ARIZONA LIFE CARE PLANNING FORMS

[CLIENT FULL NAME]

[CLIENT STREET ADDRESS]

[CLIENT CITY, STATE, ZIP]

[CLIENT DATE OF BIRTH]

[CLIENT TELEPHONE NUMBER]

[CLIENT EMAIL ADDRESS]

[ATTORNEY NAME]

[ATTORNEY FIRM NAME]

[ATTORNEY STREET ADDRESS]

[ATTORNEY CITY, STATE, ZIP]

[ATTORNEY TELEPHONE NUMBER]

[ATTORNEY EMAIL ADDRESS]

[DATE OF EXECUTION]

RE: LIFE CARE PLAN AND RELATED DOCUMENTS FOR [CLIENT FULL NAME]

1. INTRODUCTION AND PURPOSE

1.1 Purpose of This Document: This Arizona Life Care Planning Form is intended to establish a comprehensive plan for the future care, support, and legal decision-making of [CLIENT FULL NAME] in the event of incapacity, disability, or long-term care needs.

1.2 Governing Law: This document shall be governed by and construed in accordance with the laws of the State of Arizona, including but not limited to A.R.S. Title 14 and A.R.S. Title 36.

1.3 Effective Date: This plan becomes effective upon execution by the Client and remains in effect until revoked or amended in writing.

1.4 Revocation of Prior Documents: By executing this document, the Client revokes all prior life care planning documents, powers of attorney, and healthcare directives to the extent inconsistent with this plan.

2. CLIENT INFORMATION

2.1 Full Legal Name: [CLIENT FULL NAME]

2.2 Date of Birth: [CLIENT DATE OF BIRTH]

2.3 Social Security Number: [CLIENT SOCIAL SECURITY NUMBER]

2.4 Arizona Driver License or State ID Number: [CLIENT ID NUMBER]

2.5 Current Residence Address: [CLIENT STREET ADDRESS], [CLIENT CITY, STATE, ZIP]

2.6 Mailing Address (if different): [CLIENT MAILING ADDRESS]

2.7 Primary Telephone Number: [CLIENT TELEPHONE NUMBER]

2.8 Secondary Telephone Number: [CLIENT SECONDARY TELEPHONE NUMBER]

2.9 Email Address: [CLIENT EMAIL ADDRESS]

2.10 Marital Status: [MARITAL STATUS]

2.11 Name of Spouse or Domestic Partner: [SPOUSE OR PARTNER NAME]

2.12 Primary Care Physician Name: [PRIMARY CARE PHYSICIAN NAME]

2.13 Primary Care Physician Address: [PRIMARY CARE PHYSICIAN ADDRESS]

2.14 Primary Care Physician Telephone Number: [PRIMARY CARE PHYSICIAN TELEPHONE]

3. HEALTHCARE POWER OF ATTORNEY

3.1 Designation of Healthcare Agent: I, [CLIENT FULL NAME], hereby designate [HEALTHCARE AGENT NAME] as my Healthcare Power of Attorney.

3.2 Healthcare Agent Address: [HEALTHCARE AGENT STREET ADDRESS], [HEALTHCARE AGENT CITY, STATE, ZIP]

3.3 Healthcare Agent Telephone Number: [HEALTHCARE AGENT TELEPHONE NUMBER]

3.4 Healthcare Agent Email Address: [HEALTHCARE AGENT EMAIL ADDRESS]

3.5 First Alternate Healthcare Agent: [FIRST ALTERNATE HEALTHCARE AGENT NAME]

3.6 First Alternate Healthcare Agent Address: [FIRST ALTERNATE HEALTHCARE AGENT ADDRESS]

3.7 First Alternate Healthcare Agent Telephone Number: [FIRST ALTERNATE HEALTHCARE AGENT TELEPHONE]

3.8 Second Alternate Healthcare Agent: [SECOND ALTERNATE HEALTHCARE AGENT NAME]

3.9 Second Alternate Healthcare Agent Address: [SECOND ALTERNATE HEALTHCARE AGENT ADDRESS]

3.10 Second Alternate Healthcare Agent Telephone Number: [SECOND ALTERNATE HEALTHCARE AGENT TELEPHONE]

3.11 Powers Granted: My Healthcare Agent shall have the authority to consent to or refuse medical treatment, admit me to or discharge me from healthcare facilities, hire and fire healthcare providers, access my medical records, and make all healthcare decisions on my behalf.

