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Below is a list of documentation required prior to admission:

1. Signed Physical — dated within the last 6 months (FORM ATTACHED)

2. Most current Clinical Evaluation/Summary

3. Identifying Documents

	a. Valid Photo ID
	b. Insurance Card
	c. Birth Certificate
	d. Social Security Card

4. Medication List (FORM ATTACHED)

5. “About the Member” form (FORM ATTACHED)

6. Consent/s (FORMS ATTACHED)

7. �Authorization and Understanding Statement/consent to run a background check (FORM ATTACHED)

8. �Labs (required if presently taking Clozaril, Depakote, Lithium or Tegretol, dated within
30 days prior to admission)

Consents must be fully complete for:

• �Any family members or other positive supports with
whom we may release information/speak with

• Parole or probation officer

• �Rep Payee (if the member receives Social Security
benefits)

• ICM or other external supports

• �Current and any previous treatment provider
in the last two years

• County MHDDS office

• Police

• BHMCO

• Local hospital

• Local Crisis Services (when applicable)

If the Member needs help in gathering any of the required documents, please contact us for support. 
You can reach our entire team by e-mailing us at NCAdmissions@projecttransition.com or calling  

910-255-5721 and asking for Admissions.

Thank you!

Stephanie Payne
Project Transition Admissions

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com
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Member Information

First Name:    Last Name: 

Member Phone: Preferred Name:

Social Security Number:     Date of Birth:

Gender:      Male       Female       Other:

Health Insurance Provider Name: 

Member ID:     RX Bin: 

PCN:    Group #:

Member Permanent Address:  

For members who are homeless and do not have a permanent address that is viable to use, 
please let us know and we will provide an alternative.

This address is where mail is sent and retrieved. This address must continue be used after admission.The Project  
Transition program address cannot be used. Members need to maintain their permanent address to maintain benefits.

1. Emergency Contact Information

Name:

Contact Phone: 

Address:

Relationship:

Define Relationship:

Release of Information Completed: YES     NO

2. Emergency Contact Information

Name:

Contact Phone: 

Address:

Relationship:

Define Relationship:

Release of Information Completed: YES     NO

Check boxes below that apply to the individual

Full Scale IQ_ _________________________________

A history of fire setting YES   NO

A history of harm to animals YES   NO                                                          

A history of aggressive/violent  
behavior to property or people	 YES   NO  

A diagnosis of an Intellectual	 YES   NO
Developmental Disability 
(including Autism spectrum or)	

Traumatic Brain Injury	 YES   NO

Currently on probation	 YES   NO 

Currently on parole	 YES   NO

Currently incarcerated YES   NO

A history of sexually	 YES   NO
challenging behavior
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Referring Provider

Referring Facility/Agency:     

Current Level of Care (Acute inpatient, Sub Acute; Rehab, OP, other, etc.):

Referring Agency Contact Name:    

Referring Agency Contact Title: 

Referring Contact Phone:   Referring Contact Fax:

Referring Contact E-mail:

Who to Contact to Start Preadmission Process:

Phone: E-mail:

Medical Contacts

Primary Care Provider Name:     			Provider Phone: 

Provider Address:  

Dentist Name:    

Dentist Phone Number: 

Dentist Address: 

Rep Payee for Social Security (if not applicable, write N/A)

Rep Payee Name (if applicable):		 Rep Payee Phone: 

Relationship:

Legal Contacts

 Probation     or       Parole Officer Name:___________________________________________________________________

PO Phone Number:	 PO E-mail Address:

County: 

If supervision is provided by another county, please list:
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Case Manager Contact

Name:      Agency Name: 

ICM Phone:         ICM Email: 

Care Coordinator Contact

Name:      

Phone:       Email: 

Family and Other Supports Contact Information

1. Name: Relationship: 

Phone: 

Address: 

Release signed for contact: YES     NO

2. Name: Relationship: 

Phone: 

Address: 

Release signed for contact: YES     NO
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Please list all current situations:

Current or most recent Housing

Employment, including most recent

Education

Transportation

Other

ellen.levin
Cross-Out



Project Transition
Hope and Healing Through Community

Consent for Release Information
I, , hereby give my permission to the staff of Project Transition to obtain from:

Organization, Name & Title:				 Phone: 

Address: City: State: Zip:

The following specific information (please check boxes you consent release of):

 Psychiatric Evaluation	

 �Medical History, including 
physical examination	

 Treatment Planning           

 �CCA Comprehensive Clinical 
Assessment

 �Authorization of Services 
(Clinical Reviews)	

 Program Status

 Discharge Planning	

 �Discharge Summary  
(from past treatment episodes)         

 Other

For the purpose(s) of (please check next to the items purpose):

 Admission planning	  Permanent Address Verification	  Legal Background Check

 Authorization of Services	  Benefits Information	  Emergency Contact

 Other

I understand the nature of this authorization. I understand that my authorization shall remain effective until

(date to be no longer than one year).

I understand that all information released will be handled confidentially, in compliance with the Federal Privacy

Act (PL92-282) and the North Carolina Act (10 NCAC 18D)

I also understand that I may revoke this authorization (except to the extent that action has been taken in reliance 
thereon) at any time by verbal or written communication to the releasing agency.

