MISSOURI MEDICAL WISHES AND PATIENT ADVOCATE FORM

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

Patient City, State, ZIP: [PATIENT CITY, STATE, ZIP]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

Date of This Form: [DATE OF FORM]

RE: Declaration of Medical Treatment Wishes and Appointment of Patient Advocate Under Sections
404.800 Through 404.872, RSMo

PART I. INTRODUCTION AND INSTRUCTIONS

This form combines a declaration of wishes regarding medical treatment and the appointment of a patient advocate under the Missouri Health Care Decisions Act, Sections
404.800 through 404.872, RSMo. This form is intended to be used by a competent adult to set forth wishes regarding medical treatment and to designate another individual to act as patient advocate. This form is not effective unless it is signed by the patient, or by another individual at the patient's direction, and is witnessed or notarized as required by Missouri law. This form may be revoked at any time.

PART II. DECLARATION OF MEDICAL TREATMENT WISHES

1. DESIGNATION OF PATIENT ADVOCATE
1.1 Patient Advocate Name: I designate the following individual as my patient advocate: [PATIENT ADVOCATE FULL NAME].
1.2 Patient Advocate Address: [PATIENT ADVOCATE STREET ADDRESS].
1.3 Patient Advocate City, State, ZIP: [PATIENT ADVOCATE CITY, STATE, ZIP].
1.4 Patient Advocate Telephone Number: [PATIENT ADVOCATE TELEPHONE NUMBER].
1.5 Alternate Patient Advocate Name: If my patient advocate is unable, unwilling, or unavailable to serve, I designate the following individual as my alternate patient advocate: [ALTERNATE PATIENT ADVOCATE FULL NAME].
1.6 Alternate Patient Advocate Address: [ALTERNATE PATIENT ADVOCATE STREET ADDRESS].
1.7 Alternate Patient Advocate City, State, ZIP: [ALTERNATE PATIENT ADVOCATE CITY, STATE, ZIP].
1.8 Alternate Patient Advocate Telephone Number: [ALTERNATE PATIENT ADVOCATE TELEPHONE NUMBER].

2. AUTHORITY OF PATIENT ADVOCATE
2.1 General Authority: I authorize my patient advocate to make health care decisions for me, including decisions regarding medical treatment, surgical procedures, hospitalization, medication, and the withholding or withdrawal of treatment, when I am unable to make such decisions for myself.
2.2 Consent to Treatment: My patient advocate may consent to or refuse medical treatment on my behalf consistent with my wishes as expressed in this form or as otherwise known to my patient advocate.
2.3 Access to Medical Records: I authorize my patient advocate to receive and review my medical records and to communicate with my health care providers to the extent necessary to carry out my wishes.
2.4 Limitations on Authority: My patient advocate's authority is subject to the following limitations: [DESCRIBE ANY LIMITATIONS ON PATIENT ADVOCATE AUTHORITY, OR STATE "NONE"].

3. WISHES REGARDING MEDICAL TREATMENT
3.1 General Statement of Wishes: It is my wish that my health care providers and my patient advocate follow the instructions set forth in this form. If a situation arises that is not specifically addressed in this form, my patient advocate shall make decisions consistent with my values and previously expressed wishes.
3.2 Life-Sustaining Treatment: Regarding life-sustaining treatment, including but not limited to mechanical ventilation, dialysis, and cardiopulmonary resuscitation, my wishes are as follows: [DESCRIBE WISHES REGARDING LIFE-SUSTAINING TREATMENT].
3.3 Artificial Nutrition and Hydration: Regarding artificially administered nutrition and hydration, my wishes are as follows: [DESCRIBE WISHES REGARDING ARTIFICIAL NUTRITION AND HYDRATION].
3.4 Cardiopulmonary Resuscitation: Regarding cardiopulmonary resuscitation (CPR), my wishes are as follows: [DESCRIBE WISHES REGARDING CPR].
3.5 Pain Relief and Comfort Care: I wish to receive medication and treatment necessary to relieve pain and to provide comfort, even if such treatment may hasten the moment of death, subject to the following instructions: [DESCRIBE WISHES REGARDING PAIN RELIEF AND COMFORT CARE].
3.6 Terminal Condition: If I am diagnosed with a terminal condition and my death is imminent, my wishes are as follows: [DESCRIBE WISHES REGARDING TERMINAL CONDITION].
3.7 Permanent Unconsciousness: If I am in a permanently unconscious state, my wishes are as follows: [DESCRIBE WISHES REGARDING PERMANENT UNCONSCIOUSNESS].
3.8 Organ and Tissue Donation: My wishes regarding organ and tissue donation are as follows: [DESCRIBE WISHES REGARDING ORGAN AND TISSUE DONATION].
3.9 Additional Instructions: Additional instructions or wishes regarding my medical treatment are as follows: [DESCRIBE ADDITIONAL INSTRUCTIONS OR STATE "NONE"].