3.12 Effective Upon Incapacity: This Healthcare Power of Attorney becomes effective upon a determination by my attending physician that I am unable to make or communicate healthcare decisions.

3.13 HIPAA Authorization: My Healthcare Agent is authorized to receive all protected health information under the Health Insurance Portability and Accountability Act of 1996.

4. LIVING WILL AND ADVANCE DIRECTIVE

4.1 Declaration: I, [CLIENT FULL NAME], being of sound mind, voluntarily make this Living Will to declare my wishes regarding end-of-life medical treatment.

4.2 Terminal Condition: If I have a terminal condition from which I am not expected to recover, I direct that [TERMINAL CONDITION INSTRUCTIONS].

4.3 Persistent Vegetative State: If I am in a persistent vegetative state with no reasonable hope of recovery, I direct that [PERSISTENT VEGETATIVE STATE INSTRUCTIONS].

4.4 Artificial Nutrition and Hydration: Regarding artificial nutrition and hydration, I direct that [ARTIFICIAL NUTRITION AND HYDRATION INSTRUCTIONS].

4.5 Pain Relief: I direct that [PAIN RELIEF INSTRUCTIONS].

4.6 Organ Donation: Upon my death, I wish to donate [ORGAN DONATION INSTRUCTIONS].

4.7 Anatomical Gift: I designate [ANATOMICAL GIFT RECIPIENT] as the recipient of any anatomical gifts.

5. MENTAL HEALTH CARE POWER OF ATTORNEY

5.1 Designation of Mental Health Care Agent: I, [CLIENT FULL NAME], designate [MENTAL HEALTH CARE AGENT NAME] as my Mental Health Care Power of Attorney.

5.2 Mental Health Care Agent Address: [MENTAL HEALTH CARE AGENT ADDRESS]

5.3 Mental Health Care Agent Telephone Number: [MENTAL HEALTH CARE AGENT TELEPHONE]

5.4 Alternate Mental Health Care Agent: [ALTERNATE MENTAL HEALTH CARE AGENT NAME]

5.5 Alternate Mental Health Care Agent Address: [ALTERNATE MENTAL HEALTH CARE AGENT ADDRESS]

5.6 Alternate Mental Health Care Agent Telephone Number: [ALTERNATE MENTAL HEALTH CARE AGENT TELEPHONE]

5.7 Powers Granted: My Mental Health Care Agent shall have the authority to consent to or refuse mental health treatment, including inpatient and outpatient care, psychotropic medications, and electroconvulsive therapy.

5.8 Effective Upon Incapacity: This Mental Health Care Power of Attorney becomes effective upon a determination by a licensed physician or psychologist that I am incapable of giving informed consent to mental health treatment.

6. DURABLE FINANCIAL POWER OF ATTORNEY

6.1 Designation of Financial Agent: I, [CLIENT FULL NAME], designate [FINANCIAL AGENT NAME] as my Durable Financial Power of Attorney.

