MISSOURI LIVING WILL FOR END-OF-LIFE CARE

This Living Will is made by the undersigned Declarant on [DATE OF SIGNING].

DECLARANT NAME: [DECLARANT FULL NAME]

DECLARANT ADDRESS: [DECLARANT STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]

DECLARANT DATE OF BIRTH: [DECLARANT DATE OF BIRTH]

DECLARANT TELEPHONE: [DECLARANT TELEPHONE NUMBER]

RE: DECLARATION OF INTENT REGARDING END-OF-LIFE CARE AND WITHHOLDING OR WITHDRAWAL OF LIFE-SUSTAINING TREATMENT

1. DECLARATION AND PURPOSE
1.1 Declaration: I, [DECLARANT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this Living Will to declare my wishes regarding end-of-life medical care.
1.2 Purpose: This Living Will is intended to be honored as a declaration made under the laws of the State of Missouri, including the Missouri Health Care Decisions Act, and shall be given full effect by my family, physicians, and health care providers.
1.3 Intent: It is my intent that this document be followed if I am unable to make or communicate my own health care decisions and I am in a terminal condition or a permanently unconscious state.

2. DEFINITIONS
2.1 Terminal Condition: A 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 Permanently Unconscious State: A permanently unconscious state means a condition in which a person is in a persistent vegetative state or has a permanent coma from which there is no reasonable possibility of regaining consciousness.
2.3 Life-Sustaining Treatment: Life-sustaining treatment means any medical procedure, intervention, or treatment that utilizes mechanical or other artificial means to sustain, restore, or supplant a spontaneous vital function, including but not limited to mechanical ventilation, dialysis, antibiotics, artificial nutrition and hydration, and cardiopulmonary resuscitation.
2.4 Attending Physician: The attending physician is the physician selected by me or assigned to my care who has primary responsibility for my treatment and care.

3. STATEMENT OF WISHES
3.1 Terminal Condition: If I am in a terminal condition and unable to make or communicate my own health care decisions, I direct that my attending physician withhold or withdraw life-sustaining treatment, except as otherwise provided in this document, 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.
3.2 Permanently Unconscious State: If I am in a permanently unconscious state and unable to make or communicate my own health care decisions, I direct that my attending physician withhold or withdraw life-sustaining treatment, except as otherwise provided in this document, 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.
3.3 Comfort Care: I direct that I receive comfort care, including medication and procedures necessary to relieve pain and suffering, even if such care may hasten or increase the risk of death.

4. ARTIFICIAL NUTRITION AND HYDRATION
4.1 Initial: [INITIAL ONE OPTION BELOW]
4.2 Option A — Withhold or Withdraw: I direct that artificially administered nutrition and hydration be withheld or withdrawn if I am in a terminal condition or a permanently unconscious state.
4.3 Option B — Continue: I direct that artificially administered nutrition and hydration be continued even if I am in a terminal condition or a permanently unconscious state, unless my attending physician determines that such administration is medically contraindicated or would cause me pain or suffering.

5. CARDIOPULMONARY RESUSCITATION
5.1 Initial: [INITIAL ONE OPTION BELOW]
5.2 Option A — Do Not Resuscitate: I direct that cardiopulmonary resuscitation (CPR) not be administered if my heart stops or I stop breathing.
5.3 Option B — Resuscitate: I direct that cardiopulmonary resuscitation (CPR) be administered if my heart stops or I stop breathing, subject to the other provisions of this document.

6. PAIN RELIEF
6.1 Relief of Pain: I direct that I be given medication and treatment to relieve pain and suffering, even if such medication or treatment may shorten my life or increase the risk of death, provided that such medication or treatment is not intended to cause my death.

7. PREGNANCY
7.1 Pregnancy Provision: If I am pregnant at the time this Living Will would otherwise take effect, I direct that this Living Will be given effect only to the extent permitted by Missouri law, and I direct that my attending physician follow the provisions of Missouri law regarding the treatment of pregnant patients.

