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It is the policy of Washington Legal Blank to provide its customers with the most accurate legal forms available. However, Washington Legal Blank
cannot guarantee or warrant the effectiveness of any particular form in a given situation. You should seek legal counsel if you have questions about
the use or effect of any Washington Legal Blank form. If you need help in finding an attorney, you may call one of the lawyer referral services
listed on the Washington State Access to Justice Web site: http://www.wsba.org/atj/contact/lawref.htm. Each form is current as of its printing date.
However, the creation of law or amendment or repeal of existing law may render a form ineffective or obsolete. Customers should take reasonable
steps to ensure against the purchase of outdated forms. By law, Washington Legal Blank is not permitted to give its customers legal advice or to
assist them in completing forms. The manner in which forms are filled out and filed may affect your legal rights. A Washington Legal Blank Legal
Form or Publication (“Legal Form”) is provided “as is.” You assume the entire risk as to the results and performance of the Legal Form you are
using. You expressly agree that Washington Legal Blank’s maximum aggregate liability to anyone, based on the use of the Legal Form you are
using, shall not exceed the amount paid by you for the Legal Form.

The copyright and other intellectual property rights in all Washington Legal Blank forms belong to Washington Legal Blank; federal law prohibits
unauthorized reproduction of copyrighted material, whether electronically (e.g. scanning into a computer), or by photocopying, retyping, or other
means. Washington Legal Blank protects its copyright and proprietary rights and is prepared to pursue all available legal remedies against any vio-
lations. 

By purchasing a Washington Legal Blank Legal Form, you expressly agree to be bound by the terms stated herein. You are given a license to make
a single use of the Legal Form by completing it or filling it out. You may make duplicates of a completed or filled-out Legal Form. You may not
distribute any uncompleted or unfilled-out Legal Form or make a derivative work of the Legal Form. You expressly agree that Washington Legal
Blank owns all intellectual property rights in the Legal Form, including patents, copyrights and trademarks, and that Washington Legal Blank’s
intellectual property rights are valid and enforceable. If you fail to comply with any terms or conditions presented herein, your license will termi-
nate immediately.

Washington Legal Blank and its counsel have designed this form and these instructions to assist you in preparing a health care directive. Before
using this form and these instructions, consult an attorney if you believe it is in your best interests to do so or if you do not understand the form
or any instruction. It is the intent of Washington Legal Blank to save its customers time and money through the development and marketing of
legal forms. However, the misuse of legal forms, whether deliberate or inadvertent, can result in delays, additional costs, and other undesirable
consequences. Read all instructions and the form before proceeding, then follow all instructions exactly and fill out the form completely.
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HEALTH CARE DIRECTIVE

I, , Declarant, having the capacity

to make health care decisions, willfully, and voluntarily make known my desire that my dying shall not be artificially prolonged

under the circumstances set forth below, and do hereby declare that:

(a) If at any time I should be diagnosed in writing to be in a terminal condition by the attending physician, or in a permanent

unconscious condition by two physicians, and where the application of life-sustaining treatment would serve only to artificially pro-

long the process of my dying, I direct that such treatment be withheld or withdrawn, and that I be permitted to die naturally. I under-

stand by using this form that a terminal condition means an incurable and irreversible condition caused by injury, disease, or illness,

that would within reasonable medical judgment cause death within a reasonable period of time in accordance with accepted medical

standards, and where the application of life-sustaining treatment would serve only to prolong the process of dying. I further under-

stand in using this form that a permanent unconscious condition means an incurable and irreversible condition in which I am med-

ically assessed within reasonable medical judgment as having no reasonable probability of recovery from an irreversible coma or a

persistent vegetative state.

(b) In the absence of my ability to give directions regarding the use of such life-sustaining treatment, it is my intention that

this Directive shall be honored by my family and physician(s) as the final expression of my legal right to refuse medical or surgical

treatment and I accept the consequences of such refusal. If another person is appointed to make these decisions for me, whether

through a durable power of attorney or otherwise, I request that the person be guided by this Directive and any other clear expres-

sions of my desires.

(c) If I am diagnosed to be in a terminal condition or in a permanent unconscious condition (check one):

a I DO want to have artificially provided nutrition.

a I DO NOT want to have artificially provided nutrition.

(d) If I am diagnosed to be in a terminal condition or in a permanent unconscious condition (check one):

a I DO want to have artificially provided hydration.

a I DO NOT want to have artificially provided hydration.

(e) If I have been diagnosed as pregnant and that diagnosis is known to my physician, this Directive shall have no force or

effect during the course of my pregnancy.

(f) I understand the full import of this Directive and I am emotionally and mentally capable to make the health care decisions

contained in this Directive.

(g) I understand that before I sign this Directive, I can add to or delete from or otherwise change the wording of this Directive

and that I may add to or delete from this Directive at any time and that any changes shall be consistent with Washington State law

or federal constitutional law to be legally valid.

(h) (initial) By this Directive I do not mean to preclude the use of pain medication or other treatment to make me com-

fortable or alleviate pain.

(i) (Other directions) 

(j) It is my wish that every part of this Directive be fully implemented. If for any reason any part is held invalid it is my wish

that the remainder of my Directive be implemented.

DATED .

DECLARANT SIGNATURE

TYPE OR PRINT NAME

ADDRESS

CITY STATE ZIP

(OVER)
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STATE OF WASHINGTON,

ss.

County of 

I hereby witness this Directive and attest that:

(1) This Directive was signed by the Declarant in the presence of the other witness and me.

(2) To the best of my knowledge, at the time of execution of this Directive:

(a) I am over the age of eighteen (18) years;

(b) I am not related to the Declarant by blood or marriage;

(c) I am not entitled to any portion of the estate upon the Declarant’s death under any will of the Declarant or codicil

presently existing or, at the time of the Directive, by operation of law then existing;

(d) I am not an attending physician, an employee of the attending physician or a health facility in which the declarant

is a patient;

(e) I do not have any claim against any portion of the estate of the Declarant.

(3) I understand that if I have not witnessed this Directive in good faith, I may be responsible for any damages that arise

out of giving this Directive its intended effect.

(4) The Declarant is personally known to me and I believe him or her to be capable of making health care decisions.

WITNESS SIGNATURE WITNESS SIGNATURE

WITNESS NAME (TYPED OR PRINTED) WITNESS NAME (TYPED OR PRINTED)

ADDRESS ADDRESS

CITY STATE ZIP CITY STATE ZIP

I certify that I know or have satisfactory evidence that signed

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

DATED .

Notary Public for Washington

My appointment expires 
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