I have been informed of my rights (subject to Section 10A NCAC 26B .0201 of the Act for North Carolina) to
inspect the material to be released.

Member Signature affirms they have been   Date 
given a copy of this consent

Witness Signature affirms member has been Date
given a copy of this consent

NOTICE RECIPIENT OF INFORMATION
This record which has been disclosed to you is protected by federal confidentiality rules. (42 CFR part 2)If the records are protected under the federal 
regulations on the confidentiality of alcohol and drug abuse patient records (42 CFR 2), you are prohibited from making any further disclosure of this 
information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as otherwise permitted by 42 
CFR 2. A general authorization for the release medical or other information is NOT sufficient for this purpose. The federal rules restrict any use of the 
information to criminally investigate or prosecute any alcohol drug abuse patient. D and A-all	 QI 8/2016

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com 09/21
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Authorization and Understanding Statement

Member’s Legal Name:  Social Security Number: 

Preferred Name:

Driver’s License Number:       Driver’s License State: 

Date of Birth: 

Permanent Address:  

I authorize Project Transition and its designated security agent to contact either orally or in writing any third parties to
obtain any information they deem necessary and appropriate in verifying my application. I specifically authorize this 
company or its designated agent to obtain from any state or local law enforcement agency to include US Military 

authorities concerning my conduct, including any criminal history record information and motor vehicle report.

Member Signature   Date

Member Name Print

Signature of witness who has validated applicants ID	 Date

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com 09/21
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Member Name:  

Please complete the following form and list ALL currently prescribed psychiatric and physical medications

Member Medication List

Medication 
Name

Prescribing 
Practioner

Dosage/
Frequency

When 
Taken

Prior Auth 
Required?

Presently participating in a Medication Assisted Treatment (MAT) Program?

 YES, METHADONE		   YES, SUBOXONE

 YES, NALTREXONE 		   YES, BUPRENORPHINE  NO
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Physical Evaluation Form
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Please answer every question on this form and be sure to sign the last page. 

First Name:    Last Name: Date of Birth:

Height: Weight:	 Blood Pressure / Pulse: 

Review of Systems/History 
Vision

Loss of Vision  YES	  NO
Distorted Vision (Halos)  YES	  NO
Double Vision  YES	  NO
Redness  YES	  NO
Itching  YES	  NO
Foreign body sensation  YES	  NO
Occasional tearing 	  NO
Eye pain or soreness  NO
Chronic infection of eye or lid  YES	  NO

Blurred Vision  YES	  NO
Loss of Side Vision  YES	  NO
Mucous Discharge  YES	  NO
Burning  YES	  NO
Excess tearing/watering  YES	  NO
Glare/light sensitivity  YES	  NO 
Styes, Chalazion  YES	  NO 
Other  YES	  NO

If answered yes to any of the above, please explain:

Respiratory

Asthma  YES	  NO
Bronchitis  YES	  NO
Seasonal Allergies  YES	  NO
Pneumonia  YES	  NO
Smoking History  YES	  NO

Emphysema/COPD  YES	  NO
Chronic Cough  YES	  NO
Tuberculosis  YES	  NO
Shortness of Breath  YES	  NO
Other Respiratory  YES	  NO

If answered yes to any of the above, please explain:

Cardiac

High Blood Pressure	 YES	 NO
Heart Attack	 YES	 NO
Heart Murmur	 YES	 NO
Irregular Heartbeat	 YES	 NO
Slow or Fast Heart Rate	 YES	 NO
Stroke/TIA’s	 YES	 NO
Low Blood Pressure	 YES	 NO

Chest Pain/Angina	 YES	 NO
Congestive Heart Failure	 YES	 NO
Bleeding Problems	 YES	 NO
Other Blood or lymphatic	 YES	 NO
Other Cardiac	 YES	 NO

If answered yes to any of the above, please explain:

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com
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Endocrine

Diabetes	 YES	 NO
Thyroid	 YES	 NO

Kidney Disease	 YES	 NO
Hepatitis/Yellow Jaundice	 YES	 NO

If answered yes to any of the above, please explain:

Gastrointestinal
Hiatal Hernia	 YES	 NO
Stomach Ulcers	 YES	 NO
Intestinal / Bowel Problems	 YES	 NO

Other Gastrointestinal	 YES	 NO
Other Genitourinary	 YES	 NO

If answered yes to any of the above, please explain:

Neurological

Convulsions / Seizures	 YES	 NO
Migraines	 YES	 NO

Blackouts	 YES	 NO
Other Neurological	 YES	 NO

If answered yes to any of the above, please explain:

Other

Skin Problems	 YES	 NO
HIV / AIDS	 YES	 NO
STD / STI	 YES	 NO 

Cancer	 YES	 NO
Musculoskeletal	 YES	 NO
Arthristis	 YES	 NO

If answered yes to any of the above, please explain:

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com
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Review of Drug and Alcohol History

Does the member have a history of substance abuse?      YES	 NO
If yes, please explain including substance/s used, frequency of use and relapse profile:

Medications

Does the member have any allergies to any Medications (if so, please list each medication and type of reaction)?

Does the member have any allergies to any Medications (if so, please list each medication and type of reaction)?

List all medications the member is currently on:

Medication  	 Dosage  Reason for Use

List medication history of member (physical and psychotropic):

Medication  	 Dosage  	 Reason for Use

Have you reviewed this member’s list of medications with the program Psychiatrist as part of the assessment?       

