EMERGENCY VERBAL WILL FOR HOSPITAL PATIENTS

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT HOME ADDRESS]

Hospital Name: [HOSPITAL NAME]

Hospital Address: [HOSPITAL ADDRESS]

Room Number: [ROOM NUMBER]

Date of Declaration: [DATE OF DECLARATION]

Time of Declaration: [TIME OF DECLARATION]

RE: EMERGENCY VERBAL WILL DECLARATION OF [PATIENT FULL NAME]

1. DECLARANT INFORMATION

1.1 Declarant Name: [PATIENT FULL NAME]

1.2 Declarant Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Declarant Address: [PATIENT HOME ADDRESS]

1.4 Declarant Condition at Time of Declaration: [DESCRIPTION OF PATIENT'S MEDICAL CONDITION AND MENTAL CAPACITY]

2. DECLARATION OF EMERGENCY

2.1 I, [PATIENT FULL NAME], being of sound mind and understanding the nature of this declaration, believe that I am in imminent danger of death or serious incapacity due to [DESCRIPTION OF EMERGENCY MEDICAL CONDITION].

2.2 I make this verbal will in the presence of the witnesses named below because I am unable to prepare or sign a written will at this time.

2.3 I request that the witnesses reduce this verbal declaration to writing and record it as my last will and testament.

3. REVOCATION OF PRIOR WILLS

3.1 I revoke all prior wills and codicils previously made by me, if any, to the extent permitted by law.

3.2 This declaration shall supersede any prior testamentary instruments to the extent of any conflict.

4. APPOINTMENT OF EXECUTOR

4.1 I appoint [EXECUTOR FULL NAME] as Executor of this will.

4.2 Executor Address: [EXECUTOR ADDRESS]

4.3 Executor Telephone: [EXECUTOR TELEPHONE]

4.4 If [EXECUTOR FULL NAME] is unable or unwilling to serve, I appoint [ALTERNATE EXECUTOR FULL NAME] as alternate Executor.

4.5 Alternate Executor Address: [ALTERNATE EXECUTOR ADDRESS]

4.6 Alternate Executor Telephone: [ALTERNATE EXECUTOR TELEPHONE]

5. APPOINTMENT OF GUARDIAN FOR MINOR CHILDREN

5.1 I appoint [GUARDIAN FULL NAME] as Guardian of my minor children named below.

5.2 Guardian Address: [GUARDIAN ADDRESS]

5.3 Guardian Telephone: [GUARDIAN TELEPHONE]

5.4 Minor Child Name: [MINOR CHILD FULL NAME]

5.5 Minor Child Date of Birth: [MINOR CHILD DATE OF BIRTH]

5.6 Minor Child Name: [MINOR CHILD FULL NAME]

5.7 Minor Child Date of Birth: [MINOR CHILD DATE OF BIRTH]

5.8 If [GUARDIAN FULL NAME] is unable or unwilling to serve, I appoint [ALTERNATE GUARDIAN FULL NAME] as alternate Guardian.

5.9 Alternate Guardian Address: [ALTERNATE GUARDIAN ADDRESS]

6. DISTRIBUTION OF REAL PROPERTY

6.1 I bequeath the real property located at [REAL PROPERTY ADDRESS] to [BENEFICIARY FULL NAME].

6.2 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

6.3 I bequeath the real property located at [REAL PROPERTY ADDRESS] to [BENEFICIARY FULL NAME].

6.4 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

7. DISTRIBUTION OF PERSONAL PROPERTY AND TANGIBLE ASSETS

7.1 I bequeath [DESCRIPTION OF PERSONAL PROPERTY] to [BENEFICIARY FULL NAME].

7.2 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

7.3 I bequeath [DESCRIPTION OF PERSONAL PROPERTY] to [BENEFICIARY FULL NAME].

7.4 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

7.5 I bequeath [DESCRIPTION OF PERSONAL PROPERTY] to [BENEFICIARY FULL NAME].

7.6 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

8. DISTRIBUTION OF FINANCIAL ASSETS

8.1 I bequeath the funds in account number [ACCOUNT NUMBER] held at [FINANCIAL INSTITUTION NAME] to [BENEFICIARY FULL NAME].

