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Texas Natural
Death Act:
Directive to Physicians

PHYS/CIANS CARING FOR TEXANS

Guidelines and Directives
The Texas Legislature has enacted the Natura! Death
Act 1 which authorizes use of written directives in
accordance with the guidelines set out below. The
U.S. Congress has enacted the Patient Self
Determination Act 2 which provides that information
conceming written directives be provided to all
adults at the time of admission as a hospital in
patient, at the time of admission as a skilled nursing
facility resident, in advance of coming under the care
of a home health agency, or at the time of initial
receipt of hospice care.
Printed and distributed courtesy of the Texas
Medical Association Board of Councilors 401 West
15th Street, Austin, Texas 78701-1680 512/370-1341.
12/93

Guidelines for Signers
General Infonnation
If you are at least 18 years old, of sound mind, and
acting on your own free will in the presence of two
qualifi.ed witnesses, you may sign a DIRECTIVE TO
PHYSICIANS (DIRECTIVE) concerning your own
care. The DIRECTIVE allows you to instruct your
physician not to use artificial methods to extend the
natura! process of dying. Before signing the DIREC
TIVE, you may ask advice from anyone you wish,
including your attomey.
If you sign the DIRECTIVE, talk it over with your
physician and ask that it be made part of your med
ical record. If you have signed a written DIRECTIVE
of which your doctor is unaware, and if you become
physically or mentally unable to inform your doctor
of its existence, another person may do so.

Witnesses
The DIRECTIVE must be WITNESSED by two adults
who (1) are not related to you by blood or marriage,
(2) are not mentioned in your will, and (3) would
have no claim on your estate.
1Texas Health & Safety Code Ann., §672.001 (Vernon 1993).

The DIRECTIVE may NOT BE WITNESSED by your
physician or by anyone working for your physician.
If you are in a health care facility at the time you sign
the DIRECTIVE, none of its patients may be a wit
ness, and none of its employees may be a witness if
they are involved in providing direct patient care to
you, or are directly involved in the financial affairs of
the health care facility. You do not have to have your
signature or your witnesses' signatures notarized
before the DIRECTIVE is a legal document.

Effect of Directive
The DIRECTIVE does not become effective - meaning
that no life-sustaining treatment can be withdrawn until such time as you become a "qualified patient."
You become a qualified patient only when you have
been diagnosed and certified in writing to have a ter
minal condition by two physicians, one of whom is
your attending physician, who have both personally
examined you.
No one may force you to sign the DIRECTIVE. No
one may deny you insurance or health care services
because you have chosen not to sign it. If you do
sign the DIRECTIVE, it will not affect your insurance
or any other rights you may have to accept or reject
medical treatment.
Your physician will be guided by the DIRECTIVE
only (1) if he/she is satisfied that the DIRECTIVE is
valid, and (2) if he/she and another doctor have cer
tified your condition as terminal.
If your attending physician chooses not to follow the
DIRECTIVE, he/she must make a reasonable effort
to transfer responsibility for your care to another
physician.
You are permitted to designate another person to
make treatment decisions for you if you become
comatose, lack the ability to understand the nature
and consequences of a treatment decision or are oth
erwise mentally or physically incapable of communi
cati.on. Doing so does not convert this document into
a Durable Power of Attomey for Health Care, how
ever.
You do not have to designate another person to make
treatment decisions in order for the DIRECTIVE to be
a legal document.

242 USC §1395cc(a)(l).
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Directive to Physicians

For Persons 18 Years of Age and Over
DIRECTIVE made this _______ day ____________ month, year).
_________________ _________ , being of sound mind, willfully, and voluntarily
make known my desire that my life shall not be artificially prolonged under the circumstances set forth below, and do hereby declare:
1.

If at any time I should have an incurable or irreversible condition caused by injury, disease, or illness certified to be a
terminal condition by two physicians, and if the application of life-sustaining procedures would serve onJy to artificially
prolong the moment of my death and where my attending physician determines that my death is imminent or will
result within a relatively short time without application of life-sustaining procedures, I direct that such procedures be
withheld or withdrawn, and that I be permitted to die naturally.

2.

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

3.

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.

4.

This DIRECTIVE shall be in effect until it is revoked.

5.

I unders tand the full import of this DIRECTIVE and I am emotionally and mentally competent to make this DIRECTIVE.

6.

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

7.

I understand that Texas law allows me to designate another person to make a treatment decision for me il I should

become comatose, incompetent, or otherwise mentally or physically incapable of communication. I hereby designate

-------,---------' who resides at ______________________
(print or type n11me)

to make such a treatment decision for me if I should become incapable of communicating with my physician. If the
person I have named above is unable to act on my behalf, I authorize the following person to do so:
.Name ____________________ _________ __________
Address ______ _______ ________________________
I have discussed my wishes with these persons and trust their judgment.
(NOTE: This clause is optiOnJJI. You do not have to designate another person to make treatment decisions.)

Signed _________________________________
City, County and State of Residence _______ ____________ ____________
Two witnesses must sign the DIRECTIVE in the spaces provided below.

I am not related to the declarant by blood or marriage. I would not be entitled to any portion of the declarant's estate on the
declarant's death. I am not the attending physician of the declarant or an employee of the attending physician. I am not a
patient in the health care facility in which the declarant is a patient. I have no claiJn against any portion of the estate of the
dedarant on the declarant's death. Furthermore, if I am an employee of a health facility in which the declarant is a patient, I
am not involved in providing direct patient care to the declarant nor am I directly involved in the financial affairs of the
health facility.

---------------------------------------Witness ----------------------------------------

Witness

TEXAS LAW DOES NOT REQUIRE m1s DIRECTIVE TO BE NarARIZ.ED.
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