
 
ATTN: NEBRASKA HEALTH CARE PROVIDERS 

  

I have created the following Advance Directives: 
(Check one or more, as appropriate) 

  
  _____  Nebraska Declaration - Living Will 
  _____  Nebraska Power of Attorney for Health Care 
  _____  Other __________________________________________________ 
  
  Please contact _________________________________________________ 
                            (Name) 
  _____________________________________________________________ 
                                                             (Address) 
  ___________________________________________ for more information. 
                       (Telephone) 
  _______________       ___________________________________________ 
          (Date)                  (Signature) 
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