YES      NO

Does this patient have any mobility issues that would prevent them from living successfully in a second floor bedroom 

and participating in a residential treatment program?

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com
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Recommendations

Does member present with identified breathing and/or cardiovascular problems?

Is member able to walk without impediment? YES	 NO

Are there any nutritional/dietary needs?       YES  NO 

What is member’s BMI?______________________________________________________________________________________

Is BMI in a healthy range?       YES	 NO            If no, what is healthy range?_ ___________________________________

Weight loss recommended?       YES	 NO        If yes, what is goal weight?  ____________________________________

Is member up-to-date with immunizations/tetanus?        YES	  NO

Does member use tobacco regularly?       YES	 NO

Does member use vaping regularly?      YES	 NO

Is smoking cessation program recommended?         YES	  NO

Referrals or follow-up appointments:__________________________________________________________________________

Physical Examination

General  _ _________________________________________________________________________________________________ 

HEENT Findings____________________________________________________________________________________________

__________________________________________________________________________________________________________

Signature of Physician:_________________________________________________ Date of Evaluation:_____________________

Printed Name of Physician:___________________________________________________________________________________

Reviewed by Project Transition Psychiatrist:_______________________________ Print Name:___________________________ 

I have the following recommendations (please also include in psychiatric eval):

__________________________________________________________________________________________________________

Signature:___________________________________________________________ Date:_________________________________

Phone 910-255-5721   |   Fax 910-399-4108   |   NCAdmissions@projecttransition.com
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STATE OF NORTH CAROLINA 

ADVANCE INSTRUCTION FOR 

MENTAL HEALTH TREATMENT 

COUNTY OF 

(NOTICE TO PERSON MAKING AN INSTRUCTION FOR MENTAL HEALTH 

TREATMENT) 

This is an important legal document.  It creates an instruction for mental health treatment. You 

should consider filing it with the Advanced Health Care Directive Registry maintained by the 

North Carolina Secretary of State: https://www.sosnc.gov

 Before signing this document you should know these important facts: 

This document allows you to make decisions in advance about certain types of mental health 

treatment.  The instructions you include in this declaration will be followed if a physician or 

eligible psychologist determines that you are incapable of making and communicating treatment 

decisions.  Otherwise, you will be considered capable to give or withhold consent for the 

treatments.  Your instructions may be overridden if you are being held in accordance with civil 

commitment law.  Under the Health Care Power of Attorney you may also appoint a person as 

your health care agent to make treatment decisions for you if you become incapable.  You have 

the right to revoke this document at any time you have not been determined to be incapable.  

YOU MAY NOT REVOKE THIS ADVANCE INSTRUCTION WHEN YOU ARE FOUND 

INCAPABLE BY A PHYSICIAN OR OTHER AUTHORIZED MENTAL HEALTH TREATMENT 

PROVIDER.  A revocation is effective when it is communicated to your attending physician or 

other provider.  The physician or other provider shall note the revocation in your medical 

record.  To be valid, this advance instruction must be signed by two qualified witnesses, 

personally known to you, who are present when you sign or acknowledge your signature.  It must 

also be acknowledged before a notary public. 

NOTICE TO PHYSICIAN OR OTHER MENTAL HEALTH TREATMENT PROVIDER 

Under North Carolina law, a person may use this advance instruction to provide consent for 

future mental health treatment if the person later becomes incapable of making those decisions.  

Under the Health Care Power of Attorney the person may also appoint a health care agent to 

make mental health treatment decisions for the person when incapable.  A person is “incapable” 

https://www.sosnc.gov
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when in the opinion of a physician or eligible psychologist the person currently lacks sufficient 

understanding or capacity to make and communicate mental health treatment decisions.  This 

document becomes effective upon its proper execution and remains valid unless revoked.  Upon 

being presented with this advance instruction, the physician or other provider must make it a 

part of the person’s medical record.  The attending physician or other mental health treatment 

provider must act in accordance with the statements expressed in the advance instruction when 

the person is determined to be incapable, unless compliance is not consistent with G.S. 122C-

74(g).  The physician or other mental health treatment provider shall promptly notify the 

principal and, if applicable, the health care agent, and document noncompliance with any part 

of an advance instruction in the principal’s medical record.  The physician or other mental 

health treatment provider may rely upon the authority of a signed, witnessed, dated and 

notarized advance instruction, as provided in G.S. 122C-75.) 

I,                                    , being an adult of sound mind, willfully 

and voluntarily make this advance instruction for mental health treatment to be followed if it is 

determined by a physician or eligible psychologist that my ability to receive and evaluate 

information effectively or communicate decisions is impaired to such an extent that I lack the 

capacity to refuse or consent to mental health treatment.  “Mental health treatment” means the 

process of providing for the physical, emotional, psychological, and social needs of the principal.  

“Mental health treatment includes electroconvulsive treatment (ECT), commonly referred to as 

“shock treatment”, treatment of mental illness with psychotropic medication, and admission to 

and retention in a facility for care or treatment of mental illness.   

