
S ample Advance D ir ect ives :  

· Dur able P ow er  of  At t or ney f or  H ealt h Car e ( H ealt h Car e P ow er  of  At t or ney)   
· L iv ing W i l l   
· P r ehos pit al  Advance D i r ect ive  

Ar iz ona has  per haps  t he mos t  moder n advance dir ect ive law  in  t he count r y. S imple 
and des igned f or  people t o dow nload and us e, Ar iz onans  have s ucces s f u l ly us ed 
t hes e document s  f or  about  a decade. T her e ar e s ever al unique t h ings  about  t hes e 
document s .  

1. T her e is  no r equir ement  f or  pat ient s  t o be " t er minal"  ( w hat ever  t hat  
means )  t o us e t hem.  

2. T hey can be us ed f or  chi ldr en ( s uch as  t hos e in  home hos pice pr ogr ams )  as  
w el l  as  adult s . 

3. T hey ar e AD VANCE  D I R E CT I VE S , not  phys ician or der s . P at ient s  in i t iat e 
t hem. 

4. T he pr ehos pit al advance dir ect ive law  ( " or ange f or m" )  has  el im inat ed t he 
unw ant ed and of t en accident al  r es us cit at ive ef f or t s  in  dying pat ient s . F ew  
ot her  s t at es  have s uch a pat ient -f r iendly device. [ F or  addit ional  in f or mat ion 
about  t h is  f or m, s ee:  I s er s on K V:  A s impl i f ied pr ehos pit al  advance dir ect ive 
law :  Ar iz ona' s  appr oach. Ann E mer g Med 1 9 9 3 ;2 2 :1 1 :1 7 0 3 -1 7 1 0 .]  

S how  t hes e t o your  legis lat or s !  T her e is  no r eas on w hy your  s t at e can' t  have s uch 
s imple, us able, pat ient -f r iendly f or ms . 



AR S . 3 6 -3 2 2 4 .  S AMP L E  H E AL T H  CAR E  P OW E R  OF  AT T OR NE Y  

Any wr iting that meets  the requirements  of s ection 36-3221 may be us ed to create a health 
care power  of attorney. T he fol lowing form is  offered as  a sample only and does  not prevent 
a per son from us ing other  language or  another  form:  

1. Health Care Power  of Attorney 

I ,  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ , as  pr incipal, des ignate _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  as  my 
agent for  al l  matters  relating to my health care, including, without l imitation, full  power  to 
give or  refus e cons ent to al l  medical, surgical, hospital and related health care. T his  power  
of attorney is  effective on my inabil ity to make or  communicate health care decis ions . All  of 
my agent's  actions  under  this  power  dur ing any per iod when I  am unable to make or  
communicate health care decis ions  or  when there is  uncer tainty whether  I  am dead or  al ive 
have the same effect on my heir s , devisees  and per sonal repres entatives  as  if I  were alive, 
competent and acting for  myself. 
I f my agent is  unwill ing or  unable to s erve or  continue to s erve, I  hereby appoint 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  as  my agent. 
I  have _ _ _ _ _  I  have not _ _ _ _ _  completed and attached a l iving wil l  for  purpos es  of 
providing specific direction to my agent in s ituations  that may occur  dur ing any per iod when 
I  am unable to make or  communicate health care decis ions  or  after  my death. My agent is  
directed to implement those choices  I  have initialed in the l iving wil l .  
I  have _ _ _ _ _  I  have not _ _ _ _ _  completed a prehospital medical care directive pursuant to 
section 36-3251, Ar izona Revised S tatutes . 
T his  health care directive is  made under  section 36-3221, Ar izona Revis ed S tatutes , and 
continues  in effect for  al l  who may rely on it except thos e to whom I  have given notice of its  
revocation. 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   
S ignature of Pr incipal 
Witness :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Date:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  T ime:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
Addres s :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Addres s  of Agent 
Witness :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  T elephone of Agent 
 
Addres s :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
(Note:  T his  document may be notar ized ins tead of being witness ed.) 
2. Autopsy (under  Ar izona law an autopsy may be required) 
I f you wish to do s o, reflect your  des ires  below:  

_ _ _ _ _ _ _  1. I  do not consent to an autops y. 

_ _ _ _ _ _ _  2. I  cons ent to an autopsy. 

_ _ _ _ _ _ _  3. My agent may give cons ent to or  refuse an autopsy. 

