LIVING WILL   

Declaration made this _____________ day of ____________________, _______________.

I, ______________________________________, willfully and voluntarily make known my desire that my dying not be artificially prolonged under the circumstances set forth below, and I do hereby declare that, if at any time I am mentally or physically incapacitated and


_____(initial) I have a terminal condition,



_____(initial) I have an end-stage condition,



_____(initial)  I am in a persistent vegetative state,
 and if my attending or treating physician and another consulting physician have determined that there is no medical probability of my recovery from such condition, I direct that life-prolonging procedures be withheld or withdrawn when the application of such procedures would serve only to prolong artificially the process of dying, and that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate all pain.  
I do___, I do not____ desire that nutrition and hydration (food and water) be withheld or withdrawn when the application of such procedures would serve only to prolong artificially the process of dying. 

It is my intention that this declaration be honored by my family and physician as the final expression of my legal right to refuse medical or surgical treatment and to accept the consequences for such refusal.

In the event that I have been determined to be unable to provide express and informed consent regarding the withholding, withdrawal, or continuation of life-prolonging procedures, I wish to designate, as my surrogate to carry out the provisions of this declaration:

Name  

Kenneth Previti
Address

1568 Sun Gazer Dr.,  Rockledge, FL  32955
Phone

(321) 213-6436,  (321) 514-9359
I understand the full import of this declaration, and I am emotionally and mentally competent to make this declaration.  I further affirm that this designation is not being made as a condition of treatment or admission to a health care facility.  I will notify and send a copy of this document to the following persons other than my surrogate, so they may know who my surrogate is.
Name ___________________________

Name ___________________________

Name ___________________________
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LIVING WILL   

Additionally,

I direct that my health care providers and others involved in my care do NOT prolong my life if (1) I become unconscious and, to a reasonable degree of medical certainty, I will not regain consciousness, or (2) the likely risks and burdens of treatment would outweigh the expected benefits. 
I direct that treatment for alleviation of pain or discomfort should be provided at all times even if it hastens my death. 

I do not authorize anatomical gifts of my remains.

To the extent that my wishes are unknown, my surrogate shall make health care decisions for me in accordance with what my surrogate determines to be in my best interest, considering my personal values. My surrogate shall have the authority to apply for public benefits to defray the cost of health care; to authorize my admission to or transfer from a health care facility; to act as conservator of my person if a court appoints a conservator.  
A copy of this form has the same effect as the original.










___________________________________










(Signed)
__________________________________________________________________________________________________________
I declare that the person who signed this living will is personally known to me, or that the signer’s identity was proven to me by convincing evidence, that the signer acknowledged this advance directive in my presence, that the individual appears to be of sound mind and under no duress, fraud or undue influence, that I am not the individual’s health care provider, an employee of the individual’s health care provider, the operator or employee of a community care facility, nor the operator or employee of a residential care facility for the elderly.  I further declare that I am not related to the signer of this surrogate form by blood, marriage or adoption, and, to the best of my knowledge, I am not entitled to any part of the estate of the signer when he/she dies. 

Witness________________________________

Witness_____________________________________
    
   (print/signature)




(print/signature)
Address____________________________________

Address____________________________________

City________________________State_______

City____________________________State________

Phone_________________________________

Phone_______________________________
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