I understand that under G.S. 122C-57, other than for specific exceptions stated there, 

mental health treatment may not be administered without my express and informed written 

consent or, if I am incapable of giving my informed consent, the express and informed consent of 

my legally responsible person, my health care agent named pursuant to a valid health care power 

of attorney, or my consent expressed in this advance instruction for mental health treatment.  I 

understand that I may become incapable of giving or withholding informed consent for mental 

treatment due to the symptoms of a diagnosed mental disorder.  These symptoms may include:  

. 
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PSYCHOACTIVE MEDICATIONS 

If I become incapable of giving or withholding informed consent for mental health 

treatment, my instructions regarding psychoactive medications are as follows:  (Place initials 

beside choice.) 

______ I consent to the administration of the following medications:  

______ I do not consent to the administration of the following medications:  

Conditions or limitations:  

ADMISSION TO AND RETENTION IN FACILITY 

If I become incapable of giving or withholding informed consent for mental health 

treatment, my instructions regarding admission to and retention in a health care facility for 

mental health treatment are as follows:  (Place initials beside choice.) 

_____ I consent to being admitted to a health care facility for mental health 

treatment.  My facility preference is 

. 

_____ I do not consent to being admitted to a health care facility for mental 

health treatment. 

This advance instruction cannot, by law, provide consent to retain me in a facility for more than 

ten (10) days. 

Conditions or limitations:    

ADDITIONAL INSTRUCTIONS 

These instructions shall apply during the entire length of my incapacity.  In case of 

mental health crisis, please contact: 

1. Name:

Home Address:

Home Telephone Number:

Work Telephone Number:

Relationship to Me:
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2. Name:

Home Address:

Home Telephone Number:

Work Telephone Number:

Relationship to Me:

3. My Physician:

Name:

Telephone Number:

4. My Therapist:

Name:

Telephone Number:

The following may cause me to experience a mental health crisis:  

The following help me avoid a hospitalization:  

I generally react to being hospitalized as follows:  

Staff of the hospital or crisis unit can help me by doing the following:  

I give permission for the following person or people to visit me:  

Instructions concerning any other medical interventions, such as electroconvulsive (ECT) 

treatment (commonly referred to as “shock treatment”):  

Other instructions: 

_____ (Initial if applicable)  I have attached an additional sheet of instructions to 

be followed and considered part of this advance instruction. 
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SHARING OF INFORMATION BY PROVIDERS 

I understand that the information in this document may be shared by my mental health 

treatment provider with any other mental health treatment provider who may serve me when 

necessary to provide treatment in accordance with this advance instruction. 

Other instructions about sharing of information:  

SIGNATURE OF PRINCIPAL 

By signing here, I indicate that I am mentally alert and competent, fully informed as to 

the contents of this document, and understand the full impact of having made this advance 

instruction for mental health treatment. 

Date Signature of Principal 

NATURE OF WITNESSES 

I hereby state that the principal is personally known to me, that the principal signed or 

acknowledged the principal’s signature on this advance instruction for mental health treatment in 

my presence, that the principal appears to be of sound mind and not under duress, fraud, or 

undue influence, and that I am not: 

a. The attending physician or mental health service provider or an employee

of the physician or mental health treatment provider;

b. An owner, operator, or employee of an owner or operator of a health care

facility in which the principal is a patient or resident; or

c. Related within the third degree to the principal or to the principal’s

spouse.
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AFFIRMATION OF WITNESS 

We affirm that the principal is personally known to us, that the principal signed or 

acknowledged the principal’s signature on this advance instruction for mental health treatment in 

our presence, that the principal appears to be of sound mind and not under duress, fraud, or 

undue influence, and that neither of us is: 

a. A person appointed as an attorney-in-fact by this document;

b. The principal’s attending physician or mental health service provider or a relative

of the physician or provider;

c. The owner, operator, or relative of an owner or operator of a facility in which the

principal is a patient or resident; or

d. A person related to the principal by blood, marriage or adoption.

Witnessed by: 

Witness Witness 

Date Date 
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STATE OF NORTH CAROLINA 

COUNTY OF   

CERTIFICATION OF NOTARY PUBLIC 

I,                                    , a Notary Public for the County cited 

above in the State of North Carolina, hereby certify that   

appeared before me and swore or affirmed to me and to the witnesses in my presence that this 

instrument is an advance instruction for mental health treatment, and that he/she willingly and 

voluntarily made and executed it as his/her free act and deed for the purposes expressed in it. 

I further certify that                                    and 

, witnesses, appeared before me and swore or affirmed that they 

witnessed                                    sign the attached advance instruction for 

mental health treatment, believing him/her to be of sound mind; and also swore that at the time 

they witnessed the signing they were not (i) the attending physician or mental health treatment 

provider or an employee of the physician or mental health treatment provider and (ii) they were 

not an owner, operator, or employee of an owner or operator of a health care facility in which the 

principal is a patient or resident, and (iii) they were not related within the third degree to the 

principal or to the principal’s spouse.  I further certify that I am satisfied as to the genuineness 

and due execution of the instrument. 

This the       day of           , 20     . 

Notary Public 

My Commission Expires: 

I signed this notarial certificate on _______________ according to the emergency video notarization 
 Date 

requirements contained in G.S. 10B-25. 

Notary Public location during video notarization: _______________________________ County 

Stated physical location of principal during video notarization: ____________________ County 



Article 23. 
Right to Natural Death; Brain Death. 