(Continued on next page)



3. Organ Donation (Optional) 

(Under  Ar izona law, you may make a gift of al l  or  par t of your  body to a bank or  s torage 
facil ity or  a hospital, phys ician or  medical or  dental school for  transplantation, therapy, 
medical or  dental evaluation or  res earch or  for  the advancement of medical or  dental 
science. You may also author ize your  agent to do s o or  a member  of your  family may make 
a gift unles s  you give them notice that you do not want a gift made. I n the space below you 
may make a gift yours elf or  s tate that you do not want to make a gift. I f you do not 
complete this  s ection, your  agent wil l  have the author ity to make a gift of a par t of your  
body pur suant to law. Note:  T he donation elections  you make in this  health care power  of 
attorney survive your  death.) 
I f any of the s tatements  below reflects  your  des ire, initial on the l ine next to that s tatement. 
You do not have to initial any of the s tatements . 
I f you do not check any of the s tatements , your  agent and your  family wil l  have the 
author ity to make a gift of all  or  par t of your  body under  Ar izona law. 
_ _ _ _ _ _ _  I  do not want to make an organ or  tis sue donation and I  do not want my agent or  
family to do so. 
_ _ _ _ _ _ _  I  have already s igned a wr itten agreement or  donor  card regarding organ and 
tis sue donation with the fol lowing individual or  ins titution:  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _  Pursuant to Ar izona law, I  hereby give, effective on my death:  
[ ]  Any needed organ or  par ts . 
[ ]  T he fol lowing par t or  organs  l is ted:  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
for  (check one):  
[ ]  Any legally author ized purpos e. 
[ ]  T ransplant or  therapeutic purpos es  only. 

4. Phys ician Affidavit (optional) 

(Before initialing any choices  above you may wish to ask ques tions  of your  phys ician 
regarding a par ticular  treatment alternative. I f you do speak with your  phys ician it is  a good 
idea to ask your  phys ician to complete this  affidavit and keep a copy for  his  fi le.) 
I ,  Dr . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  have reviewed this  guidance document and have 
discus sed with _ _ _ _ _ _ _ _ _  any ques tions  regarding the probable medical consequences  of 
the treatment choices  provided above. T his  discus s ion with the pr incipal occur red on 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . 
(date) 
I  have agreed to comply with the provis ions  of this  directive. 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   
S ignature of Phys ician 
5. L iving Will  (Optional. S ection 36-3262, Ar izona Revised S tatutes , has  a sample l iving 
wil l .) 
 
 



AR S  3 6 -3 2 6 2 .  S AMP L E  L I VI NG W I L L  
Any wr iting that meets  the requirements  of this  ar ticle may be us ed to create a l iving wil l .  A 
per son may wr ite and use a l iving wil l  without wr iting a health care power  of attorney or  
may attach a l iving wil l  to the per son's  health care power  of attorney. I f a per son has  a 
health care power  of attorney, the agent mus t make health care decis ions  that are 
cons is tent with the per s on's  known des ires  and that are medically reas onable and 
appropr iate. A pers on can, but is  not required to, s tate the pers on's  des ires  in a l iving wil l .  
T he fol lowing form is  offered as  a sample only and does  not prevent a per son from us ing 
other  language or  another  form:  

L iving W il l  

(S ome general s tatements  concerning your  health care options  are outl ined below. I f you 
agree with one of the s tatements , you should initial  that s tatement. Read all  of thes e 
s tatements  carefully before you initial your  s election. You can also wr ite your  own s tatement 
concerning li fe- sus taining treatment and other  matters  relating to your  health care. You 
may initial any combination of paragraphs  1, 2,  3 and 4 but if you initial paragraph 5 the 
other s  should not be initialed.) 

_ _ _ _ _  1. I f I  have a terminal condition I  do not want my l i fe to be prolonged and I  do not 
want l i fe- sus taining treatment, beyond comfor t care, that would serve only to ar tificially 
delay the moment of my death. 

_ _ _ _ _  2. I f I  am in a terminal condition or  an ir revers ible coma or  a pers is tent vegetative 
s tate that my doctor s  reasonably feel to be ir rever s ible or  incurable, I  do want the medical 
treatment neces sary to provide care that would keep me comfor table, but I  do not want the 
fol lowing:  

_ _ _ _ _  (a) Cardiopulmonary resuscitation, for  example, the us e of drugs , electr ic shock and 
ar tificial breathing. 

_ _ _ _ _  (b) Ar tificially adminis tered food and fluids . 

_ _ _ _ _  (c) T o be taken to a hospital i f at all  avoidable. 

_ _ _ _ _  3. Notwiths tanding my other  directions , i f I  am known to be pregnant, I  do not want 
l i fe- sus taining treatment withheld or  withdrawn if it is  poss ible that the embryo/fetus  wil l  
develop to the point of l ive bir th with the continued application of l i fe- sus taining treatment. 

_ _ _ _ _  4. Notwiths tanding my other  directions  I  do want the us e of al l  medical care 
necessary to treat my condition until  my doctor s  reas onably conclude that my condition is  
terminal or  is  i r rever s ible and incurable or  I  am in a pers is tent vegetative s tate. 

_ _ _ _ _  5. I  want my l i fe to be prolonged to the greates t extent poss ible. 

Other  or  Additional S tatements  of Des ires  

I  have _ _ _ _ _  I  have not _ _ _ _ _  attached additional special provis ions  or  l imitations  to this  
document to be honored in the absence of my being able to give health care directions .  



