Health-Care Directive (Living Will)

I, _________________________________, living in the city of ___________________, in the county of ______________________, in the state of ______________________, make this Health-Care Directive this ______ day of ____________________, 20____:

Being of sound mind, I willfully and by choice make known my wish that my life shall not be artificially prolonged as outlined below and hereby declare that:

1. If at any time I should be diagnosed in writing to be in a terminal condition by my attending doctor, or in a permanent unconscious condition by two doctors, and where the use of life-sustaining treatment would serve only to artificially lengthen the process of dying, I ask that such treatment be withheld or withdrawn and I be allowed to die naturally.

I understand by using this form that a terminal condition means an incurable and irreversible condition caused by injury, disease, or illness, that would within reasonable medical judgment cause death within a reasonable period of time in accordance with accepted medical standards, and where the use of life-sustaining treatment would serve only to lengthen the process of dying.

I further understand in using this form that a permanent unconscious condition means an incurable and irreversible condition in which I am medically assessed within reasonable medical judgment as having no reasonable chance of recovery from an irreversible coma or a persistent vegetative state.

2. If I am unable to give directions regarding the use of such life-sustaining procedures, it is my intention this Health-Care Directive be honored by my family and doctors as the final expression of my legal right to refuse medical or surgical treatment, and I accept what may happen because of my refusal. If another person is appointed to make these decisions for me, whether a Durable Power of Attorney or otherwise, I request the person to follow this Health-Care Directive and any other clear stated desires.

3. If I have been diagnosed as pregnant and the pregnancy is known to my physician, this Health-Care Directive shall have no force or effect during the course of my pregnancy.

4. In the event I suffer from a terminal condition or in a permanent unconscious condition explained in #1 above, I request no active steps be taken, including CPR.

Initial:  _______ I want artificial administration of food and fluids.

_______ I do not want artificial administration of food and fluids.

5. This Health-Care Directive is to remain in effect as written unless changed by me, and any request I make concerning action to be taken or withheld in connection with this Health-Care Directive will be made without further discussion.
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6. I have confidence in the good faith of my doctors and make this Directive to prove to them I do not wish to be subjected to further decline, pain or indignity for the sake of continuing my life under the conditions stated in #1 above. I therefore ask that medicines be given to me to lessen pain and suffering. I ask and authorize the doctors in charge of my case to know and understand what my wishes would be in any given situation. This request is made after careful consideration. Although I know this request appears to place a heavy responsibility upon the doctors in charge of my case, it is my wish to remove them of such responsibility and place it on myself in keeping with my strong beliefs.

7. It is my intent this Health-Care Directive be viewed as the written instrument provided for under the Natural Death Act, Chapter 70.122 RCW, as corrected. Additionally, it is my wish that this Health-Care Directive be interpreted as my desire, to the extent permitted by law, that I be allowed to die naturally and my life not be lengthened artificially through use of life-sustaining procedures, if my doctor determines I am in a terminal condition or two physicians determine I am in a permanent unconscious condition.

8. I understand the full importance of this Health-Care Directive, and I am emotionally and mentally fit to make this Health-Care Directive.


SIGNATURE OF DECLARER

_______________________________________, the declarer who signed the above Directive, is personally known to me, and I believe said declarer to be of sound mind. I agree that I am not related to the declarer by blood or marriage, that the declarer has stated I am not mentioned in the declarer’s will, that I have no claim against the declarer, and that I am not an attending doctor or an employee of an attending doctor of the declarer or an employee of the health-care facility (if any) in which the declarer is a patient.
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Important Note: This Health-Care Directive should be made a part of the Medical Record kept by your attending doctor. Keep a copy for yourself and provide a copy to close family members and your lawyer, if you have one.

(This document is provided as a community service by Swedish Medical Center, Seattle, Wash., which recommends you discuss questions about this document with a lawyer.)


