MISSOURI LIFE-SUSTAINING TREATMENT DECLARATION FORM

[NAME OF DECLARANT]

[DECLARANT STREET ADDRESS]

[DECLARANT CITY, STATE, ZIP CODE]

[DECLARANT DATE OF BIRTH]

[DATE OF EXECUTION]

RE: DECLARATION DIRECTING THE WITHHOLDING OR WITHDRAWAL OF LIFE-SUSTAINING TREATMENT PURSUANT TO CHAPTER 459, REVISED STATUTES OF MISSOURI

1. DECLARATION OF INTENT
1.1 I, [NAME OF DECLARANT], being of sound mind and at least eighteen years of age, voluntarily make this Declaration directing the withholding or withdrawal of life-sustaining treatment in accordance with the provisions of Chapter 459 of the Revised Statutes of Missouri.
1.2 I understand that this Declaration will be given effect only when I am certified by two licensed physicians to be in a terminal condition or in a persistently vegetative state, as those terms are defined by Missouri law.
1.3 I understand that I may revoke this Declaration at any time and in any manner, and that this Declaration shall remain in effect until revoked by me.

2. DECLARANT INFORMATION
2.1 Full Legal Name: [NAME OF DECLARANT]
2.2 Date of Birth: [DECLARANT DATE OF BIRTH]
2.3 Street Address: [DECLARANT STREET ADDRESS]
2.4 City, State, Zip Code: [DECLARANT CITY, STATE, ZIP CODE]
2.5 Telephone Number: [DECLARANT TELEPHONE NUMBER]

3. DIRECTIVE REGARDING LIFE-SUSTAINING TREATMENT
3.1 If I am certified by two licensed physicians to be in a terminal condition, I direct that my attending physician withhold or withdraw all life-sustaining treatment, including but not limited to cardiopulmonary resuscitation, mechanical ventilation, dialysis, blood transfusions, antibiotics, and artificial nutrition and hydration, except as otherwise provided in this Declaration.
3.2 If I am certified by two licensed physicians to be in a persistently vegetative state, I direct that my attending physician withhold or withdraw all life-sustaining treatment, including but not limited to cardiopulmonary resuscitation, mechanical ventilation, dialysis, blood transfusions, antibiotics, and artificial nutrition and hydration, except as otherwise provided in this Declaration.
3.3 I direct that I be permitted to die naturally and that I receive only comfort care, including medication or procedures necessary to provide comfort or alleviate pain, even if such medication or procedures may hasten my death.
3.4 I direct that my attending physician provide appropriate palliative care, including the administration of pain-relieving medication, to keep me as comfortable as possible.

4. ARTIFICIAL NUTRITION AND HYDRATION
4.1 I specifically direct that artificially administered nutrition and hydration be withheld or withdrawn if I am certified to be in a terminal condition or a persistently vegetative state, consistent with the directives set forth in Section 3 of this Declaration.
4.2 I understand that this directive concerning artificially administered nutrition and hydration will be given effect only if I am certified to be in a terminal condition or a persistently vegetative state.

5. PREGNANCY PROVISION
5.1 If I am a female and I am known to be pregnant at the time this Declaration would otherwise take effect, I direct that this Declaration be given effect only to the extent permitted by Section
459.055 of the Revised Statutes of Missouri, and I direct that life-sustaining treatment be provided to me unless it would be medically inappropriate and inconsistent with the provisions of Missouri law governing the treatment of pregnant patients.

6. DESIGNATION OF ATTORNEY IN FACT (OPTIONAL)
6.1 I hereby designate the following individual as my attorney in fact to make health care decisions for me consistent with this Declaration, including decisions regarding the withholding or withdrawal of life-sustaining treatment:
6.2 Name of Attorney in Fact: [NAME OF ATTORNEY IN FACT]
6.3 Street Address: [ATTORNEY IN FACT STREET ADDRESS]
6.4 City, State, Zip Code: [ATTORNEY IN FACT CITY, STATE, ZIP CODE]
6.5 Telephone Number: [ATTORNEY IN FACT TELEPHONE NUMBER]
6.6 Alternate Attorney in Fact Name: [NAME OF ALTERNATE ATTORNEY IN FACT]
6.7 Alternate Street Address: [ALTERNATE ATTORNEY IN FACT STREET ADDRESS]
6.8 Alternate City, State, Zip Code: [ALTERNATE ATTORNEY IN FACT CITY, STATE, ZIP CODE]
6.9 Alternate Telephone Number: [ALTERNATE ATTORNEY IN FACT TELEPHONE NUMBER]

7. NAMED PHYSICIAN (OPTIONAL)
7.1 I designate the following physician as my attending physician for purposes of this Declaration:
7.2 Physician Name: [NAME OF PHYSICIAN]
7.3 Physician Address: [PHYSICIAN STREET ADDRESS]
7.4 Physician City, State, Zip Code: [PHYSICIAN CITY, STATE, ZIP CODE]
7.5 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

8. ADDITIONAL DIRECTIVES (OPTIONAL)
8.1 I offer the following additional instructions or limitations regarding my care: [ADDITIONAL DIRECTIVES OR INSTRUCTIONS]

9. REVOCATION OF PRIOR DECLARATIONS
9.1 I hereby revoke any prior life-sustaining treatment declaration, living will, or similar directive previously executed by me, to the extent inconsistent with this Declaration.

