Instructions for using this document:  This document has both a Living Will and Healthcare Power of Attorney.  Fill it out and sign it in front of two witnesses.  If you want a Living Will and Healthcare Power of Attorney, you will have to sign this document in two places.

LIVING WILL DECLARATION

BY: ________________________________________________________________________________

If I should have an incurable or irreversible condition that will cause my death within a relatively short time, and I am no longer able to make decisions regarding my medical treatment, I direct my attending physician, pursuant to the Arkansas Rights of the Terminally Ill or Permanently Unconscious Act to withhold or withdraw treatment that only prolongs the process of dying and is not necessary to my comfort or to alleviate pain.

The life-sustaining treatment that I want withheld or withdrawn, includes but is not limited to: (Check what you want withheld or withdrawn.)

      
Antibiotics


Artificially Administered Feeding & Fluids

Cardiac Resuscitation



Surgery


Artificial Breathing Machine


Kidney Dialysis


Blood Products

You may add further instructions here:________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

Signed this ________day of ____________________, 20_____,  ____________________________________________________

                                                  





Name of Person

HEALTHCARE POWER OF ATTORNEY





The person whom I choose to make healthcare decisions any time I am not able to decide for myself because I am unconscious mentally incapable is______________________________________.  This person is my “healthcare representative” or my “representative.”





Any time I am temporarily or permanently unable to make healthcare decisions, my representative may make all decisions about:





My personal care


My medical care


Hospitalization


Whether I shall receive medical treatment or procedures, including artificial feeding and fluids; even though I may die.





If problems arise about visitors, my representative may decide issues concerning visits by friends and family.





I want my representative to consider the relief of suffering, the expense involved and the quality as well as the possible extension of my life in making decisions for me.





This document is intended to be a durable power of attorney under A.C.A.  28-68-201 and a declaration and proxy appointment pursuant to the Arkansas Rights of the Terminally Ill or Permanently Unconscious Act.





Signed this_________day of___________________, 20___.  __________________________________________


                                                                                                                Name of Person