AR S :  3 6 -3 2 5 1 .  P R E H OS P I T AL  ME DI CAL  CAR E  D I R E CT I VE S ;  F OR M; E F F E CT ;  
DE F I NI T I ON  

A. Notwiths tanding any law or  a health care directive to the contrary, a per son may execute 
a prehospital medical care directive that, in the event of cardiac or  respiratory ar res t, 
directs  the withholding of cardiopulmonary resuscitation by emergency medical sys tem and 
hospital emergency department per sonnel. For  the purposes  of this  ar ticle, 
" cardiopulmonary resus citation"  shall  include cardiac compress ion, endotracheal intubation 
and other  advanced airway management, ar tificial ventilation, defibr i l lation, adminis tration 
of advanced cardiac li fe support drugs  and related emergency medical procedures . 
Author ization for  the withholding of cardiopulmonary resuscitation does  not include the 
withholding of other  medical interventions , such as  intravenous  fluids , oxygen or  other  
therapies  deemed neces sary to provide comfor t care or  to al leviate pain.  

B. A prehospital medical care directive shall  be pr inted on an orange background and may 
be us ed in either  letter  or  wallet s ize. T he directive shall  be in the following form:  

Prehospital Medical Care Directive 

(s ide one) 

I n the event of cardiac or  respiratory ar res t, I  refus e any resus citation measures  including 
cardiac compres s ion, endotracheal intubation and other  advanced airway management, 
ar tificial ventilation, defibr i l lation, adminis tration of advanced cardiac li fe support drugs  and 
related emergency medical procedures . 
Patient:  _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _  date:  _ _ _ _ _ _ _ _ _ _ _ _ _ _  
(S ignature or  mark) 
Attach recent photograph here 
or  provide all  of the fol lowing 
information below:  
Date of bir th _ _ _ _ _ _  s ex _ _ _ _  
Eye color  _ _ _ _ _ _ _ _  hair  color  _ _ _ _ _ _  race _ _ _ _ _ _  
Hospice program (if any) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
Name and telephone number  of patient's  phys ician _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

(s ide two) 

I  have explained this  form and its  cons equences  to the s igner  and obtained as surance that 
the s igner  unders tands  that death may result from any refus ed care l is ted above. 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  date _ _ _ _ _ _ _ _ _ _  
(Licensed health care provider) 
I  was  pres ent when this  was  s igned (or  marked). T he patient then appeared to be of s ound 
mind and free from dures s . 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  date _ _ _ _ _ _ _ _ _ _ _  

(Witness ) 



C. A per son who has  a valid prehospital medical care directive pursuant to this  section may 
wear  an identifying bracelet on either  the wr is t or  the ankle. T he bracelet shal l  be 
subs tantially s imilar  to identification bracelets  worn in hospitals . T he bracelet shal l  be on an 
orange background and s tate the following in bold type:  
Do Not Resus citate 
Patient:  _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
Patient's  phys ician:  _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

D. I f the per son has  des ignated an agent to make health care decis ions  under  section 36-
3221 or  has  been appointed a guardian for  health care decis ions  pursuant to title 14, that 
agent or  guardian shall  s ign if the per son is  no longer  competent to do so. 
E. A prehospital medical care directive is  effective until  i t is  revoked or  super seded by a new 
document. 

F. Emergency medical sys tem and hospital emergency department pers onnel who make a 
good faith effor t to identify the patient and who rely on an apparently genuine directive or  
photocopy thereof on orange paper  are immune from l iabil ity to the same extent and under  
the same conditions  as  prescr ibed in section 36-3205. I f a pers on has  any doubt as  to the 
validity of a directive or  the medical s ituation, that per son shall  proceed with resuscitative 
effor ts  as  otherwise required by law. Emergency medical sys tem pers onnel are not required 
to accept or  interpret medical care directives  that do not meet the requirements  of this  
section. 

G. I n the abs ence of a phys ician, a pers on without vital s igns  who is  not resus citated 
pursuant to a prehospital medical care directive may be pronounced dead by any peace 
officer  of this  s tate, a profes s ional nurse l icensed pursuant to title 32, chapter  15 or  an 
emergency medical technician cer tified pursuant to this  title. 
H. T his  section does  not apply to s ituations  involving mass  casualties . 
I .  After  being notified of a death by emergency medical sys tem per sonnel, the pers on's  
phys ician or  the county medical examiner  is  then respons ible for  s igning the death 
cer tificate. 

J. T he office of emergency medical services  in the department of health services  shall  pr int 
prehospital medical care directive forms  and make them available to the public. T he 
department may charge a fee that covers  the department's  cos ts  to prepare the form. T he 
department and its  employees  are immune from civil  l iabil ity for  is suing prehospital medical 
care directive forms  that meet the requirements  of this  section. A pers on may use a form 
that is  not prepared by the department of health services  if that form meets  the 
requirements  of this  section. I f an organization dis tr ibutes  a prehospital medical care 
directive form that meets  the requirements  of this  section, that organization and its  
employees  are also immune from civil  l iabil ity. 

K. Any prehospital medical care directive prepared before Apr i l  24, 1994 is  valid if it was  
valid at the time it was  prepared. 

L. For  the purpos es  of this  section, " emergency medical sys tem pers onnel"  includes  
emergency medical technicians  at all  levels  who are cer tified by the department of health 
services  and medical pers onnel who are l icensed by this  s tate and who are operating 
outs ide of an acute care hospital under  the direction of an emergency medical sys tem 
agency recognized by the department of health services .  

 