§ 90-320.  General purpose of Article. 
(a)        The General Assembly recognizes as a matter of public policy that an individual's rights 

include the right to a peaceful and natural death and that a patient or the patient's representative 
has the fundamental right to control the decisions relating to the rendering of the patient's own 
medical care, including the decision to have life-prolonging measures withheld or withdrawn in 
instances of a terminal condition. This Article is to establish an optional and nonexclusive 
procedure by which a patient or the patient's representative may exercise these rights. A military 
advanced medical directive executed in accordance with 10 U.S.C. § 1044 or other applicable law 
is valid in this State. 

(b)        Nothing in this Article shall be construed to authorize any affirmative or deliberate act 
or omission to end life other than to permit the natural process of dying. Nothing in this Article 
shall impair or supersede any legal right or legal responsibility which any person may have to 
effect the withholding or withdrawal of life-prolonging measures in any lawful manner. In such 
respect the provisions of this Article are cumulative. (1977, c. 815; 1979, c. 715, s. 1; 1983, c. 313, 
s. 1; 2007-502, s. 10.) 
  
§ 90-321.  Right to a natural death. 

(a)       The following definitions apply in this Article: 
(1)        Declarant. - A person who has signed a declaration in accordance with 

subsection (c) of this section. 
(1a)      Declaration. - Except as provided in G.S. 90-321.1, any signed, 

witnessed, dated, and proved document meeting the requirements of 
subsection (c) of this section. 

(2)        Repealed by Session Laws 2007-502, s. 11(a), effective October 1, 
2007. 

(2a)      Life-prolonging measures. - As defined in G.S. 32A-16(4). 
(3)        Physician. - Any person licensed to practice medicine under Article 

1 of Chapter 90 of the laws of the State of North Carolina. 
(4)        Repealed by Session Laws 2007-502, s. 11(a), effective October 1, 

2007. 
(b)       If a person has expressed through a declaration, in accordance with subsection 

(c) of this section, a desire that the person's life not be prolonged by life-prolonging 
measures, and the declaration has not been revoked in accordance with subsection (e) of 
this section; and 

(1)        It is determined by the attending physician that the declarant's present 
condition is a condition described in subsection (c) of this section and 
specified in the declaration for applying the declarant's directives, and 

(2)        There is confirmation of the declarant's present condition as set out 
in subdivision (b)(1) of this section by a physician other than the 
attending physician; 



then the life-prolonging measures identified by the declarant shall or may, as specified 
by the declarant, be withheld or discontinued upon the direction and under the supervision 
of the attending physician. 

(c)       The attending physician shall follow, subject to subsections (b), (e), and (k) of 
this section, a declaration: 

(1)        That expresses a desire of the declarant that life-prolonging measures 
not be used to prolong the declarant's life if, as specified in the 
declaration as to any or all of the following: 
a.         The declarant has an incurable or irreversible condition that 

will result in the declarant's death within a relatively short 
period of time; or 

b.         The declarant becomes unconscious and, to a high degree of 
medical certainty, will never regain consciousness; or 

c.         The declarant suffers from advanced dementia or any other 
condition resulting in the substantial loss of cognitive ability 
and that loss, to a high degree of medical certainty, is not 
reversible. 

(2)        That states that the declarant is aware that the declaration authorizes 
a physician to withhold or discontinue the life-prolonging measures; 
and 

(3)        Except as provided in G.S. 90-321.1, that has been signed by the 
declarant in the presence of two witnesses who believe the declarant to 
be of sound mind and who state that they (i) are not related within the 
third degree to the declarant or to the declarant's spouse, (ii) do not 
know or have a reasonable expectation that they would be entitled to 
any portion of the estate of the declarant upon the declarant's death 
under any will of the declarant or codicil thereto then existing or under 
the Intestate Succession Act as it then provides, (iii) are not the 
attending physician, licensed health care providers who are paid 
employees of the attending physician, paid employees of a health 
facility in which the declarant is a patient, or paid employees of a 
nursing home or any adult care home in which the declarant resides, 
and (iv) do not have a claim against any portion of the estate of the 
declarant at the time of the declaration; and 

(4)        That has been proved before a clerk or assistant clerk of superior 
court, or a notary public who certifies substantially as set out in 
subsection (d1) of this section. A notary who takes the 
acknowledgement may but is not required to be a paid employee of the 
attending physician, a paid employee of a health facility in which the 
declarant is a patient, or a paid employee of a nursing home or any 
adult care home in which the declarant resides. 



(d)       Repealed by Session Laws 2007-502, s. 11(b), effective October 1, 2007. 
(d1)     The following form is specifically determined to meet the requirements of 

subsection (c) of this section: 
  

ADVANCE DIRECTIVE FOR A NATURAL DEATH ("LIVING WILL") 
  
NOTE: YOU SHOULD USE THIS DOCUMENT TO GIVE YOUR HEALTH 
CARE PROVIDERS INSTRUCTIONS TO WITHHOLD OR WITHDRAW 
LIFE-PROLONGING MEASURES IN CERTAIN SITUATIONS. THERE IS NO 
LEGAL REQUIREMENT THAT ANYONE EXECUTE A LIVING WILL. 
  
