
NEW MEXICO LIVING WILL 

AND 

DECLARATION UNDER THE RIGHT TO DIE ACT 

I, ______________________, being of sound mind and age 18 or older, willfully and voluntarily make 

known my will and directive that my life shall not be prolonged under the circumstances set forth below, 

and do hereby declare: 

1. If at any time I should be certified in writing by two physicians, one of whom is in charge of my 

care, to have a terminal condition or be in an irreversible coma, I direct that maintenance medical 

treatment be withdrawn, and that I be permitted to die.  

 

2. By maintenance medical treatment, I mean any medical treatment that is designed solely to sustain 

the life process, but I do not mean medication administered for the purpose of easing pain and 

discomfort. I also specify that I __ DO or ___DO NOT mean to include artificial nutrition and 

hydration within maintenance medical treatment (initial one or the other of these choices).  

 

3. In the absence of my ability to give directions regarding the use of maintenance medical treatment 

it is my attention that this directive shall be honored by my family and physicians as the final 

expressions of my legal right to refuse treatment, and I accept the consequences of such refusal.  

 

4. If my attending physician declines to participate in the withholding or withdrawal of maintenance 

medical treatment, she/he must take steps to transfer me to another physician who will honor my 

wishes.  

 

5. I understand the full import of this directive, and I am emotionally and mentally competent to make 

this directive decision. 

 

6. I understand that I may revoke this directive at any time by destroying it or saying so in the presence 

of someone age 18 or older.  

 

7. I will keep the original of this document at:  

 

_____________________________________________________________________________ (Person) 

____________________________________________________________________________ (Address) 

(Name of place or person who will have the original document) 

      

        ______ (your initials) 

 

I will give copies of this document to: 

 

_____________________________________________________________________________ (Person) 

____________________________________________________________________________ (Address) 

(Name of place or person who will have copies of the document) 

 



8. If there are any uncertainties or ambiguities about this directive or the treatment that I should be 

given if I become incompetent, I request my physician to discuss the matter with 

_________________________________, who knows my interests and values, and with whom I 

have discussed my wishes.  

 

 

     _________________                                                _________________________________________ 

              (Date)                                                                                                 (Signature) 

 

               _________________________________________ 

                                    (Address) 

 

               _________________________________________ 

                        (Phone)   

 

This form must be witnessed. 

 

WITNESS 

 

We believe the person who signed this documents to be of sound mind and under no constraint or undue 

influence. We are not related to him by blood or marriage nor would be entitled to or have any claim against 

any portion of his estate upon death; nor are we his attending physicians or any employee of the attending 

physicians or a health care facility in which he is a patient; nor are we responsible for his health care costs.  

 

On this _____ day of ______, ________, the person who signed this document, ______________________, 

of _______________________________________, signed the foregoing document, consisting of two 

typewritten pages, in our sight and presence and declared the same to be his document under the right to 

Die Act, and at his sight and presence of each other, we signed our names as witnesses.  

 

 

________________________                                           _______________________________ (Address) 

          Witness                                                                   _______________________________ (Phone) 

         

 

 

 

________________________               _______________________________ (Address) 

 Witness                                                                 _______________________________ (Phone) 

          

       

 