6.2 Financial Agent Address: [FINANCIAL AGENT ADDRESS]

6.3 Financial Agent Telephone Number: [FINANCIAL AGENT TELEPHONE]

6.4 First Alternate Financial Agent: [FIRST ALTERNATE FINANCIAL AGENT NAME]

6.5 First Alternate Financial Agent Address: [FIRST ALTERNATE FINANCIAL AGENT ADDRESS]

6.6 First Alternate Financial Agent Telephone Number: [FIRST ALTERNATE FINANCIAL AGENT TELEPHONE]

6.7 Second Alternate Financial Agent: [SECOND ALTERNATE FINANCIAL AGENT NAME]

6.8 Second Alternate Financial Agent Address: [SECOND ALTERNATE FINANCIAL AGENT ADDRESS]

6.9 Second Alternate Financial Agent Telephone Number: [SECOND ALTERNATE FINANCIAL AGENT TELEPHONE]

6.10 Powers Granted: My Financial Agent shall have the authority to manage my financial affairs, including but not limited to banking, real estate, investments, tax matters, government benefits, and insurance.

6.11 Effective Upon Incapacity: This Durable Financial Power of Attorney becomes effective upon a determination by my attending physician that I am unable to manage my financial affairs.

6.12 Gifts and Transfers: My Financial Agent [MAY OR MAY NOT] make gifts or transfers of my assets for estate planning or Medicaid planning purposes.

6.13 Accounting: My Financial Agent shall provide an accounting of all transactions to [ACCOUNTING RECIPIENT NAME] on [ACCOUNTING FREQUENCY].

7. GUARDIANSHIP AND CONSERVATORSHIP NOMINATIONS

7.1 Nomination of Guardian: If a court determines that a guardian is necessary for my person, I nominate [GUARDIAN NAME] as my Guardian.

7.2 Guardian Address: [GUARDIAN ADDRESS]

7.3 Guardian Telephone Number: [GUARDIAN TELEPHONE]

7.4 First Alternate Guardian: [FIRST ALTERNATE GUARDIAN NAME]

7.5 First Alternate Guardian Address: [FIRST ALTERNATE GUARDIAN ADDRESS]

7.6 First Alternate Guardian Telephone Number: [FIRST ALTERNATE GUARDIAN TELEPHONE]

7.7 Nomination of Conservator: If a court determines that a conservator is necessary for my estate, I nominate [CONSERVATOR NAME] as my Conservator.

7.8 Conservator Address: [CONSERVATOR ADDRESS]

7.9 Conservator Telephone Number: [CONSERVATOR TELEPHONE]

7.10 First Alternate Conservator: [FIRST ALTERNATE CONSERVATOR NAME]

7.11 First Alternate Conservator Address: [FIRST ALTERNATE CONSERVATOR ADDRESS]

7.12 First Alternate Conservator Telephone Number: [FIRST ALTERNATE CONSERVATOR TELEPHONE]

8. LONG-TERM CARE PLANNING

8.1 Preferred Care Setting: If I require long-term care, I prefer to receive care in the following setting: [PREFERRED CARE SETTING].

8.2 Preferred Care Facility: If facility care is necessary, I prefer [PREFERRED CARE FACILITY NAME].

8.3 Preferred Care Facility Address: [PREFERRED CARE FACILITY ADDRESS]

8.4 Preferred Care Facility Telephone Number: [PREFERRED CARE FACILITY TELEPHONE]

8.5 Alternate Care Facility: [ALTERNATE CARE FACILITY NAME]

8.6 Alternate Care Facility Address: [ALTERNATE CARE FACILITY ADDRESS]

8.7 Alternate Care Facility Telephone Number: [ALTERNATE CARE FACILITY TELEPHONE]

8.8 In-Home Care Preferences: If I receive care at home, I prefer [IN-HOME CARE PREFERENCES].

8.9 Care Coordinator: I designate [CARE COORDINATOR NAME] as my Care Coordinator.

8.10 Care Coordinator Address: [CARE COORDINATOR ADDRESS]

8.11 Care Coordinator Telephone Number: [CARE COORDINATOR TELEPHONE]

8.12 Daily Routine Preferences: My daily routine preferences include [DAILY ROUTINE PREFERENCES].

8.13 Dietary Preferences: My dietary preferences and restrictions include [DIETARY PREFERENCES].

8.14 Religious and Spiritual Preferences: My religious and spiritual preferences include [RELIGIOUS AND SPIRITUAL PREFERENCES].

