
Wyoming Living Will
Wyo. Stat. § 35-22-405

PART 1
POWER OF ATTORNEY FOR HEALTH CARE

(1) DESIGNATION OF AGENT: I designate the following individual as my agent to make health care decisions for me:

______________________________________________________________________
(name of individual you choose as agent)

______________________________________________________________________
(address)    (city)   (state)   (zip code)

______________________________________________________________________
(home phone)    (work phone)

OPTIONAL: If I revoke my agent’s authority or if my agent is not willing, able or reasonably available to make a health care decision 
for me, I designate as my first alternate agent:

______________________________________________________________________
(name of individual you choose as first alternate agent)

______________________________________________________________________
(address)    (city)   (state)   (zip code)

______________________________________________________________________
(home phone)    (work phone)

OPTIONAL: If I revoke the authority of my agent and first alternate agent or if neither is willing, able or reasonably available to make 
a health care decision for me, I designate as my second alternate agent:

______________________________________________________________________
(name of individual you choose as second alternate agent)

______________________________________________________________________
(address)    (city)   (state)   (zip code)

______________________________________________________________________
(home phone)    (work phone)

(2) AGENT’S AUTHORITY: My agent is authorized to make all health care decisions for me, including decisions to provide, withhold 
or withdraw artificial nutrition and hydration and all other forms of health care to keep me alive, except as I state here:

(Add additional sheets if needed.)

(3) WHEN AGENT’S AUTHORITY BECOMES EFFECTIVE: My agent’s authority becomes effective when my supervising health 
care provider determines that I lack the capacity to make my own health care decisions unless I initial the following box. If I initial this 
box [ ], my agent’s authority to make health care decisions for me takes effect immediately.

(4) AGENT’S OBLIGATION: My agent shall make health care decisions for me in accordance with this power of attorney for health 
care, any instructions I give in Part 2 of this form, and my other wishes to the extent known to my agent. To the extent my wishes are 
unknown, my agent shall make health care decisions for me in accordance with what my agent determines to be in my best interest. In 
determining my best interest, my agent shall consider my personal values to the extent known to my agent.

(5) NOMINATION OF GUARDIAN: If a guardian of my person needs to be appointed for me by a court, (please initial one):
□ I nominate the agent(s) whom I named in this form in the order designated to act as guardian.
□ I nominate the following to be guardian in the order designated:

______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
□ I do not nominate anyone to be guardian.
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PART 2
INSTRUCTIONS FOR HEALTH CARE

Please strike any wording that you do not want.

(6) END-OF-LIFE DECISIONS: I direct that my health care providers and others involved in my care provide, withhold or withdraw 
treatment in accordance with the choice I have initialed below:
□ (a) Choice Not To Prolong Life
I do not want my life to be prolonged if (i) I have an incurable and irreversible condition that will result in my death within a relatively 
short time,
(ii) I become unconscious and, to a reasonable degree of medical certainty, I will not regain consciousness, or (iii) the likely risks and 
burdens of treatment would outweigh the expected benefits, OR
□ (b) Choice To Prolong Life
I want my life to be prolonged as long as possible within the limits of generally accepted health care standards.

(7) ARTIFICIAL NUTRITION AND HYDRATION: Artificial nutrition and hydration must be provided, withheld or withdrawn in 
accordance with the choice I have made in paragraph (6) unless I initial the following box. If I initial this box □, artificial nutrition 
must be provided regardless of my condition and regardless of the choice I have made in paragraph (6). If I initial this box □, artificial 
hydration must be provided regardless of my condition and regardless of the choice I have made in paragraph (6).

(8) RELIEF FROM PAIN: Except as I state in the following space, I direct that treatment for alleviation of pain or discomfort be 
provided at all times:

(Add additional sheets if needed.)

(9) OTHER WISHES: (If you do not agree with any of the optional choices above and wish to write your own, or if you wish to add to 
the instructions you have given above, you may do so here.) I direct that:

(Add additional sheets if needed.

PART 3
DONATION OF ORGANS AT DEATH (OPTIONAL)

(10) Upon my death (initial applicable box):
□ (a) I give my body, or
□ (b) I give any needed organs, tissues or parts, or
□ (c) I give the following organs, tissues or parts only

______________________________________________________________________
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