MISSOURI ADVANCE HEALTHCARE DIRECTIVE TEMPLATE

[YOUR FULL LEGAL NAME]

[YOUR STREET ADDRESS]

[YOUR CITY, STATE, ZIP CODE]

[DATE OF BIRTH]

[DATE OF EXECUTION]

RE: MISSOURI ADVANCE HEALTHCARE DIRECTIVE — DURABLE POWER OF ATTORNEY FOR HEALTH CARE AND HEALTH CARE DECLARATION

PART I — DURABLE POWER OF ATTORNEY FOR HEALTH CARE

1. DESIGNATION OF HEALTH CARE AGENT
1.1 I, [YOUR FULL LEGAL NAME], being of sound mind and at least eighteen years of age, voluntarily make this Durable Power of Attorney for Health Care and Health Care Declaration pursuant to Chapter 404 of the Missouri Revised Statutes.
1.2 I designate the following individual as my attorney in fact (health care agent) to make health care decisions for me when I am unable to make them myself:

Agent Name: [AGENT FULL LEGAL NAME]

Agent Street Address: [AGENT STREET ADDRESS]

Agent City, State, ZIP Code: [AGENT CITY, STATE, ZIP CODE]

Agent Telephone Number: [AGENT TELEPHONE NUMBER]

Agent Relationship to Me: [AGENT RELATIONSHIP]
1.3 If the agent named above is unavailable, unwilling, or unable to act, I designate the following individual as my alternate health care agent:

Alternate Agent Name: [ALTERNATE AGENT FULL LEGAL NAME]

Alternate Agent Street Address: [ALTERNATE AGENT STREET ADDRESS]

Alternate Agent City, State, ZIP Code: [ALTERNATE AGENT CITY, STATE, ZIP CODE]

Alternate Agent Telephone Number: [ALTERNATE AGENT TELEPHONE NUMBER]

Alternate Agent Relationship to Me: [ALTERNATE AGENT RELATIONSHIP]
1.4 My agent's authority becomes effective only when my attending physician determines that I am unable to make and communicate health care decisions for myself, or upon the circumstances described in Section 2 below.

2. EFFECTIVE DATE AND DURABILITY
2.1 This Durable Power of Attorney for Health Care shall not be affected by my subsequent disability, incapacity, or incompetence.
2.2 This power of attorney shall become effective upon my incapacity as determined by my attending physician, unless I have initialed the following optional provision:

[INITIALS] This power of attorney shall become effective immediately upon execution.
2.3 This power of attorney shall remain in effect until my death or until I revoke it in writing, unless I have initialed the following optional provision:

[INITIALS] This power of attorney shall expire on [EXPIRATION DATE].

3. AUTHORITY OF HEALTH CARE AGENT
3.1 My agent shall have the authority to make any health care decision for me that I could make if I were able, including but not limited to the authority to:

(a) consent to, refuse, or withdraw any medical treatment, procedure, or intervention;

(b) select and discharge physicians, health care providers, and health care facilities;

(c) authorize admission to or discharge from a hospital, nursing home, residential care facility, assisted living facility, or hospice program;

(d) authorize the administration of pain relief and comfort care, even if such measures may hasten death;

(e) authorize or refuse the administration of nutrition and hydration by artificial means;

(f) authorize or refuse cardiopulmonary resuscitation (CPR) and other life-sustaining measures;

(g) authorize an autopsy and make anatomical gifts, subject to my instructions in Section 8;

(h) authorize the release of my medical records and health information to my agent and to others as necessary to carry out my health care decisions;

(i) hire and discharge health care providers and pay reasonable fees for their services from my resources;

(j) take any other action necessary to carry out my health care decisions.
3.2 My agent shall make health care decisions for me in accordance with my wishes as expressed in this document, and if my wishes are not known, in accordance with my best interests.
3.3 My agent shall not be liable for any act or omission made in good faith on my behalf.

4. NOMINATION OF GUARDIAN
4.1 If a guardian of my person is to be appointed, I nominate my agent named in Section
1.2 above, or if unavailable, my alternate agent named in Section
1.3 above, to serve as guardian of my person.
4.2 This nomination shall be considered by any court appointing a guardian for me.

5. REVOCATION OF PRIOR DOCUMENTS
5.1 I revoke all prior Durable Powers of Attorney for Health Care and all prior health care declarations executed by me.
5.2 This revocation does not affect any prior document to the extent it is required to be honored under applicable law.

6. COPIES AND RELIANCE
6.1 A photocopy or electronic copy of this document shall have the same force and effect as the original.
6.2 Any health care provider, health care facility, or other person may rely upon this document without liability.