8.15 Social and Recreational Preferences: My social and recreational preferences include [SOCIAL AND RECREATIONAL PREFERENCES].

9. MEDICAID AND PUBLIC BENEFITS PLANNING

9.1 Medicaid Eligibility: I authorize my Financial Agent to take all lawful steps necessary to establish my eligibility for Arizona Long Term Care System (ALTCS) benefits.

9.2 Asset Protection: I authorize my Financial Agent to engage in Medicaid planning strategies, including but not limited to [MEDICAID PLANNING STRATEGIES].

9.3 Income Cap Trust: If necessary, I authorize the creation of a Miller Trust or Income Cap Trust to qualify for ALTCS benefits.

9.4 Spend-Down Plan: I authorize my Financial Agent to implement a spend-down plan in accordance with [SPEND-DOWN PLAN DETAILS].

9.5 Estate Recovery: I acknowledge that the Arizona Health Care Cost Containment System (AHCCCS) may seek recovery from my estate after my death.

10. ANATOMICAL GIFT AND ORGAN DONATION

10.1 Donation Authorization: I, [CLIENT FULL NAME], authorize the donation of my organs, tissues, and eyes upon my death for the purpose of transplantation, therapy, research, or education.

10.2 Donation Restrictions: My donation authorization is subject to the following restrictions: [DONATION RESTRICTIONS].

10.3 Designated Recipient: I designate [DESIGNATED RECIPIENT NAME] to make anatomical gift decisions on my behalf if I am unable to do so.

10.4 Designated Recipient Telephone Number: [DESIGNATED RECIPIENT TELEPHONE]

11. PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST)

11.1 POLST Completion: I have completed a Physician Orders for Life-Sustaining Treatment (POLST) form.

11.2 POLST Attached: A copy of my POLST form is attached to this document as Exhibit [POLST EXHIBIT NUMBER].

11.3 POLST Instructions: My POLST instructions include [POLST INSTRUCTIONS].

11.4 POLST Physician Name: [POLST PHYSICIAN NAME]

11.5 POLST Physician Telephone Number: [POLST PHYSICIAN TELEPHONE]

12. DO NOT RESUSCITATE (DNR) ORDER

12.1 DNR Authorization: I authorize the issuance of a Do Not Resuscitate (DNR) order in accordance with A.R.S. § 36-3251.

12.2 DNR Instructions: My DNR instructions include [DNR INSTRUCTIONS].

12.3 DNR Physician Name: [DNR PHYSICIAN NAME]

12.4 DNR Physician Telephone Number: [DNR PHYSICIAN TELEPHONE]

13. HIPAA AUTHORIZATION AND RELEASE OF INFORMATION

13.1 HIPAA Authorization: I authorize the release of my protected health information to my Healthcare Agent, Financial Agent, Guardian, and Care Coordinator.

13.2 Authorized Recipients: The following individuals are authorized to receive my protected health information: [AUTHORIZED RECIPIENTS].

13.3 Information Covered: The information covered by this authorization includes all medical records, mental health records, and billing records.

13.4 Expiration: This HIPAA authorization expires upon [HIPAA EXPIRATION DATE OR EVENT].

14. DECLARATION OF DESIRES AND PREFERENCES

14.1 General Desires: I desire that my care providers honor the following general desires: [GENERAL DESIRES].

14.2 Quality of Life: I desire that my quality of life be maintained through [QUALITY OF LIFE INSTRUCTIONS].

14.3 Dignity and Comfort: I desire that my dignity and comfort be prioritized through [DIGNITY AND COMFORT INSTRUCTIONS].

