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Changes to My Health Care Directive

I wish to modify my Health Care Directive that is dated ______________________
Name ________________________________________________________________________

Address ______________________________________________________________________

Telephone _________________________________________ Date of Birth ________________

Instructions for Completing this Document

Write any changes in the appropriate parts below.  If a part of this document is not used, clearly 

write “NO CHANGE” across that part of this sheet.  Attach a copy of this document to the front 

of the Health Care Directive noted above and also to all copies.

Part I—Health Care Agent

Revoking a Healthcare Agent

I would like to revoke the following Health Care Agent previously appointed:

Name _________________________________________________________________________

Address _______________________________________________________________________

Phone _________________________________________________________________________

Revoking a Healthcare Agent

I would like to revoke the following Health Care Agent previously appointed:

Name _________________________________________________________________________

Address _______________________________________________________________________

Phone _________________________________________________________________________

Adding a Healthcare Agent

I would like to add the following person as my Healthcare Agent:

Name __________________________________________________________________________

Address ________________________________________________________________________

City __________________________________ State _______________ Zip Code _____________

Day Phone _______________ Evening Phone _________________ Cell Phone _______________

Adding a Healthcare Agent

I would like to add the following person as my Healthcare Agent:

Name __________________________________________________________________________

Address ________________________________________________________________________

City __________________________________ State _______________ Zip Code _____________

Day Phone _______________ Evening Phone _________________ Cell Phone _______________

Part II—Changing, Revoking, or adding Special Instructions

I would like to change, revoke, or add the following instructions:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Complete the signatures on the other side in the presence of two witnesses or a notary public.
Part III—Making the Document Legal

Minnesota or Iowa residents may have this document signed and dated in the presence of two witnesses or a notary public. 

Wisconsin residents must have this document signed and dated in the presence of two witnesses.

Statement of Witnesses

I know this person to be the individual identified in the document. I believe him or her to be of sound mind and at least 18 years of age. I personally witnessed him or her sign this document, and I believe that he or she did so voluntarily.

By signing this document as a witness, I certify that I am:

· At least 18 years of age.

· Not a healthcare agent appointed by the person signing this document.

· Not related to the person signing this document by blood, marriage or adoption. 

· Not directly financially responsible for that person's healthcare.

· Not a healthcare provider directly serving the person at this time.

· Not an employee (other than a social worker or chaplain) of a healthcare provider directly serving the person at this time.

· Not aware that I am entitled to or have a claim against the person's estate.

I am thinking clearly; I agree with everything that is written in this document and I have signed this document willingly in the presence of a Notary Public or two witnesses.
_____________________________________________________  _____________

 My signature                                                                          

                     Date

If I cannot sign my name, I can ask someone to sign this document for me.

______________________________________________________________

Signature of the person I asked to sign this document for me.

______________________________________________________________

Print the name of the person I asked to sign this document for me.

Witness number 1:
 Witness number 2:

__________________________________  ____________
________________________________  __________  

Signature                                                        Date  
Signature                                                     Date  

_______________________________________________
____________________________________________

Print name  
Print name

_______________________________________________
____________________________________________

Address
Address











(Notary Stamp)

Notary Public Option (Minnesota and Iowa Residents)




_________________________________  _________

Notary Public Signature                                                 Date

Be certain to provide a copy of this document to all who have a copy of the original document.

This sheet should be placed in the front of the Health Care Directive.
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