LIVING WILL

DIRECTION AND
CONSENT TO MEDICAL TREATMENT AND PALLIATIVE CARE 
I, …….

direct that if, at some future time, I am: 

(a) in the terminal phase of a terminal illness, or in a persistent vegetative state; and 

(b) incapable of making decisions about my own medical treatment,

effect is to be given to the following expression of my wishes: 

(A) I do not want any treatment which might delay my dying process. 

(B) I want any treatment which is delaying my dying process stopped. 

(C) I do not want: 

· to be resuscitated if my heart stops beating 

· to be placed on a machine (respirator) to help me breathe 

· to be fed by tube into a vein or into my stomach whether or not I am able to take food by mouth.

(D) Unless essential for my dignity and comfort as part of my palliative care, I do not want: 

· to be given water by tube into a vein or into my stomach whether or not I am able to take water by mouth 

· any operations which require an anaesthetic 

· to be treated with antibiotics if I have an infection 

· to be  cared for at home or where I am currently living, imposing on relatives or friends. I wish to be cared for in a Hospital or other suitable Care Facility.

(E) Subject to the foregoing, I want only those treatments that make me comfortable, relieve pain and preserve my dignity according to prevailing standards of palliative care even though any of these treatments may have the effect of shortening my life.

(F) As a Registered Organ Donor, on my death, whatever organs are suitable for transplant may be taken from my body for that purpose

(G) My body may be donated to any hospital or University for the benefit of medical science on the condition that on completion of use, my body will be cremated at the Hospital’s or University’s expense and the ashes given to my wife or next of kin.

(H) None of my above wishes can be overruled by my wife, children or any other responsible person.

____________________________ 

Full Name
Dated at xxxxxxxxxxx,  this _______ day of  xxxxxxx,  201x.

Witness's Certificate

I,___________________________________________________________________

Of___________________________________________________________________

Position______________________________________________________________
(name, address, qualifications of authorized witness) 

certify that the person whose signature appears above: 

(a) signed this direction in my presence; and 

(b) appeared to understand the nature and effect of the direction.

______________ ______________________________________ (date and signature of JP, solicitor, member of clergy, pharmacist or proclaimed bank manager, postal manager or police officer.)
Date: __________________ Signature:________________ 