10. REVOCATION OF THIS DECLARATION
10.1 I understand that I may revoke this Declaration at any time by a signed writing, by physical cancellation or obliteration of this Declaration, or by an oral expression of intent to revoke made in the presence of a witness.
10.2 I understand that any such revocation shall be effective upon communication to my attending physician or other health care provider.

11. COPIES AND DISTRIBUTION
11.1 I direct that copies of this Declaration be provided to my attending physician, my designated attorney in fact, my alternate attorney in fact, and my family members or other persons as I deem appropriate.
11.2 I understand that a copy of this Declaration has the same force and effect as the original.

12. SIGNATURE OF DECLARANT
12.1 I sign this Declaration voluntarily and of my own free will on the date set forth below.
12.2 Signature of Declarant: [SIGNATURE OF DECLARANT]
12.3 Date: [DATE OF SIGNATURE]

13. WITNESSES
13.1 The undersigned witnesses declare that the Declarant signed this Declaration in our presence, that the Declarant appeared to be of sound mind and not under duress, fraud, or undue influence, and that we are not the Declarant's attending physician, attorney in fact, or a person who is entitled to any portion of the Declarant's estate.
13.2 Witness 1 Name: [NAME OF WITNESS 1]
13.3 Witness 1 Signature: [SIGNATURE OF WITNESS 1]
13.4 Witness 1 Address: [WITNESS 1 STREET ADDRESS]
13.5 Witness 1 City, State, Zip Code: [WITNESS 1 CITY, STATE, ZIP CODE]
13.6 Witness 1 Date: [WITNESS 1 DATE]
13.7 Witness 2 Name: [NAME OF WITNESS 2]
13.8 Witness 2 Signature: [SIGNATURE OF WITNESS 2]
13.9 Witness 2 Address: [WITNESS 2 STREET ADDRESS]
13.10 Witness 2 City, State, Zip Code: [WITNESS 2 CITY, STATE, ZIP CODE]
13.11 Witness 2 Date: [WITNESS 2 DATE]

14. NOTARIZATION (OPTIONAL)
14.1 State of Missouri
14.2 County of [COUNTY NAME]
14.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [NAME OF DECLARANT], known to me or satisfactorily proven to be the person whose name is subscribed to this Declaration, and acknowledged that he or she executed the same for the purposes therein contained.
14.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
14.5 Notary Public Name: [NOTARY PUBLIC NAME]
14.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
14.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
14.8 My commission expires: [NOTARY COMMISSION EXPIRATION DATE]

15. PHYSICIAN CERTIFICATION (TO BE COMPLETED WHEN DECLARATION IS
GIVEN EFFECT)
15.1 I, [NAME OF CERTIFYING PHYSICIAN 1], a licensed physician, certify that I have examined [NAME OF DECLARANT] and that, in my professional judgment, the Declarant is in a [TERMINAL CONDITION OR PERSISTENTLY VEGETATIVE STATE].
15.2 Physician 1 Signature: [SIGNATURE OF CERTIFYING PHYSICIAN 1]
15.3 Physician 1 Date: [CERTIFICATION DATE OF PHYSICIAN 1]
15.4 I, [NAME OF CERTIFYING PHYSICIAN 2], a licensed physician, certify that I have examined [NAME OF DECLARANT] and that, in my professional judgment, the Declarant is in a [TERMINAL CONDITION OR PERSISTENTLY VEGETATIVE STATE].
15.5 Physician 2 Signature: [SIGNATURE OF CERTIFYING PHYSICIAN 2]
15.6 Physician 2 Date: [CERTIFICATION DATE OF PHYSICIAN 2]

16. IMPORTANT NOTICE
16.1 This Declaration is intended to comply with the requirements of Chapter 459 of the Revised Statutes of Missouri.
16.2 This Declaration does not authorize mercy killing, euthanasia, or assisted suicide, which are not permitted under Missouri law.
16.3 This Declaration should be discussed with your attending physician, your attorney in fact, and your family members.
16.4 This form is provided for informational purposes and does not constitute legal advice. Consult a licensed Missouri attorney for advice regarding your specific circumstances.
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