GENERAL INSTRUCTIONS: You can use this Advance Directive ("Living Will") 
form to give instructions for the future if you want your health care providers to 
withhold or withdraw life-prolonging measures in certain situations. You should talk to 
your doctor about what these terms mean. The Living Will states what choices you 
would have made for yourself if you were able to communicate. Talk to your family 
members, friends, and others you trust about your choices. Also, it is a good idea to talk 
with professionals such as your doctors, clergypersons, and lawyers before you 
complete and sign this Living Will. 
  
You do not have to use this form to give those instructions, but if you create your own 
Advance Directive you need to be very careful to ensure that it is consistent with North 
Carolina law. 
  
This Living Will form is intended to be valid in any jurisdiction in which it is presented, 
but places outside North Carolina may impose requirements that this form does not 
meet. 
  
If you want to use this form, you must complete it, sign it, and have your signature 
witnessed by two qualified witnesses and proved by a notary public. Follow the 
instructions about which choices you can initial very carefully. Do not sign this form 
until two witnesses and a notary public are present to watch you sign it. You then should 
consider giving a copy to your primary physician and/or a trusted relative, and should 
consider filing it with the Advanced Health Care Directive Registry maintained by the 
North Carolina Secretary of State: http://www.nclifelinks.org/ahcdr/ 
  

My Desire for a Natural Death 
  
I, ____________________, being of sound mind, desire that, as specified below, my 
life not be prolonged by life-prolonging measures: 
  



1.         When My Directives Apply 
  
            My directions about prolonging my life shall apply IF my attending physician 
determines that I lack capacity to make or communicate health care decisions and: 
  
            NOTE: YOU MAY INITIAL ANY AND ALL OF THESE CHOICES. 
  

_________   I have an incurable or irreversible condition that will result 
        (Initial)   in my death within a relatively short period of time. 

  
         _________  I become unconscious and my health care providers 
        (Initial)        determine that, to a high degree of medical certainty, I will never 
regain my consciousness. 
  

_________  I suffer from advanced dementia or any other condition 
        (Initial)           which results in the substantial loss of my cognitive  ability and 
my health care providers determine that, to a high degree of medical certainty, this 
loss is not reversible. 
  
2.         These are My Directives about Prolonging My Life: 
  
            In those situations, I have initialed in Section 1, I direct that my health care 
providers: 
  
            NOTE: INITIAL ONLY IN ONE PLACE. 
  

_________  may withhold or withdraw life-prolonging measures. 
            (Initial) 
  

_________  shall withhold or withdraw life-prolonging measures. 
            (Initial) 
  
3.         Exceptions - "Artificial Nutrition or Hydration" 
  
            NOTE: INITIAL ONLY IF YOU WANT TO MAKE EXCEPTIONS TO 

YOUR INSTRUCTIONS IN PARAGRAPH 2. 
  
            EVEN THOUGH I do not want my life prolonged in those situations I have 
initialed in Section 1: 



_________                        I DO want to receive BOTH artificial hydration AND 
        (Initial)                       artificial nutrition (for example, through tubes) in those 
                                          situations. 

  
NOTE: DO NOT INITIAL THIS BLOCK IF ONE OF 
THE BLOCKS BELOW IS INITIALED. 

  
_________                        I DO want to receive ONLY artificial hydration (for 
        (Initial)                       example, through tubes) in those situations. 

NOTE: DO NOT INITIAL THE BLOCK ABOVE OR 
BELOW IF THIS BLOCK IS INITIALED. 

  
_________                        I DO want to receive ONLY artificial nutrition (for 
        (Initial)                       example, through tubes) in those situations. 

  
NOTE: DO NOT INITIAL EITHER OF THE TWO 
BLOCKS ABOVE IF THIS BLOCK IS INITIALED. 

  
4.         I Wish to be Made as Comfortable as Possible 
  

I direct that my health care providers take reasonable steps to keep me as clean, 
comfortable, and free of pain as possible so that my dignity is maintained, even 
though this care may hasten my death. 

  
5.         I Understand my Advance Directive 
  

I am aware and understand that this document directs certain life-prolonging 
measures to be withheld or discontinued in accordance with my advance 
instructions. 

  
6.         If I have an Available Health Care Agent 
  

If I have appointed a health care agent by executing a health care power of 
attorney or similar instrument, and that health care agent is acting and available 
and gives instructions that differ from this Advance Directive, then I direct that: 

  
_________  Follow Advance Directive:  This Advance Directive will 
        (Initial)  override instructions my health care agent gives about prolonging 
my life. 

  



_________                        Follow Health Care Agent:  My health care agent has 
        (Initial)                       authority to override this Advance Directive. 

  
NOTE: DO NOT INITIAL BOTH BLOCKS. IF YOU DO NOT INITIAL 
EITHER BOX, THEN YOUR HEALTH CARE PROVIDERS WILL 
FOLLOW THIS ADVANCE DIRECTIVE AND IGNORE THE 
INSTRUCTIONS OF YOUR HEALTH CARE AGENT ABOUT 
PROLONGING YOUR LIFE. 

  
7.         My Health Care Providers May Rely on this Directive 
  

My health care providers shall not be liable to me or to my family, my estate, my 
heirs, or my personal representative for following the instructions I give in this 
instrument. Following my directions shall not be considered suicide, or the cause 
of my death, or malpractice or unprofessional conduct. If I have revoked this 
instrument but my health care providers do not know that I have done so, and 
they follow the instructions in this instrument in good faith, they shall be entitled 
to the same protections to which they would have been entitled if the instrument 
had not been revoked. 

