
Alabama Advance Health Care Directive
On this date of ____________________ , I, ______________________________ , do hereby sign, 
execute, and adopt the following as my Advance Health Care Directive. I direct any and all persons 
or entities involved with my health care in any manner that these decisions are my wishes and were 
adopted without duress or force and of my own free will. 
I have placed my initials next to the sections of this Directive that I have adopted:
[ ] Living Will
[ ] Selection of Health Care Agent (Health Care Proxy)
[ ] Designation of Primary Physician
[ ] Organ Donation

This form may be used in the State of Alabama to make your wishes known about what medical 
treatment or other care you would or would not want if you become too sick to speak for yourself. 
You are not required to have an advance directive. If you do have an advance directive, be sure that 
your doctor, family, and friends know you have one and know where it is located.

Living Will

I, being of sound mind and at least 19 years old, would like to make the following wishes known. I 
direct that my family, my doctors and health care workers, and all others follow the directions I am 
writing down. I know that at any time I can change my mind about these directions by tearing up 
this form and writing a new one. I can also do away with these directions by tearing them up and by 
telling someone at least 19 years of age of my wishes and asking him or her to write them down.

I understand that these directions will only be used if I am not able to speak for myself.

IF I BECOME TERMINALLY ILL OR INJURED: Terminally ill or injured is when my doctor 
and another doctor decide that I have a condition that cannot be cured and that I will likely die in 
the near future from this condition.

Life sustaining treatment - Life sustaining treatment includes drugs, machines, or medical proce-
dures that would keep me alive but would not cure me. I know that even if I choose not to have 
life sustaining treatment, I will still get medicines and treatments that ease my pain and keep me 
comfortable.

Place your initials by either “yes” or “no”:

I want to have life sustaining treatment if I am terminally ill or injured. ____ Yes ____ No

Artificially provided food and hydration (Food and water through a tube or an IV) - I understand 
that if I am terminally ill or injured I may need to be given food and water through a tube or an IV 
to keep me alive if I can no longer chew or swallow on my own or with someone helping me.



Place your initials by either “yes” or “no”:

I want to have food and water provided through a tube or an IV if I am terminally ill or injured. 
____ Yes ____ No

IF I BECOME PERMANENTLY UNCONSCIOUS: Permanent unconsciousness is when my doc-
tor and another doctor agree that within a reasonable degree of medical certainty I can no longer 
think, feel anything, knowingly move, or be aware of being alive. They believe this condition will 
last indefinitely without hope for improvement and have watched me long enough to make that de-
cision. I understand that at least one of these doctors must be qualified to make such a diagnosis.

Life sustaining treatment - Life sustaining treatment includes drugs, machines, or other medical 
procedures that would keep me alive but would not cure me. I know that even if I choose not to 
have life sustaining treatment, I will still get medicines and treatments that ease my pain and keep 
me comfortable.

Place your initials by either “yes” or “no”:

I want to have life-sustaining treatment if I am permanently unconscious. ____ Yes ____ No

Artificially provided food and hydration (Food and water through a tube or an IV) - I understand 
that if I become permanently unconscious, I may need to be given food and water through a tube 
or an IV to keep me alive if I can no longer chew or swallow on my own or with someone helping 
me.

Place your initials by either “yes” or “no”:

I want to have food and water provided through a tube or an IV if I am permanently unconscious.
____ Yes ____ No

OTHER DIRECTIONS:

Please list any other things you want done or not done.

In addition to the directions I have listed on this form, I also want the following: 

If you do not have other directions, place your initials below:

 ____ No, I do not have any other directions.



Selection of Health Care Agent (Health Care Proxy)

If I need someone to speak for me.

This form can be used in the State of Alabama to name a person you would like to make medical 
or other decisions for you if you become too sick to speak for yourself. This person is called a 
health care proxy. You do not have to name a health care proxy. The directions in this form will be 
followed even if you do not name a health care proxy.

Place your initials by only one answer:

_____ I do not want to name a health care proxy. (If you check this answer, go to next section).

_____ I do want the person listed below to be my health care proxy. I have talked with this person 
about my wishes.

First choice for proxy: ___________________________________________________________

Relationship to me: _____________________________________________________________

Address: ______________________________________________________________________

City: ________________________ State: _______ Zip: _________

Day-time phone number: ___________ 

Night-time phone number: ____________

If this person is not able, not willing, or not available to be my health care proxy, this is my next 
choice:

Second choice for proxy: _________________________________________________________

Relationship to me: _____________________________________________________________

Address: ______________________________________

City: ________________________ State: _______ Zip: _________

Day-time phone number: ___________ 

Night-time phone number: ____________



Instructions for Proxy

Place your initials by either “yes” or “no”:

I want my health care proxy to make decisions about whether to give me food and water through 
a tube or an IV. ____ Yes ____ No

Place your initials by only one of the following:

____ I want my health care proxy to follow only the directions as listed on this form.

____ I want my health care proxy to follow my directions as listed on this form and to make any 
decisions about things I have not covered in the form.

