Montana Living Will Declaration
I, _________________________, being of sound mind, willfully and voluntarily make known my desire that my dying shall not be artificially prolonged under the circumstances set forth below:
If I should have an incurable or irreversible condition that, without the administration of life-sustaining treatment, will, in the opinion of my attending physician or attending advanced practice registered nurse, cause my death within a relatively short time and I am no longer able to make decisions regarding my medical treatment, I direct my attending physician or attending advanced practice registered nurse, pursuant to the Montana Rights of the Terminally Ill Act, to withhold or withdraw treatment that only prolongs the process of dying and is not necessary to my comfort or to alleviate pain.

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

I understand the full import of this declaration and I am emotionally and mentally competent to make this decision. 
SIGNATURE OF DECLARANT

Signed: ________________________________________ Date: ____________________

Address: ________________________________________________________________

City, County, State of Residence: ____________________________________________
WITNESSES

The declarant voluntarily signed this document in my presence.
Witness: ________________________________________ Date: ___________________

Address: ________________________________________________________________

Witness: ________________________________________ Date: ___________________

Address: ________________________________________________________________

