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Living Will
1. I, (full names) _______________________________________________________________________,

(ID No. _____________________________________________) being of sound mind, willfully and voluntarily make known my desires as set out hereunder and confirm that I am under no constraint or undue influence.

2. I revoke any previous Advance Directive or Living Will I may have made.

3. If the time comes when I lack the capacity to give directions for my health care, this statement shall stand as an expression of my wishes and directions.

4. If I am unable to make decisions only because I am being kept sedated, I would like the sedation lifted so I can rationally consider my situation and decide for myself to accept or refuse a particular therapy.

5. In this Living Will:
5.1
“Doctors” means any one or more of the medical practitioners who may have been or may be called 
upon to examine me and to give a prognosis of my medical condition; and

5.2
“Systems” means any mechanical or artificial life support systems or the use of drugs for life 
support.

6. Incapability of Decisions

Should I no longer be capable of making decisions for my own future, and should my physical and/or mental condition deteriorate to such an extent that there is no reasonable prospect of my recovery from physical illness, or impairment which is expected to cause me severe distress or to render me incapable of rational existence, I request that:

6.1

I be allowed to die.  I further request that no systems be used in order to keep me alive in 

circumstances where, but for the use of such systems, I would have died;

6.2

In the event that resuscitation on myself is necessary it should be administered for a 


duration of no more than three minutes; and

6.3

I be given whatever quantity of drugs, which may be required to keep me free from pain or 

distress, even if the moment of death is hastened thereby.
7. Exemption

It is my express wish that my doctors or members of my family who carry out my aforegoing requests be fully exonerated and exempt from all blame or liability arising from their use of, or their failure to use or their decision to terminate the use of any systems.

Signed by me, (print full names) __________________________________________________________ in 

the presence of my witnesses at _________________________________________________, South Africa

Signature: __________________________________
 Date: _________________________________ 

1st WITNESS:

Print name ___________________________________
ID Number: _____________________________ 

Signature of witness ____________________________________    Date: __________________________

2nd WITNESS:

Print name ___________________________________
ID Number: _____________________________ 

Signature of witness ____________________________________    Date: __________________________

Wallet-sized Living Will Notification Card

This card lets healthcare workers know you have talked to your family about your end-of-life wishes and provides them with contact names and numbers.
It is essential that your health care provider be made aware that you have executed a Living Will. Your treating physicians should be given a copy of the documents.  The wallet card is one way to do this. Fill out the card, then cut it out and carry it with you at all times.  It is suggested that the wallet card be printed on card or board (thicker than regular 80g paper).
To fold the card to fit in your wallet, fold on the dotted line with the words facing out.  
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