  
8.         I Want this Directive to be Effective Anywhere 
  
            I intend that this Advance Directive be followed by any health care provider in 

any place. 
  
9.         I have the Right to Revoke this Advance Directive 
  

I understand that at any time I may revoke this Advance Directive in a writing I 
sign or by communicating in any clear and consistent manner my intent to revoke 
it to my attending physician. I understand that if I revoke this instrument, I should 
try to destroy all copies of it. 

  
This the ________ day of ____________, _________. 
  
 ___________________________________  
Print Name __________________________ 
  
I hereby state that the declarant, ______________________, being of sound mind, 
signed (or directed another to sign on declarant's behalf) the foregoing Advance 
Directive for a Natural Death in my presence, and that I am not related to the declarant 
by blood or marriage, and I would not be entitled to any portion of the estate of the 



declarant under any existing will or codicil of the declarant or as an heir under the 
Intestate Succession Act, if the declarant died on this date without a will. I also state 
that I am not the declarant's attending physician, nor a licensed health care provider 
who is (1) an employee of the declarant's attending physician, (2) nor an employee of 
the health facility in which the declarant is a patient, or (3) an employee of a nursing 
home or any adult care home where the declarant resides. I further state that I do not 
have any claim against the declarant or the estate of the declarant. 
  
Date: _____________________________        Witness:________________________ 
  
Date:  _____________________________        Witness:________________________ 
  
________________COUNTY, _________________STATE 
  
Sworn to (or affirmed) and subscribed before me this day by _____________________ 
                                                                                          (type/print name of declarant) 
  
  ________________________ 
 (type/print name of witness) 
  
 ________________________ 
(type/print name of witness) 
  
  
Date  ___________________________               ______________________________ 
                   (Official Seal)                                              Signature of Notary Public 
  
 __________________, Notary Public 
 Printed or typed name 
  
My commission expires: _________ 
  

(e)       A declaration may be revoked by the declarant, in writing or in any manner by 
which the declarant is able to communicate the declarant's intent to revoke in a clear and 
consistent manner, without regard to the declarant's mental or physical condition. A health 
care provider shall have no liability for acting in accordance with a revoked declaration 
unless the provider has actual notice of the revocation. A health care agent may not revoke 
a declaration unless the health care power of attorney explicitly authorizes that revocation; 
however, a health care agent may exercise any authority explicitly given to the health care 
agent in a declaration. A guardian of the person of the declarant or general guardian may 
not revoke a declaration. 



(f)        The execution and consummation of declarations made in accordance with 
subsection (c) shall not constitute suicide for any purpose. 

(g)       No person shall be required to sign a declaration in accordance with subsection 
(c) as a condition for becoming insured under any insurance contract or for receiving any 
medical treatment. 

(h)       The withholding or discontinuance of life prolonging measures in accordance 
with this section shall not be considered the cause of death for any civil or criminal 
purposes nor shall it be considered unprofessional conduct or a lack of professional 
competence. Any person, institution or facility against whom criminal or civil liability is 
asserted because of conduct in compliance with this section may interpose this section as 
a defense. The protections of this section extend to any valid declaration, including a 
document valid under subsection (l) of this section; these protections are not limited to 
declarations prepared in accordance with the statutory form provided in subsection (d1) of 
this section, or to declarations filed with the Advance Health Care Directive Registry 
maintained by the Secretary of State. A health care provider may rely in good faith on an 
oral or written statement by legal counsel that a document appears to meet the statutory 
requirements for a declaration. 

(i)        Use of the statutory form prescribed in subsection (d1) of this section is an 
optional and nonexclusive method for creating a declaration and does not affect the use of 
other forms of a declaration, including previous statutory forms. 

(j)        The form provided by this section may be combined with or incorporated into a 
health care power of attorney form meeting the requirements of Article 3 of Chapter 32A 
of the General Statutes; provided, however, that the resulting form shall be signed, 
witnessed, and proved in accordance with the provisions of this section. 

(k)       Notwithstanding subsection (c) of this section: 
(1)        An attending physician may decline to honor a declaration that 

expresses a desire of the declarant that life-prolonging measures not be 
used if doing so would violate that physician's conscience or the 
conscience-based policy of the facility at which the declarant is being 
treated; provided, an attending physician who declines to honor a 
declaration on these grounds must not interfere, and must cooperate 
reasonably, with efforts to substitute an attending physician whose 
conscience would not be violated by honoring the declaration, or 
transfer the declarant to a facility that does not have policies in force 
that prohibit honoring the declaration. 

(2)        An attending physician may decline to honor a declaration if after 
reasonable inquiry there are reasonable grounds to question the 
genuineness or validity of a declaration. The subsection imposes no 
duty on the attending physician to verify a declaration's genuineness 
or validity. 