14.4 Family Involvement: I desire that my family be involved in my care through [FAMILY INVOLVEMENT INSTRUCTIONS].

15. NOMINATION OF ADVOCATE

15.1 Advocate Designation: I designate [ADVOCATE NAME] as my Advocate.

15.2 Advocate Address: [ADVOCATE ADDRESS]

15.3 Advocate Telephone Number: [ADVOCATE TELEPHONE]

15.4 Advocate Email Address: [ADVOCATE EMAIL]

15.5 Advocate Authority: My Advocate shall have the authority to communicate my wishes to care providers, review my medical records, and attend care planning meetings.

16. FINANCIAL AND LEGAL AFFAIRS

16.1 Financial Institution: My primary financial institution is [FINANCIAL INSTITUTION NAME].

16.2 Financial Institution Address: [FINANCIAL INSTITUTION ADDRESS]

16.3 Financial Institution Telephone Number: [FINANCIAL INSTITUTION TELEPHONE]

16.4 Account Numbers: My account numbers are [ACCOUNT NUMBERS].

16.5 Attorney Name: My attorney is [ATTORNEY NAME].

16.6 Attorney Address: [ATTORNEY ADDRESS]

16.7 Attorney Telephone Number: [ATTORNEY TELEPHONE]

16.8 Accountant Name: My accountant is [ACCOUNTANT NAME].

16.9 Accountant Address: [ACCOUNTANT ADDRESS]

16.10 Accountant Telephone Number: [ACCOUNTANT TELEPHONE]

16.11 Location of Original Documents: The originals of my estate planning documents are located at [LOCATION OF ORIGINAL DOCUMENTS].

