
 

 

Legal  Note: The documents with respect to death and dying issues are provided for your information and 
that of your immediate family only.  They are provided as a resource for broad and generalized 
information and education.  Each person’s situation and each legal problem is different.  
Past use with respect to certain legal documents does mean that this document, or one that may have been 
used in the past, will be applicable or help you be prepared with your current case or set of facts. 
    
These documents, including the Living Will, are provided as an informational supplement to the legal content 
on this site and are not intended to be used in preparing a document without the advice of an attorney 
licensed in your state. 
 
This documents is only a sample and may not be state-specific or take into account the laws of your 
particular state that may be in effect at the time a document is being prepared.  Our making this sample 
document available on our website is also not intended to create an attorney-client relationship between 
you and Legal Access Plans, or any of its affiliated companies.  Please do not act on, or rely on, this 
document without first consulting with an attorney.  We can make one available for you if you are member, 
or a covered dependent of a member, of one of our legal plans. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 Living Will 
 
(Some general statements concerning your health care options are outlined below.  If you agree with 
one of the statements, you should initial that statement.  Read all of these statements carefully before 
you initial your selection.  You can also write your own statement concerning life-sustaining 
treatment and other matters relating to your health care.  You may initial any combination of 
paragraphs 1,2 and 3, but if you initial paragraph 4 the others should not be initialed.) 
 
_____________1.  If I have a terminal condition I do not want my life prolonged and I do not want 
life-sustaining treatment, beyond comfort care, that would serve only to artificially delay the moment 
of my death. 
 
____________2.  If I am in a terminal condition or an irreversible coma or a persistent vegetative 
state that my doctors reasonably feel to be irreversible or incurable, I do want the medical treatment 
necessary to provide care that would keep me comfortable, but I do not want the following: 
 
     (a)  Cardiopulmonary resuscitation, for example, the use of drugs, electric shock and artificial 
breathing. 
 
     (b)  Artificially administered foods and fluids. 
 
     (c)  To be taken to a hospital if at all avoidable. 
 
___________3.  Notwithstanding my other directions, if I am known to be pregnant, I do not want 
life-sustaining treatment withheld or withdrawn if it is possible that the embryo/fetus will develop to 
the point of live birth with the continued application of live-sustaining treatment. 
 
__________4.  Notwithstanding my other directions I do want the use of all medical care necessary 
to treat my condition until my doctors reasonably conclude that my condition is terminal or is 
irreversible and incurable or I am in a persistent vegetative state. 
 
I understand the full import of this declaration, and I am emotionally and mentally competent to make 
this declaration. 
 
In acknowledgment whereof, I do hereinafter affix my signature on this the __________ day of 
________, 20_____. 
____________________________________ 
Declarant 
 
We, the subscribing witnesses hereto, are personally acquainted with and subscribe our names hereto 
at the request of the declarant, an adult, whom we believe to be of sound mind, fully aware of the 
action taken herein and its possible consequence. 
 



 

 

 
We, the undersigned witnesses, further declare that we are not related to the declarant by blood or 
marriage; that we are not entitled to any portion of the estate of the declarant upon the declarant's 
decease under any will or codicil thereto presently existing or by operation of law then existing; that 
we are not the attending physician, an employee of the attending physician or a health facility in which 
the declarant is a patient; and that we are not persons who, at the present time, have a claim against 
any portion of the estate of the declarant upon the declarant's death. 
 
_________________________________________ 
Witness 
 
_________________________________________ 
Witness 
 
STATE OF _____________________ ) 

) ss.      
COUNTY OF ____________________ ) 
 
Subscribed, sworn to and acknowledged before me by ___________________, the declarant, 
and subscribed and sworn to before me by_____________ and__________________, witnesses, 
the ________day of _______________,20_____. 
 
_____________________________________ 
Notary Public                          
 
My Commission Expires:______ 
 
  
 


