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INDIANA LIVING WILL DECLARATION 
State Form 55316 (6-13) 
Indiana State Department of Health – IC 16-36-4 

This declaration is effective on the date of execution and remains in effect until revocation or the 
death of the declarant.  This declaration should be provided to your physician.   

LIVING WILL DECLARATION 

Declaration made this       day of       (month, year). I, ,
being at least eighteen (18) years of age and of sound mind, willfully and voluntarily make known my desires that my 
dying shall not be artificially prolonged under the circumstances set forth below, and I declare: 

If at any time my attending physician certifies in writing that: 
(1) I have an incurable injury, disease, or illness;
(2) my death will occur within a short time; and
(3) the use of life prolonging procedures would serve only to artificially prolong the dying process,

I direct that such procedures be withheld or withdrawn and that I be permitted to die naturally with only the 
performance or provision of any medical procedure or medication necessary to provide me with comfort care or to 
alleviate pain, and, if I have so indicated below, the provision of artificially supplied nutrition and hydration.   
(Indicate your choice by initialing or making your mark before signing this declaration.): 

    __________ I wish to receive artificially supplied nutrition and hydration, even if the effort to sustain 
   life is futile or excessively burdensome to me. 

    __________ I do not wish to receive artificially supplied nutrition and hydration, if the effort to sustain 
   life is futile or excessively burdensome to me. 

    __________ I intentionally make no decision concerning artificially supplied nutrition and hydration, 
   leaving the decision to my health care representative appointed under IC 16-36-1-7 or  
   my attorney in fact with health care powers under IC 30-5-5. 

In the absence of my ability to give directions regarding the use of life prolonging procedures, it is my intention that 
this declaration be honored by my family and physician as the final expression of my legal right to refuse medical or 
surgical treatment and accept the consequences of the refusal. 

I understand the full import of this declaration. 

Signed

City, County, and State of Residence

WITNESSES 

The declarant has been personally known to me and I believe (him/her) to be of sound mind.  I did not sign the 
declarant's signature above for or at the direction of the declarant. I am not a parent, spouse, or child of the 
declarant.  I am not entitled to any part of the declarant's estate or directly financially responsible for the declarant's 
medical care.  I am competent and at least eighteen (18) years of age. 

    Witness __________________________________ Date (month, day, year) _____________________ 

    Witness __________________________________ Date (month, day, year) _____________________ 



 

 
CRITICAL STEP:  

SHARE YOUR COMPLETED DOCUMENT! 
 
 

Your document is only helpful if people know where to find it when it is needed. It’s important to 
discuss the decisions outlined in your document with anyone you designate to act on your behalf in a 
health emergency. Here’s a quick guide to sharing your document once it has been completed and satisfies 
the legal requirements for your state (if applicable). 
 
 

WHO NEEDS A COPY OF YOUR DOCUMENT? 
• Anyone assigned a decision-making role in the document 
• A spouse or significant other 
• A trusted family member or friend  
• Any doctors you see on a regular basis 
• Any hospital or facility in which you regularly receive care 
• A lawyer and/or estate planner, if you have one 

 
HOW TO SHARE YOUR DOCUMENT 

1) Use Cake!  Upload your document to a free Cake account for safekeeping.  
Share 24/7 secure document access with anyone that has an email address* 
 
Create your free Cake account: www.joincake.com/share-free 
 

2) Or, print and provide copies to everyone who needs one 
  

WHY PLAN & SHARE WITH CAKE? 

• Get a personalized checklist that guides you through each step 
• Make healthcare, financial, funeral, and legacy decisions 
• Create, upload, and print all your end-of-life documents  
• Share 24/7 document access with anyone that has an email address* 

 
Create your free Cake account: www.joincake.com/share-free 

 
* Some healthcare providers may require a paper copy of your document to be able to enter it into their records. 
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