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12. HOW THIS DIRECTIVE CAN BE REVOKED OR CANCELED  
 

This directive can be revoked by a written statement to that effect, or by any other expression of intention to revoke. 
However, if I express disagreement with a particular decision made for me, that disagreement alone is not a 
revocation of this document. 
 

13. SUMMARY AND SIGNATURE  

I understand what this document means. If I am ever unable to make my own health care decisions, I am directing 
whoever makes them for me to do as I have said here. This includes withholding and/or withdrawing life-sustaining 
medical treatment, which might result in my death occurring sooner than if everything medically possible were done. 
I make this document of my free will, and I believe I have the mental and emotional capacity to do so. I want this 
document to become effective even if I become incompetent or otherwise disabled.   

 

   

Signature  Date 
 {Sign only in the presence of two witnesses and a notary, if notarizing.} 

14. STATEMENT OF WITNESSES 
 

 
{Print your name � not the names of your witnesses � on this line.} 

is personally known to me, and I believe him/her to be of sound mind and to have completed this document 
voluntarily. I affirm I am at least 18 years old, not related to him/her by blood, marriage, or adoption, and not his/her 
health care agent named in this document. As far as I know I am not a beneficiary of his/her will or any codicil, and I 
have no claim against his/her estate. I am not directly involved in his/her health care, and I am not an employee of 
his/her physician or a health care facility where the person making this document may reside.  

WITNESS 1 
 

____________________________________________  _____________________________ 

Signature                     Date 

 

________________________  ________________ 

Printed Name                                   Phone 

 

____________________________________________ 

Address 

WITNESS 2 
 

____________________________________________  _____________________________ 

Signature                     Date 

 

________________________  ________________ 

Printed Name                                   Phone 

 

____________________________________________ 

Address 
 

NOTARIZATION {optional} 

 
STATE OF WASHINGTON County of  

  

I certify that I know or have satisfactory evidence that  

signed this document and acknowledged it to be his/her free and voluntary act for the uses and purposes mentioned 
in this document. 
     

Dated this    day of  , 20                  

  

  

 

   NOTARY PUBLIC in and for the State of Washington 

  Residing at  

   

 My commission expires  
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