MISSOURI LIFE SUPPORT WITHDRAWAL AUTHORIZATION

[PATIENT FULL NAME]

[PATIENT DATE OF BIRTH]

[PATIENT ADDRESS]

[CITY], [STATE], [ZIP CODE]

[FACILITY NAME]

[FACILITY ADDRESS]

[CITY], [STATE], [ZIP CODE]

[PHONE NUMBER]

RE: AUTHORIZATION FOR WITHDRAWAL OF LIFE SUPPORT

1. PATIENT INFORMATION

1.1 Patient Name: [PATIENT FULL NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Patient Address: [PATIENT ADDRESS], [CITY], [STATE], [ZIP CODE]

1.4 Medical Record Number: [MEDICAL RECORD NUMBER]

1.5 Primary Diagnosis: [PRIMARY DIAGNOSIS]

1.6 Attending Physician: [ATTENDING PHYSICIAN NAME]

1.7 Facility Name and Address: [FACILITY NAME], [FACILITY ADDRESS], [CITY], [STATE], [ZIP CODE]

2. AUTHORIZING PARTY INFORMATION

2.1 Authorizing Party Name: [AUTHORIZING PARTY NAME]

2.2 Relationship to Patient: [RELATIONSHIP TO PATIENT]

2.3 Authority to Act: [BASIS OF AUTHORITY, E.G., HEALTH CARE POWER OF ATTORNEY, GUARDIANSHIP, SURROGATE UNDER MISSOURI LAW]

2.4 Authorizing Party Address: [AUTHORIZING PARTY ADDRESS], [CITY], [STATE], [ZIP CODE]

2.5 Authorizing Party Phone Number: [PHONE NUMBER]

3. SCOPE OF AUTHORIZATION

3.1 The Authorizing Party hereby authorizes and directs the attending physician, facility, and all treating health care providers to withdraw or withhold the life support interventions identified in Section 4 below.

3.2 This authorization is made pursuant to the patient's known wishes, advance directive, or the Authorizing Party's authority under Missouri law, including Chapter 404 and Chapter 459 of the Revised Statutes of Missouri, as applicable.

3.3 This authorization shall remain in effect until revoked in writing or until the patient's death, whichever occurs first.

4. LIFE SUPPORT INTERVENTIONS TO BE WITHDRAWN OR WITHHELD

4.1 Mechanical Ventilation: [YES/NO]

4.2 Cardiopulmonary Resuscitation (CPR): [YES/NO]

4.3 Artificial Nutrition and Hydration: [YES/NO]

4.4 Dialysis: [YES/NO]

4.5 Vasopressor and Inotropic Medications: [YES/NO]

4.6 Antibiotic Therapy: [YES/NO]

4.7 Blood Transfusions: [YES/NO]

4.8 Other Interventions: [SPECIFY OTHER INTERVENTIONS]

5. CLINICAL CONDITIONS AND CONFIRMATION

5.1 This authorization applies where the patient is in a terminal condition, persistent vegetative state, or permanently unconscious state as certified by the attending physician and one consulting physician.

5.2 Attending Physician Certification Date: [DATE]

5.3 Consulting Physician Name: [CONSULTING PHYSICIAN NAME]

5.4 Consulting Physician Certification Date: [DATE]

6. PALLIATIVE CARE AND COMFORT MEASURES

6.1 The Authorizing Party directs that the patient receive appropriate palliative care, pain management, and comfort measures following withdrawal of life support.

6.2 Comfort measures shall include [SPECIFY COMFORT MEASURES].

7. NOTIFICATION AND ACKNOWLEDGMENT

7.1 The Authorizing Party acknowledges that the consequences of withdrawing life support have been explained, including the likelihood of death following withdrawal.

7.2 The Authorizing Party confirms that this decision reflects the patient's wishes or best interests.

7.3 Facility Representative Name: [FACILITY REPRESENTATIVE NAME]

7.4 Date of Discussion: [DATE]

8. WITNESSES

8.1 Witness One Name: [WITNESS ONE NAME]

8.2 Witness One Address: [WITNESS ONE ADDRESS]

8.3 Witness One Signature: [WITNESS ONE SIGNATURE]

8.4 Witness One Date: [WITNESS ONE DATE]

8.5 Witness Two Name: [WITNESS TWO NAME]

8.6 Witness Two Address: [WITNESS TWO ADDRESS]

8.7 Witness Two Signature: [WITNESS TWO SIGNATURE]

8.8 Witness Two Date: [WITNESS TWO DATE]

9. SIGNATURES

9.1 Authorizing Party Signature: [AUTHORIZING PARTY SIGNATURE]

9.2 Authorizing Party Printed Name: [AUTHORIZING PARTY NAME]

9.3 Date: [DATE]

9.4 Attending Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]

9.5 Attending Physician Printed Name: [ATTENDING PHYSICIAN NAME]

9.6 Date: [DATE]

9.7 Facility Representative Signature: [FACILITY REPRESENTATIVE SIGNATURE]

9.8 Facility Representative Printed Name: [FACILITY REPRESENTATIVE NAME]

9.9 Date: [DATE]

10. NOTARIZATION

10.1 State of Missouri

10.2 County of [COUNTY NAME]

10.3 On this [DAY] day of [MONTH], [YEAR], before me personally appeared [AUTHORIZING PARTY 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.

10.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

10.5 Notary Public Printed Name: [NOTARY PUBLIC NAME]

10.6 Commission Expiration Date: [COMMISSION EXPIRATION DATE]

10.7 My Commission Number: [COMMISSION NUMBER]


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