17. INSURANCE INFORMATION

17.1 Health Insurance Provider: [HEALTH INSURANCE PROVIDER NAME]

17.2 Health Insurance Policy Number: [HEALTH INSURANCE POLICY NUMBER]

17.3 Health Insurance Telephone Number: [HEALTH INSURANCE TELEPHONE]

17.4 Long-Term Care Insurance Provider: [LONG-TERM CARE INSURANCE PROVIDER NAME]

17.5 Long-Term Care Insurance Policy Number: [LONG-TERM CARE INSURANCE POLICY NUMBER]

17.6 Long-Term Care Insurance Telephone Number: [LONG-TERM CARE INSURANCE TELEPHONE]

17.7 Medicare Number: [MEDICARE NUMBER]

17.8 Medicaid Number: [MEDICAID NUMBER]

17.9 Veterans Benefits Information: [VETERANS BENEFITS INFORMATION]

18. MEDICAL INFORMATION

18.1 Primary Diagnosis: [PRIMARY DIAGNOSIS]

18.2 Secondary Diagnoses: [SECONDARY DIAGNOSES]

18.3 Current Medications: [CURRENT MEDICATIONS]

18.4 Allergies: [ALLERGIES]

18.5 Blood Type: [BLOOD TYPE]

18.6 Medical History: [MEDICAL HISTORY]

18.7 Functional Limitations: [FUNCTIONAL LIMITATIONS]

18.8 Cognitive Status: [COGNITIVE STATUS]

19. CARE TEAM INFORMATION

19.1 Primary Care Physician: [PRIMARY CARE PHYSICIAN NAME]

19.2 Primary Care Physician Telephone Number: [PRIMARY CARE PHYSICIAN TELEPHONE]

19.3 Specialist Name: [SPECIALIST NAME]

19.4 Specialist Telephone Number: [SPECIALIST TELEPHONE]

19.5 Neurologist Name: [NEUROLOGIST NAME]

19.6 Neurologist Telephone Number: [NEUROLOGIST TELEPHONE]

19.7 Psychiatrist Name: [PSYCHIATRIST NAME]

19.8 Psychiatrist Telephone Number: [PSYCHIATRIST TELEPHONE]

19.9 Physical Therapist Name: [PHYSICAL THERAPIST NAME]

19.10 Physical Therapist Telephone Number: [PHYSICAL THERAPIST TELEPHONE]

19.11 Home Health Agency Name: [HOME HEALTH AGENCY NAME]

19.12 Home Health Agency Telephone Number: [HOME HEALTH AGENCY TELEPHONE]

20. FAMILY AND SUPPORT NETWORK

20.1 Spouse or Partner Name: [SPOUSE OR PARTNER NAME]

20.2 Spouse or Partner Telephone Number: [SPOUSE OR PARTNER TELEPHONE]

20.3 Child 1 Name: [CHILD 1 NAME]

20.4 Child 1 Telephone Number: [CHILD 1 TELEPHONE]

20.5 Child 2 Name: [CHILD 2 NAME]

20.6 Child 2 Telephone Number: [CHILD 2 TELEPHONE]

20.7 Child 3 Name: [CHILD 3 NAME]

20.8 Child 3 Telephone Number: [CHILD 3 TELEPHONE]

20.9 Sibling Name: [SIBLING NAME]

20.10 Sibling Telephone Number: [SIBLING TELEPHONE]

20.11 Close Friend Name: [CLOSE FRIEND NAME]

20.12 Close Friend Telephone Number: [CLOSE FRIEND TELEPHONE]

20.13 Clergy Name: [CLERGY NAME]

20.14 Clergy Telephone Number: [CLERGY TELEPHONE]

21. FUNERAL AND BURIAL ARRANGEMENTS

21.1 Funeral Home Name: [FUNERAL HOME NAME]

21.2 Funeral Home Address: [FUNERAL HOME ADDRESS]

21.3 Funeral Home Telephone Number: [FUNERAL HOME TELEPHONE]

21.4 Burial Instructions: [BURIAL INSTRUCTIONS]

21.5 Cremation Instructions: [CREMATION INSTRUCTIONS]

21.6 Memorial Service Instructions: [MEMORIAL SERVICE INSTRUCTIONS]

21.7 Cemetery Name: [CEMETERY NAME]

21.8 Cemetery Address: [CEMETERY ADDRESS]

21.9 Plot Location: [PLOT LOCATION]

21.10 Prepaid Funeral Arrangements: [PREPAID FUNERAL ARRANGEMENTS]

22. DIGITAL ASSETS AND ONLINE ACCOUNTS

22.1 Digital Asset Agent: I designate [DIGITAL ASSET AGENT NAME] as my Digital Asset Agent.

22.2 Digital Asset Agent Address: [DIGITAL ASSET AGENT ADDRESS]

22.3 Digital Asset Agent Telephone Number: [DIGITAL ASSET AGENT TELEPHONE]

22.4 Digital Asset Agent Email Address: [DIGITAL ASSET AGENT EMAIL]

22.5 Social Media Accounts: [SOCIAL MEDIA ACCOUNTS]

22.6 Email Accounts: [EMAIL ACCOUNTS]

22.7 Online Banking Accounts: [ONLINE BANKING ACCOUNTS]

22.8 Cryptocurrency Accounts: [CRYPTOCURRENCY ACCOUNTS]

22.9 Digital Asset Instructions: [DIGITAL ASSET INSTRUCTIONS]

23. PET CARE

23.1 Pet Name: [PET NAME]

23.2 Pet Type and Breed: [PET TYPE AND BREED]

23.3 Pet Caretaker: I designate [PET CARETAKER NAME] as my Pet Caretaker.

23.4 Pet Caretaker Address: [PET CARETAKER ADDRESS]

23.5 Pet Caretaker Telephone Number: [PET CARETAKER TELEPHONE]

23.6 Pet Care Instructions: [PET CARE INSTRUCTIONS]

23.7 Veterinary Information: [VETERINARY INFORMATION]

23.8 Pet Trust: I [HAVE OR HAVE NOT] established a pet trust for the care of my pet.

24. CONFLICT RESOLUTION

24.1 Mediation: Any dispute regarding this life care plan shall first be submitted to mediation in [MEDIATION COUNTY], Arizona.

24.2 Arbitration: If mediation fails, the dispute shall be resolved by binding arbitration in accordance with the rules of the American Arbitration Association.

