Living Will 

I, Name _________________________________________________ Age _________ willfully and voluntarily make known my desire that my dying not be prolonged under the following circumstance. If at 
any time I am incapacitated and have a terminal condition or an end stage condition and/or am 
in a persistent vegetative state, and if my attending/treating physician and a consulting physician 
have determined that there is no reasonable medical probability of my recovery from such 
condition(s) and incapacity, I direct that life prolonging procedures be withheld or withdrawn 
when the application of such procedures would serve only to prolong artificially the process of 
dying. I request to be permitted to die naturally with only the administration of medication or the performance of medical procedure deemed necessary to provide me with comfort care or to 
alleviate pain. 

I also desire to have life prolonging procedures withheld/withdrawn when due to a debilitating 
disease condition from which I have no reasonable probability of recovering, I cannot 
communicate or interact purposefully with others: (optional, check if any apply) 

________ Due to a debilitating disease condition in which I have no reasonable probability of 
recovering, I cannot communicate or interact purposely with others. 

________ Specify Other Conditions: 
_____________________________________________________________​​​​​​__________________


In addition, I do ________ or I do not ________ want to be given nutrition (food) and/or hydration 
(water) artificially be feeding tube or by intravenous feedings when it would serve only to prolong artificially the process of dying. Additional instructions: (optional) 
_________________________________________________________________________________ 

I request that my Living Will be honored by my family and physician(s) as the final expression of my legal right to refuse medical or surgical treatment and to accept the consequences for such refusal. 
If I am pregnant and this is known to my physician(s), this Living Will shall have no force or effect 
during the course of my pregnancy. I understand the full meaning of this Living Will, and I am 
emotionally and mentally competent to make these decisions. 

Patient Signature: _________________________________________
Witness Signature: ________________________________________

Date: ___________________________________________