PART II — HEALTH CARE DECLARATION (LIVING WILL)

7. DECLARATION OF WISHES REGARDING LIFE-SUSTAINING TREATMENT
7.1 I, [YOUR FULL LEGAL NAME], being of sound mind, willfully and voluntarily make known my desires concerning my own medical care in the event I am unable to make them myself.
7.2 If I have a terminal condition, as defined under Missouri law, and my attending physician and one other physician have determined that there is no reasonable hope of my recovery, I direct that my attending physician withhold or withdraw life-sustaining treatment, including but not limited to:

(a) cardiopulmonary resuscitation (CPR);

(b) mechanical ventilation;

(c) dialysis;

(d) antibiotics for a life-threatening infection;

(e) surgery;

(f) blood transfusions;

(g) artificial nutrition and hydration.
7.3 If I am in a persistent vegetative state or an irreversible coma, as determined by my attending physician and one other physician, I direct that my attending physician withhold or withdraw life-sustaining treatment, including but not limited to the measures listed in Section
7.2 above.
7.4 Notwithstanding Sections
7.2 and 7.3, I direct that I be provided with comfort care, including medication for pain relief and other measures to keep me comfortable, even if such measures may hasten my death.
7.5 Optional instructions regarding artificial nutrition and hydration:

[INITIALS] I DO wish to receive artificial nutrition and hydration.

[INITIALS] I DO NOT wish to receive artificial nutrition and hydration.
7.6 Additional instructions or limitations regarding life-sustaining treatment:

[ADDITIONAL INSTRUCTIONS OR LIMITATIONS]

8. ANATOMICAL GIFTS
8.1 Upon my death, I direct the following regarding anatomical gifts:

[INITIALS] I authorize the donation of any needed organs, tissues, or eyes for transplantation, therapy, research, or education.

[INITIALS] I do not authorize anatomical gifts.
8.2 Any limitations on anatomical gifts:

[LIMITATIONS ON ANATOMICAL GIFTS]

9. PAIN RELIEF
9.1 I direct that I be given medication and treatment to relieve pain and suffering, even if such medication may shorten my life, provided that such medication is not given with the intent to cause my death.

10. PREGNANCY PROVISION
10.1 If I am pregnant at the time this declaration would otherwise take effect, the following provision shall apply:

[INITIALS] This declaration shall remain in full force and effect notwithstanding my pregnancy.

[INITIALS] This declaration shall be suspended during my pregnancy and shall take effect upon the termination of my pregnancy.

PART III — GENERAL PROVISIONS

11. SEVERABILITY
11.1 If any provision of this document is held to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.

12. INTERPRETATION
12.1 This document shall be governed by and construed in accordance with the laws of the State of Missouri.
12.2 This document is intended to comply with the requirements of Chapter 404 of the Missouri Revised Statutes and shall be interpreted to give maximum effect to my wishes.

13. REVOCATION
13.1 I may revoke this document at any time by a signed writing, by physically destroying the document, or by orally stating my intent to revoke in the presence of a witness.
13.2 Revocation shall be effective upon communication to my attending physician or health care provider.

PART IV — SIGNATURE AND WITNESSES

14. SIGNATURE OF PRINCIPAL
14.1 I sign this Advance Healthcare Directive on [DATE OF EXECUTION], at [CITY, STATE OF EXECUTION].

Signature: ___________________________________________

Printed Name: [YOUR FULL LEGAL NAME]

15. WITNESSES
15.1 The undersigned witnesses declare that the principal signed this document in our presence, that the principal appears to be of sound mind and not under duress, fraud, or undue influence, and that we are not the principal's health care agent, not related to the principal by blood, marriage, or adoption, and not entitled to any portion of the principal's estate.

Witness 1 Signature: ___________________________________________

Witness 1 Printed Name: [WITNESS 1 FULL LEGAL NAME]

Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]

Witness 1 City, State, ZIP Code: [WITNESS 1 CITY, STATE, ZIP CODE]

Witness 1 Date: [WITNESS 1 DATE]

Witness 2 Signature: ___________________________________________

Witness 2 Printed Name: [WITNESS 2 FULL LEGAL NAME]

Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]

Witness 2 City, State, ZIP Code: [WITNESS 2 CITY, STATE, ZIP CODE]

Witness 2 Date: [WITNESS 2 DATE]

16. NOTARIZATION (OPTIONAL)
16.1 State of Missouri, County of [COUNTY OF EXECUTION].
16.2 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [YOUR FULL LEGAL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged to me that [HE/SHE/THEY] executed the same in [HIS/HER/THEIR] authorized capacity and that by [HIS/HER/THEIR] signature on the instrument, the person, or the entity upon behalf of which the person acted, executed the instrument.

Notary Public Signature: ___________________________________________

Notary Public Printed Name: [NOTARY PUBLIC FULL LEGAL NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

17. DISTRIBUTION OF COPIES
17.1 I have provided copies of this document to the following individuals and entities:

Copy Provided To: [RECIPIENT 1 NAME AND ADDRESS]

Copy Provided To: [RECIPIENT 2 NAME AND ADDRESS]

Copy Provided To: [RECIPIENT 3 NAME AND ADDRESS]

Copy Provided To: [RECIPIENT 4 NAME AND ADDRESS]

18. ADDITIONAL INSTRUCTIONS OR COMMENTS
18.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS]


Downloaded from www.printablelegaldoc.com
https://www.printablelegaldoc.com/