24.3 Attorney Fees: The prevailing party in any dispute shall be entitled to recover reasonable attorney fees and costs.

25. SEVERABILITY

25.1 Severability Clause: If any provision of this document is held invalid or unenforceable, the remaining provisions shall continue in full force and effect.

26. AMENDMENT AND REVOCATION

26.1 Amendment: I may amend this document in writing at any time while I have capacity.

26.2 Revocation: I may revoke this document in writing at any time while I have capacity.

26.3 Effect of Revocation: Upon revocation, all prior life care planning documents shall be null and void.

27. ACKNOWLEDGMENT AND EXECUTION

27.1 Acknowledgment: I, [CLIENT FULL NAME], acknowledge that I have read and understand this Arizona Life Care Planning Form and that I am executing it voluntarily.

27.2 Capacity: I acknowledge that I am of sound mind and under no duress, fraud, or undue influence.

27.3 Witnesses: This document is witnessed by the following individuals:

Witness 1 Name: [WITNESS 1 NAME]

Witness 1 Address: [WITNESS 1 ADDRESS]

Witness 1 Telephone Number: [WITNESS 1 TELEPHONE]

Witness 2 Name: [WITNESS 2 NAME]

Witness 2 Address: [WITNESS 2 ADDRESS]

Witness 2 Telephone Number: [WITNESS 2 TELEPHONE]

27.4 Notary Acknowledgment: This document was acknowledged before me on [NOTARY DATE] by [CLIENT FULL NAME].

Notary Public Name: [NOTARY PUBLIC NAME]

Notary Public Commission Number: [NOTARY COMMISSION NUMBER]

Notary Public Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]

27.5 Client Signature: [CLIENT SIGNATURE]

27.6 Date Signed: [DATE SIGNED]

28. ATTORNEY CERTIFICATION

28.1 Attorney Certification: I, [ATTORNEY NAME], certify that I have explained the contents of this Arizona Life Care Planning Form to the Client and that the Client appeared to understand and execute it voluntarily.

28.2 Attorney Signature: [ATTORNEY SIGNATURE]

28.3 Date: [ATTORNEY SIGNATURE DATE]

29. EXHIBITS

29.1 Exhibit A: Healthcare Power of Attorney

29.2 Exhibit B: Living Will and Advance Directive

29.3 Exhibit C: Mental Health Care Power of Attorney

29.4 Exhibit D: Durable Financial Power of Attorney

29.5 Exhibit E: Guardianship and Conservatorship Nominations

29.6 Exhibit F: POLST Form

29.7 Exhibit G: DNR Order

29.8 Exhibit H: HIPAA Authorization

29.9 Exhibit I: Medicaid Planning Documents

29.10 Exhibit J: Funeral and Burial Arrangements

29.11 Exhibit K: Digital Asset Inventory

29.12 Exhibit L: Pet Care Instructions

30. FINAL PROVISIONS

30.1 Entire Agreement: This document constitutes the entire life care plan between the Client and the Client's agents and supersedes all prior agreements.

30.2 Copies: Photocopies of this document shall have the same force and effect as the original.

30.3 Distribution: Copies of this document shall be provided to [DISTRIBUTION RECIPIENTS].

30.4 Governing Law: This document shall be governed by the laws of the State of Arizona.

30.5 Effective Date: This document becomes effective on [EFFECTIVE DATE].

CLIENT SIGNATURE: [CLIENT SIGNATURE]

DATE: [DATE SIGNED]

WITNESS 1 SIGNATURE: [WITNESS 1 SIGNATURE]

DATE: [WITNESS 1 DATE]

WITNESS 2 SIGNATURE: [WITNESS 2 SIGNATURE]

DATE: [WITNESS 2 DATE]

NOTARY PUBLIC SIGNATURE: [NOTARY PUBLIC SIGNATURE]

DATE: [NOTARY DATE]

MY COMMISSION EXPIRES: [NOTARY COMMISSION EXPIRATION DATE]
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