Advance Directive/Living Will

Notice

The purpose of this Living Will Declaration is to document your wish that life-sustaining treatment,
including artificially or technologically supplied nutrition and hydration, be withheld or withdrawn
if you are unable to make informed medical decisions and are in a terminal condition or in a
permanently unconscious state. This Living Will Declaration does not affect the responsibility of
health care personnel to provide comfort care to you. Comfort care means any measure taken to
diminish pain or discomfort, but not to postpone death.

If you would not choose to limit any or all forms of life-sustaining treatment, including
cardiopulmonary resuscitation (CPR), you have the legal right to so choose and may wish to state
your medical treatment preferences in writing in a different document.

Under Ohio law, a Living Will Declaration is applicable only to individuals in a terminal condition or a
permanently unconscious state. If you wish to direct medical treatment in other circumstances, you
should prepare a Health Care Power of Attorney. If you are in a terminal condition or a permanently
unconscious state, this Living Will Declaration takes precedence over a Health Care Power of Attorney.

You should consider completing a new Living Will Declaration if your medical condition changes or
if you later decide to complete a Health Care Power of Attorney.

If you have both a Living Will Declaration and a Health Care Power of Attorney, you should keep
copies of these documents together. Bring your document(s) with you whenever you are a patient
in a health care facility or when you update your medical records with your physician.

Declaration made this day of , (20 ).

This is my Living Will Declaration. I revoke all prior Living Will Declarations signed by me. I understand the
nature and purpose of this document. If any provision is found to be invalid or unenforceable, it will not
affect the rest of this document. I am of sound mind and not under or subject to duress, fraud or undue
influence. I am a competent adult who understands and accepts the consequences of this action. I
voluntarily declare my direction that my dying not be artificially prolonged. [R.C. §2133.02 (A)(1]]

I intend that this Living Will Declaration will be honored by my family and physicians as the final
expression of my legal right to refuse certain health care. [R.C.§2133.03(B)(2)]

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 incapacitated and:

(initial) I have a terminal condition, or

(initial) I have an end stage condition, or
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(initial) I am in a persistent vegetative state, and if my primary physician and another
consulting physician have determined that there is no reasonable medical probability of my
recovery from such a 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 pain.

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 (please print):
Address:
Phone: Birth Date:

Special Instructions

By placing my initials, signature, check or other mark in this box, I specifically
authorize my physician to withhold, or if treatment has commenced, to withdraw, consent to the
provision of artificially or technologically supplied nutrition or hydration if I am in a permanently
unconscious state AND my physician and at least one other physician who has examined me have
determined, to a reasonable degree of medical certainty, that artificially or technologically supplied
nutrition and hydration will not provide comfort to me or relieve my pain. [R.C. §2133.02(A)(3) and
R.C. §2133.08]

Signature of Declarant

I understand that I am responsible for telling members of my family, the agent named in my Health
Care Power of Attorney (if I have one), my doctor, my lawyer, my religious advisor and others about
this Living Will. I understand I may give copies of this Living Will to any person.

I understand that I must sign (or direct an individual to sign for me) and date this Living Will. I know
that my signing must be witnessed by two adults who are eligible to witness the signing OR the
signing must be acknowledged before a notary public. [R.C. §2133.02]

I sign my name to this Living Will on (date), at (place), Ohio.

Declarant signature

Additional Instructions (optional):




[] Witnesses Signature [] Public Notary

I attest that the Declarant signed or acknowledged this Living Will Declaration in my presence, and

that the Declarant appears to be of sound mind and not under or subject to duress, fraud or undue
influence.

Witness Signatures:

Signature Print Name
Address
Phone Date
Signature Print Name
Address
Phone Date

OR, if there are no witnesses, NOTARY ACKNOWLEDGMENT [R.C. §2133.02(B)(2)]
State of Ohio
County of

On (date), , declarant of this
Living Will personally appeared before me and acknowledged that (s)he executed the living will for
the purposes expressed therein. I attest that the declarant appears to be of sound mind and not
under duress, fraud or undue influence.

Notary Public

My Commission Expires:

My Commission is Permanent:




To help you understand this notice, language assistance, interpretation services,
and auxiliary aids and services are available at no cost to you. Services include,

but are not limited to: oral translation, written translation and auxiliary aids.

You can request these by calling 877-856-5702 (TTY: 711), Monday through Friday,
7 a.m. to 8 p.m., Eastern time.

English: Call the number above to receive free language assistance services.

Espaiiol (Spanish): Llame al nimero que se indica arriba para recibir servicios gratuitos de
asistencia linglistica.

French Creole (Haitian Creole): Kreyol Ayisyen (French Creole) Rele nimewo ki e dike anwo a
pou resevwa sevis éd gratis nan lang.

YkpaiHcbKa (Ukrainian): 3atenedoHynte 3a BKazaHMM BuLLE HOMEPOM A1 OTPUMAHHA
6e3KOLUITOBHOT MOBHOI NiATPUMKN.

Jureft (Nepali): [:3[eeh WTTEF-<t gl AdTEE UT Tl AT AT AHIRAT i T
A ball Lol Buclwall Slass e o) oMl wailyll @3y Jail :(Arabic) 4yl

Soomaali (Somali): Wac lambarka kore si aad u hesho adeegyada caawimaada luugada oo
bilaash ah.

Pycckuii (Russian): M03BOHUTE NO BbllLeyKa3aHHOMY HOMepY, YTOBbl NONYYUTL BecniaTHyo
A3bIKOBYIO NOAAEPHKKY.

Kiswahili (Swabhili): Piga simu kwa nambari iliyo hapo juu ili upate huduma za usaidizi wa lugha
bila malipo.

Francais (French): Appelez le numéro ci-dessus pour recevoir des services gratuits
d‘assistance linguistique.

Kinyarwanda (Burundi): Hamagara nomero yatanzwe haruguru kugira ngo uhabwe serivisi
z'ubufasha bw'indimi ku buntu.

O‘zbekcha (Uzbek): Til yuzasidan bepul yordam olish uchun yuqoridagi ragamga go‘ng‘iroq giling.
299 SO) & gyeads iy 03l olgS awdyi yidla 3 Lyg 3 :(Pashtu) g
Tiéng Viét (Vietnamese): Goi s6 diér; thoai & trén dé nhan cac dich vu hé trg ngobn ngr mién phi.
T°1C% (Tigrinya):- 19 §& €12 ATH "1 14T 19PCA (H, A1 AOA. Hoe €66 L0+
23S0 el Al oplads b L) SaS B0l Sleas cdlyys gl :(Dari) g3

This notice is available at Humana.com/OhioDocuments.

Humana Healthy Horizons in Ohio is a Medicaid Product of Humana Health Plan of
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