8. NOMINATION OF HEALTH CARE AGENT
8.1 Health Care Agent: I nominate the following person to serve as my health care agent to make health care decisions for me if I am unable to make or communicate my own decisions: [HEALTH CARE AGENT FULL NAME].
8.2 Agent Address: [HEALTH CARE AGENT STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]
8.3 Agent Telephone: [HEALTH CARE AGENT TELEPHONE NUMBER]
8.4 Alternate Health Care Agent: If my nominated health care agent is unable, unwilling, or unavailable to serve, I nominate the following person as my alternate health care agent: [ALTERNATE HEALTH CARE AGENT FULL NAME].
8.5 Alternate Agent Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]
8.6 Alternate Agent Telephone: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]
8.7 Authority of Agent: My health care agent shall have authority to make any health care decision for me that I could make if I were able, including the authority to consent to or refuse treatment, to authorize the withholding or withdrawal of life-sustaining treatment, and to authorize the administration of pain relief, consistent with the wishes expressed in this document.

9. PHYSICIAN AND PROVIDER INSTRUCTIONS
9.1 Compliance: I direct my attending physician and all health care providers to comply with the wishes expressed in this Living Will.
9.2 Transfer of Care: If my attending physician is unwilling to comply with my wishes, I direct that I be transferred to another physician or health care facility willing to comply.
9.3 Notification: I direct that my health care agent, if any, and the following persons be notified when this Living Will becomes operative: [PERSON TO NOTIFY FULL NAME], [PERSON TO NOTIFY TELEPHONE NUMBER].

10. REVOCATION
10.1 Revocation: I may revoke this Living Will at any time, in any manner, including by a written revocation, by an oral statement, or by physically destroying the document, while I am of sound mind and able to communicate my intent to revoke.
10.2 Effect of Revocation: Upon revocation, this Living Will shall have no further force or effect.

11. COPIES AND DISTRIBUTION
11.1 Copies: A copy of this Living Will shall have the same force and effect as the original.
11.2 Distribution: I direct that copies of this Living Will be provided to my attending physician, my health care agent, my alternate health care agent, and my family members.

12. SEverability
12.1 Severability: If any provision of this Living Will is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

13. GOVERNING LAW
13.1 Governing Law: This Living Will shall be governed by and construed in accordance with the laws of the State of Missouri.

14. SIGNATURE OF DECLARANT
14.1 I sign this Living Will voluntarily and free from duress, and I declare that I am of sound mind and at least eighteen (18) years of age.
14.2 Declarant Signature: __________________________________________
14.3 Declarant Printed Name: [DECLARANT FULL NAME]
14.4 Date: [DATE OF SIGNING]

15. WITNESSES
15.1 Witness Attestation: The undersigned witnesses declare that the Declarant signed this Living Will in our presence, that the Declarant appeared to be of sound mind and free from duress, and that we are not related to the Declarant by blood, marriage, or adoption, are not entitled to any portion of the Declarant's estate, and are not the Declarant's attending physician or health care agent.
15.2 Witness 1 Signature: __________________________________________
15.3 Witness 1 Printed Name: [WITNESS 1 FULL NAME]
15.4 Witness 1 Address: [WITNESS 1 STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]
15.5 Witness 1 Date: [WITNESS 1 SIGNATURE DATE]
15.6 Witness 2 Signature: __________________________________________
15.7 Witness 2 Printed Name: [WITNESS 2 FULL NAME]
15.8 Witness 2 Address: [WITNESS 2 STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]
15.9 Witness 2 Date: [WITNESS 2 SIGNATURE DATE]

16. NOTARIZATION (OPTIONAL)
16.1 Notary Acknowledgment: On this [NOTARIZATION DATE], 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 Living Will, and who acknowledged that they executed the same for the purposes therein contained.
16.2 Notary Signature: __________________________________________
16.3 Notary Printed Name: [NOTARY PUBLIC FULL NAME]
16.4 Notary Commission Number: [NOTARY COMMISSION NUMBER]
16.5 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
16.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

17. ADDITIONAL INSTRUCTIONS
17.1 Additional Wishes: [ADDITIONAL INSTRUCTIONS OR WISHES, IF ANY]
17.2 Organ Donation: [INITIAL ONE OPTION: I WISH TO DONATE MY ORGANS / I DO NOT WISH TO DONATE MY ORGANS]
17.3 Autopsy: [INITIAL ONE OPTION: I CONSENT TO AN AUTOPSY / I DO NOT CONSENT TO AN AUTOPSY]

18. DECLARANT ACKNOWLEDGMENT
18.1 Acknowledgment: I have read this Living Will, I understand its contents, and I have had the opportunity to ask questions and to consult with persons of my choosing before signing it.
18.2 Declarant Signature: __________________________________________
18.3 Date: [ACKNOWLEDGMENT DATE]
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