____ I want my health care proxy to make the final decision, even though it could mean doing 
something different from what I have listed on this form.

Other Provisions

The things listed on this form are what I want. I also understand the following:

If my doctor or hospital does not want to follow the directions I have listed, they must see that I get 
to a doctor or hospital who will follow my directions. If I am pregnant, or if I become pregnant, the 
choices I have made on this form will not be followed until after the birth of the baby.

If the time comes for me to stop receiving life sustaining treatment or food and water through a 
tube or an IV, I direct that my doctor talk about the good and bad points of doing this, along with 
my wishes, with my health care proxy, if I have one, and with the following people: 
______________________________________________________________________________

In the absence of my ability to give directions regarding the use of life-sustaining treatment, it is my 
intention that this advance directive for health care shall be honored by my family, my physician(s), 
and health care provider(s) as the final expression of my legal right to refuse medical or surgical 
treatment and accept the consequences from such refusal. I understand the full import of this declara-
tion and I am emotionally and mentally competent to make this advance directive for health care.

Nothing in this directive shall be construed  to exclude from consultation or notification any rela-
tive of mine about my health condition or dying. Written directives by me as to whether to notify 
or consult with certain family members shall be respected by health care workers, attorneys-in-fact, 
or surrogates.

I understand that I may revoke this directive at any time.



Designation of Primary Physician

I designate the following physician as my primary physician: _________________________ (name) 
______________________________________________________________________ (address)
_______________________________________________________________________(phone).

OPTIONAL- DESIGNATION OF ALTERNATE PRIMARY PHYSICIAN: If the physician I 
have designated above is not willing, able, or reasonably available to act as my primary physi-
cian, I designate the following physician as my primary physician:
______________________________________________________________________ (name) 
______________________________________________________________________ (address)
_______________________________________________________________________(phone).

Organ Donation 

In the event of my death, I have placed my initials next to the following part(s) of my body that I 
wish donated for the purposes that I have initialed below:

[ ] any organs or parts OR
[ ] eyes [ ] bone and connective tissue [ ] skin
[ ] heart [ ] kidney(s) [ ] liver
[ ] lung(s) [ ] pancreas [ ] other __________
for the purposes of: 
[ ] any purpose authorized by law OR
[ ] transplantation [ ] research [ ] therapy
[ ] medical education [ ] other limitations ___________________________

Signature

I sign this Advance Health Care Directive, consisting of the following sections, which I have ini-
tialed below and have elected to adopt:

[ ] Living Will
[ ] Selection of Health Care Agent (Health Care Proxy)
[ ] Designation of Primary Physician
[ ] Organ Donation

BY SIGNING HERE I INDICATE THAT I UNDERSTAND THE PURPOSE AND EFFECT OF 
THIS DOCUMENT.

Signature ______________________________ Date ____________________

City, County, and State of Residence ________________________________________________



Notary Acknowledgment

State of ____________________
County of ____________________
On ____________________ , ______________________________ came before me personally 
and, under oath, stated that he or she is the person described in the above document and he or she 
signed the above document in my presence. I declare under penalty of perjury that the person whose 
name is subscribed to this instrument appears to be of sound mind and under no duress, fraud, or 
undue influence.

______________________________
Notary Public
My commission expires ____________________

Witness Acknowledgment

The declarant is personally known to me and I believe him or her to be of sound mind and under 
no duress, fraud, or undue influence. I did not sign the declarant’s signature above and I am not 
appointed as the health care agent or attorney-in-fact. I am at least eighteen (19) years of age and 
I am not related to the declarant by blood, adoption, or marriage, nor entitled to any portion of the 
estate. I am not directly financially responsible for declarant’s medical care. I am not a health care 
provider of the declarant or an employee of the health facility in which the declarant is a patient.

Witness Signature ______________________________ Date ____________________

Printed Name of Witness ______________________________

Second Witness Signature ______________________________ Date ___________________

Printed Name of Second Witness ______________________________

Signature of First Choice for Health Care Proxy

I, ______________________, am willing to serve as the health care proxy.

Proxy Signature: ____________________ Date: __________

Signature of Second Choice for Health Care Proxy:
I, ______________________, am willing to serve as the health care proxy if the first choice can-
not serve.

Proxy Signature: ____________________ Date: _____________
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