF HEALTH CARE AGENT
1.1 Agent Name: I designate [HEALTH CARE AGENT FULL NAME] as my health care agent to make health care decisions for me if I am unable to make them myself.
1.2 Agent Address: [HEALTH CARE AGENT STREET ADDRESS]
1.3 Agent City, State, ZIP Code: [HEALTH CARE AGENT CITY, STATE, ZIP CODE]
1.4 Agent Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER]
1.5 Agent Relationship to Declarant: [RELATIONSHIP TO DECLARANT]
1.6 Alternate Agent Name: If my designated agent is unable, unwilling, or unavailable to act, I designate [ALTERNATE HEALTH CARE AGENT FULL NAME] as my alternate health care agent.
1.7 Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]
1.8 Alternate Agent City, State, ZIP Code: [ALTERNATE AGENT CITY, STATE, ZIP CODE]
1.9 Alternate Agent Telephone Number: [ALTERNATE AGENT TELEPHONE NUMBER]
1.10 Alternate Agent Relationship to Declarant: [ALTERNATE AGENT RELATIONSHIP TO DECLARANT]

2. DECLARATION OF DESIRES REGARDING TERMINAL CONDITION
2.1 Terminal Condition Defined: For purposes of this directive, "terminal condition" means an incurable or 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.
2.2 Withholding or Withdrawal of Life-Sustaining Treatment: If I have a terminal condition and I am unable to make health care decisions for myself, I direct that life-sustaining treatment be withheld or withdrawn, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me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.
2.3 Artificial Nutrition and Hydration: Regarding the provision of artificially administered nutrition and hydration in the event of a terminal condition, I direct the following (initial one):

2.3.1 [INITIAL] I DO NOT want artificially administered nutrition and hydration to be withheld or withdrawn.

2.3.2 [INITIAL] I DO want artificially administered nutrition and hydration to be withheld or withdrawn.
2.4 Cardiopulmonary Resuscitation: Regarding cardiopulmonary resuscitation (CPR) in the event of a terminal condition, I direct the following (initial one):

2.4.1 [INITIAL] I DO NOT want cardiopulmonary resuscitation to be administered.

2.4.2 [INITIAL] I DO want cardiopulmonary resuscitation to be administered.
2.5 Mechanical Ventilation: Regarding mechanical ventilation in the event of a terminal condition, I direct the following (initial one):

2.5.1 [INITIAL] I DO NOT want mechanical ventilation to be administered.

2.5.2 [INITIAL] I DO want mechanical ventilation to be administered.
2.6 Pain Relief: I direct that I be provided with medication and treatment necessary to relieve pain and to provide comfort care, even if such medication or treatment may hasten my death.

3. ADDITIONAL DIRECTIONS AND INSTRUCTIONS
3.1 Additional Instructions: [ADDITIONAL INSTRUCTIONS OR DIRECTIONS, IF ANY]
3.2 Anatomical Gift: Regarding the donation of my organs, tissues, or eyes, I direct the following (initial one):

3.2.1 [INITIAL] I DO NOT wish to make an anatomical gift.

3.2.2 [INITIAL] I DO wish to make an anatomical gift as follows: [DESCRIPTION OF ANATOMICAL GIFT]
3.3 Autopsy: Regarding an autopsy, I direct the following (initial one):

3.3.1 [INITIAL] I DO NOT consent to an autopsy.

3.3.2 [INITIAL] I DO consent to an autopsy.

4. NOMINATION OF GUARDIAN
4.1 Guardian Nomination: If a guardian of my person is to be appointed, I nominate [NOMINATED GUARDIAN FULL NAME] as my guardian.
4.2 Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS]
4.3 Guardian City, State, ZIP Code: [NOMINATED GUARDIAN CITY, STATE, ZIP CODE]
4.4 Guardian Telephone Number: [NOMINATED GUARDIAN TELEPHONE NUMBER]

5. EFFECT OF DIRECTIVE
5.1 This directive shall become effective only when I have a terminal condition and am unable to make health care decisions for myself.
5.2 This directive shall remain in effect until revoked by me.
5.3 This directive shall be honored by my attending physician and health care providers to the fullest extent permitted by law.

6. REVOCATION
6.1 I may revoke this directive at any time by notifying my attending physician, health care agent, or health care provider, or by executing a subsequent directive.
6.2 Revocation of this directive shall not affect any action taken in reliance on it before the revocation is communicated.

7. SEverability
7.1 If any provision of this directive is found to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

8. COPIES
8.1 A copy of this directive shall have the same force and effect as the original.

9. SIGNATURE OF DECLARANT
9.1 I sign this Advance Directive for Terminal Illness voluntarily and of my own free will on this [DAY] day of [MONTH], [YEAR].
9.2 Declarant Signature: [DECLARANT SIGNATURE]
9.3 Declarant Printed Name: [DECLARANT FULL NAME]

10. WITNESSES
10.1 Witness One Signature: [WITNESS ONE SIGNATURE]
10.2 Witness One Printed Name: [WITNESS ONE FULL NAME]
10.3 Witness One Address: [WITNESS ONE STREET ADDRESS]
10.4 Witness One City, State, ZIP Code: [WITNESS ONE CITY, STATE, ZIP CODE]
10.5 Witness Two Signature: [WITNESS TWO SIGNATURE]
10.6 Witness Two Printed Name: [WITNESS TWO FULL NAME]
10.7 Witness Two Address: [WITNESS TWO STREET ADDRESS]
10.8 Witness Two City, State, ZIP Code: [WITNESS TWO CITY, STATE, ZIP CODE]
10.9 Witness Attestation: Each witness declares that the declarant is personally known to the witness or has provided satisfactory identification, that the declarant signed this directive 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 health care agent, a person related to the declarant by blood, marriage, or adoption, or a person entitled to any portion of the declarant's estate.

11. NOTARY ACKNOWLEDGMENT (OPTIONAL)
11.1 State of Missouri: [STATE]
11.2 County of: [COUNTY]
11.3 On this [DAY] day of [MONTH], [YEAR], 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, and acknowledged that they executed the same for the purposes therein contained.
11.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
11.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]
11.6 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
11.7 Notary Seal: [NOTARY SEAL]
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