(l)        Notwithstanding subsection (c) of this section, a declaration or similar document 
executed in a jurisdiction other than North Carolina shall be valid in this State if it appears 



to have been executed in accordance with the applicable requirements of that jurisdiction 
or this State.  (1977, c. 815; 1979, c. 112, ss. 1-6; 1981, c. 848, ss. 1-3; 1991, c. 639, s. 3; 
1993, c. 553, s. 28; 2001-455, s. 4; 2001-513, s. 30(b); 2007-502, ss. 11(a)-(e); 2020-3, s. 
4.10(c).) 
  
§ 90-321.1.  Advanced directive for a natural death executed during a state of 

emergency. 
(a)       The requirement of G.S. 90-321 that an advanced directive for a natural death 

declaration be executed in the presence of two qualified witnesses shall be waived for all 
instruments executed on or after the effective date of this section and prior to termination 
of the state of emergency declared by Governor Roy Cooper in Executive Order No. 116, 
on March 10, 2020, as the same may be extended by any subsequent executive order, such 
that an instrument that is signed by the declarant, properly acknowledged before a notary 
public, and otherwise executed in compliance with the provisions of this Article, shall not 
be invalidated by the declarant's failure to execute the advanced directive for a natural death 
declaration in the presence of two qualified witnesses. 

(b)       Advanced directives for a natural death declaration executed without two 
qualified witnesses during the time period defined in subsection (a) of this section shall 
contain a short and plain statement indicating that the instrument was executed in 
accordance with the procedures of this section, which may but need not be cited by title or 
section number. 

(c)       This section shall expire at 12:01 A.M. on August 1, 2020; provided, however, 
all instruments made in accordance with this section and while this section is in effect shall 
remain effective and shall not need to be reaffirmed.  (2020-3, s. 4.10(d).) 
  
§ 90-322.  Procedures for natural death in the absence of a declaration. 

(a)       If the attending physician determines, to a high degree of medical certainty, that 
a person lacks capacity to make or communicate health care decisions and the person will 
never regain that capacity, and: 

(1)        Repealed by Session Laws 2007-502, s. 12, effective October 1, 2007. 
(1a)      That the person: 

a.         Has an incurable or irreversible condition that will result in the 
person's death within a relatively short period of time; or 

b.         Is unconscious and, to a high degree of medical certainty, will 
never regain consciousness; and 

(2)        There is confirmation of the person's present condition as set out 
above in this subsection, in writing by a physician other than the 
attending physician; and 

(3)        A vital bodily function of the person could be restored or is being 
sustained by life-prolonging measures; 

(4)        Repealed by Session Laws 2007-502, s. 12, effective October 1, 2007. 



then, life-prolonging measures may be withheld or discontinued in accordance with 
subsection (b) of this section. 

(b) If a person's condition has been determined to meet the conditions set forth in
subsection (a) of this section and no instrument has been executed as provided in G.S. 90-
321, then life-prolonging measures may be withheld or discontinued upon the direction and 
under the supervision of the attending physician with the concurrence of the following 
persons, in the order indicated: 

(1) A guardian of the patient's person, or a general guardian with powers
over the patient's person, appointed by a court of competent
jurisdiction pursuant to Article 5 of Chapter 35A of the General
Statutes; provided that, if the patient has a health care agent appointed
pursuant to a valid health care power of attorney, the health care agent
shall have the right to exercise the authority to the extent granted in the
health care power of attorney and to the extent provided in G.S. 32A-
19(b) unless the Clerk has suspended the authority of that health care
agent in accordance with G.S. 35A-1208(a).

(2) A health care agent appointed pursuant to a valid health care power
of attorney, to the extent of the authority granted.

(3) An agent, with powers to make health care decisions for the patient,
appointed by the patient, to the extent of the authority granted.

(4) The patient's spouse.
(5) A majority of the patient's reasonably available parents and children

who are at least 18 years of age.
(6) A majority of the patient's reasonably available siblings who are at

least 18 years of age.
(7) An individual who has an established relationship with the patient,

who is acting in good faith on behalf of the patient, and who can
reliably convey the patient's wishes.

If none of the above is reasonably available then at the discretion of the attending 
physician the life-prolonging measures may be withheld or discontinued upon the direction 
and under the supervision of the attending physician. 

(c) Repealed by Session Laws 1979, c. 715, s. 2.
(d) The withholding or discontinuance of such life-prolonging measures shall not

be considered the cause of death for any civil or criminal purpose nor shall it be considered 
unprofessional conduct. Any person, institution or facility against whom criminal or civil 
liability is asserted because of conduct in compliance with this section may interpose this 
section as a defense.  (1977, c. 815; 1979, c. 715, s. 2; 1981, c. 848, s. 5; 1983, c. 313, ss. 
2-4; c. 768, s. 5.1; 1991, c. 639, s. 4; 1993, c. 553, s. 29; 2007-502, s. 12; 2017-153, s. 2.6; 
2018-142, s. 35(b).)



§ 90-323.  Death; determination by physician.

The determination that a person is dead shall be made by a  physician licensed to 
practice medicine applying ordinary and accepted standards of medical practice. Brain death, 
defined as irreversible cessation of total brain function, may be used as a sole basis for the 
determination that a person has died, particularly when brain death occurs in the presence of 
artificially maintained respiratory and circulatory functions. This specific recognition of brain 
death as a criterion of death of the person shall not preclude the use of other medically 
recognized criteria for determining whether and when a person has died. (1979, c. 715, s. 3.) 

§ 90-324.  Reserved for future codification purposes.
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