4. NOMINATION OF GUARDIAN
4.1 Guardian Nomination: If a guardian of my person is to be appointed, I nominate my patient advocate, or if my patient advocate is unable or unwilling to serve, my alternate patient advocate, to serve as guardian of my person. I request that the court honor this nomination to the extent permitted by law.

5. REVOCATION OF PRIOR DOCUMENTS
5.1 Revocation: I revoke any prior health care directive, durable power of attorney for health care, or patient advocate designation previously executed by me, to the extent inconsistent with this form.

6. EFFECTIVE DATE AND DURATION
6.1 Effective Date: This form becomes effective upon my incapacity to make health care decisions for myself, as determined in accordance with Missouri law, unless I have specified otherwise in this form.
6.2 Duration: This form remains in effect until revoked by me or until my death, unless a shorter period is specified here: [SPECIFY DURATION OR STATE "NO SHORTER PERIOD SPECIFIED"].

7. REVOCATION
7.1 Method of Revocation: I may revoke this form at any time by a signed writing, by physically canceling or destroying this form, by an oral expression of intent to revoke made in the presence of a witness, or by executing a subsequent valid health care directive.
7.2 Notice of Revocation: I understand that I should notify my patient advocate, my alternate patient advocate, and my health care providers of any revocation.

8. SIGNATURE OF PATIENT
8.1 Patient Signature: I sign this form voluntarily and while of sound mind, and I understand its contents and the consequences of signing it.

Patient Signature: [PATIENT SIGNATURE]

Date Signed: [DATE SIGNED BY PATIENT]

9. WITNESSES
9.1 Witness Statement: The undersigned witnesses declare that the patient signed this form in our presence, or directed another to sign it in our presence, and that the patient appears to be of sound mind and not under duress, fraud, or undue influence.

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Address: [WITNESS 1 STREET ADDRESS]

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

Witness 1 Date: [WITNESS 1 DATE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Address: [WITNESS 2 STREET ADDRESS]

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

Witness 2 Date: [WITNESS 2 DATE]

10. NOTARY ACKNOWLEDGMENT (ALTERNATIVE TO WITNESSES)
10.1 Notary Statement: State of Missouri, County of [COUNTY NAME]. On this [DAY] day of [MONTH], [YEAR], before me personally appeared [PATIENT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this form, and who acknowledged to me that the person executed the same for the purposes therein stated.

Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]

Notary Commission Number: [NOTARY COMMISSION NUMBER]

Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

11. PATIENT ADVOCATE ACCEPTANCE
11.1 Acceptance by Patient Advocate: I accept the designation as patient advocate and agree to act in accordance with the patient's wishes as expressed in this form or as otherwise known to me.

Patient Advocate Signature: [PATIENT ADVOCATE SIGNATURE]

Patient Advocate Printed Name: [PATIENT ADVOCATE FULL NAME]

Date: [DATE SIGNED BY PATIENT ADVOCATE]
11.2 Acceptance by Alternate Patient Advocate: I accept the designation as alternate patient advocate and agree to act in accordance with the patient's wishes as expressed in this form or as otherwise known to me.

Alternate Patient Advocate Signature: [ALTERNATE PATIENT ADVOCATE SIGNATURE]

Alternate Patient Advocate Printed Name: [ALTERNATE PATIENT ADVOCATE FULL NAME]

Date: [DATE SIGNED BY ALTERNATE PATIENT ADVOCATE]

12. COPIES AND DISTRIBUTION
12.1 Copies: I understand that a copy of this form has the same effect as the original, and I direct that copies be provided to my patient advocate, my alternate patient advocate, my attending physician, and any health care facility where I receive care.
12.2 Location of Original: The original of this form is kept at: [LOCATION WHERE ORIGINAL IS KEPT].


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