ADVANCE DIRECTIVES FOR MENTAL HEALTH CARE 10:32 App. A

Part 9: Inactivating the Plan
The following signs, lack of symptoms or actions indicate that my supporters no longer need to use this plan and I am able to
make decisions on my own behalf:

Signature of Declarant:

I , being a legal adult of sound mind, voluntarily make this declaration for mental
health treatment.

Signature Date

Print Name

Any Mental Health Care Advance Directive plan signed with a more recent date takes precedence over this one.

This plan has been registered with the state of New Jersey.
Witness:
I attest that the declarant signed this document (or asked another to sign this document on his or her behalf) in my presence, and
that the declarant appears to be of sound mind and free of duress and undue influence. I am 18 years of age or older. I am not
designated by this or any other document as the person’s mental health care representative, nor as an alternate mental health care
representative. At the time this document is being executed, I am not the responsible mental health care professional responsible,
or directly involved with, the declarant’s care.
Witnessed by Date
Print Name
Second Witness:
(A second witness is required if the first witness is related to the declarant by blood, marriage or adoption, or is the declarant’s
domestic partner or otherwise shares the same home with the declarant; is entitled to any part of the declarant’s estate by will or
by operation of law at the time the advance directive is being executed; or is an operator, administrator, or employed of a
rooming or boarding or residential health care facility in which the declarant resides.)
I attest that the declarant signed this document (or asked another to sign this document on his or her behalf) in my presence, and
that the declarant appears to be of sound mind and free of duress and undue influence. I am 18 years of age or older. I am not
designated by this or any other document as the person’s mental health care representative, nor as an alternate mental health care
representative. At the time this document is being executed, I am not the responsible mental health care professional responsible,
or directly involved with, the declarant’s care.
Witnessed by: Date:
Print Name
If you have any additional instructions or notes, please include them here.
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10:32 App.A HUMAN SERVICES

Name:

Date of Birth:
I have a Psychiatric Advance Directive registered with the
NJ Division of Mental Health and Addiction Services.
Please obtain a copy by calling Central Admissions (24/7)
at 609-633-0861 or 609-633-1873.

Initials

Repeal and New Rule, R.2015 d.003, effective January 5, 2015.
See: 46 N.J.R. 1524(a), 47 N.J.R. 107(a).

APPENDIX B

Registration

I hereby submit my mental health advance directive to the Division of Mental Health and Addiction Services in the New Jersey
Department of Human Services to be registered. I choose the following password that will permit access for me and anyone with
whom I share it.

I further understand that a licensed health care provider who is providing me with mental health care may be able to access my
directive if needed. No other person will be permitted to see the directive (except as required for administration of the registry)
without my permission.

Signature
Print Name: , contact information for confirmation:

Witness:

Dated: v

Send original to: NJDMHAS Registry, 222 S. Warren Street, PO Box 700, Trenton, NJ 08620-0700 and attach a copy of your
entire mental health care advance directive. You may also submit other documents to be registered that affect your legal ability
to consent, such as a health care advance directive, durable power of attorney, temporary or limited guardianship orders, etc.,
which the registry will accept in its discretion.

Amended by R.2015 d.003, effective January 5, 2015.

See: 46 N.J.R. 1524(a), 47 N.J.R. 107(a).
Inserted “and Addiction”, substituted “needed” for “need”, and updated the address.
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