8.2 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

8.3 I bequeath [PERCENTAGE] percent of my residuary estate to [BENEFICIARY FULL NAME].

8.4 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

8.5 I bequeath [PERCENTAGE] percent of my residuary estate to [BENEFICIARY FULL NAME].

8.6 Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

9. RESIDUARY CLAUSE

9.1 All remaining property and assets not otherwise specifically bequeathed shall be distributed to [RESIDUARY BENEFICIARY FULL NAME].

9.2 Residuary Beneficiary Relationship: [RELATIONSHIP TO PATIENT]

9.3 If [RESIDUARY BENEFICIARY FULL NAME] does not survive me, the residuary estate shall be distributed to [ALTERNATE RESIDUARY BENEFICIARY FULL NAME].

10. PAYMENT OF DEBTS AND EXPENSES

10.1 I direct my Executor to pay my just debts, funeral expenses, and costs of administration from my estate.

10.2 Specific instructions regarding debts: [INSTRUCTIONS REGARDING DEBTS AND EXPENSES]

11. SPECIAL INSTRUCTIONS

11.1 Funeral and burial instructions: [FUNERAL AND BURIAL INSTRUCTIONS]

11.2 Anatomical gift instructions: [ORGAN DONATION INSTRUCTIONS]

11.3 Other special instructions: [OTHER SPECIAL INSTRUCTIONS]

12. WITNESSES TO VERBAL DECLARATION

12.1 Witness Name: [WITNESS 1 FULL NAME]

12.2 Witness Address: [WITNESS 1 ADDRESS]

12.3 Witness Telephone: [WITNESS 1 TELEPHONE]

12.4 Witness Relationship to Patient: [WITNESS 1 RELATIONSHIP]

12.5 Witness Name: [WITNESS 2 FULL NAME]

12.6 Witness Address: [WITNESS 2 ADDRESS]

12.7 Witness Telephone: [WITNESS 2 TELEPHONE]

12.8 Witness Relationship to Patient: [WITNESS 2 RELATIONSHIP]

12.9 Each witness declares that the Declarant spoke the terms of this will in their presence, that the Declarant appeared to be of sound mind, and that the witnesses understood the Declarant's words.

13. ATTENDING PHYSICIAN CERTIFICATION

13.1 Physician Name: [PHYSICIAN FULL NAME]

13.2 Physician License Number: [PHYSICIAN LICENSE NUMBER]

13.3 Physician Telephone: [PHYSICIAN TELEPHONE]

13.4 The attending physician certifies that the Declarant was, in the physician's medical opinion, of sound mind and capable of making testamentary declarations at the time of this declaration, and that the Declarant's condition was [DESCRIPTION OF MEDICAL CONDITION].

14. REDUCTION TO WRITING

14.1 This document constitutes the written reduction of the Declarant's verbal will as spoken on [DATE OF DECLARATION] at [TIME OF DECLARATION].

14.2 This document was reduced to writing by [PERSON REDUCING TO WRITING FULL NAME] on [DATE REDUCED TO WRITING].

15. DECLARANT STATEMENT

15.1 I, [PATIENT FULL NAME], declare that the foregoing represents my testamentary wishes as verbally expressed, and I affirm the contents of this document to the best of my ability.

15.2 Declarant Signature (if able): [PATIENT SIGNATURE]

15.3 Declarant Mark (if unable to sign): [PATIENT MARK]

15.4 Date: [DATE OF SIGNATURE]

16. WITNESS SIGNATURES

16.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

16.2 Date: [WITNESS 1 SIGNATURE DATE]

16.3 Witness 2 Signature: [WITNESS 2 SIGNATURE]

16.4 Date: [WITNESS 2 SIGNATURE DATE]

17. NOTARY ACKNOWLEDGMENT (IF APPLICABLE)

17.1 State of: [STATE]

17.2 County of: [COUNTY]

17.3 Notary Public Name: [NOTARY FULL NAME]

17.4 Notary Commission Number: [NOTARY COMMISSION NUMBER]

17.5 Notary Signature: [NOTARY SIGNATURE]

17.6 Notary Seal: [NOTARY SEAL]

17.7 Date: [NOTARY DATE]

18. ADDITIONAL PAGES AND ATTACHMENTS

18.1 Number of additional pages attached: [NUMBER OF ADDITIONAL PAGES]

18.2 Description of attachments: [DESCRIPTION OF ATTACHMENTS]

19. LEGAL DISCLAIMER

19.1 This document is intended to record an emergency verbal will and may be subject to specific legal requirements that vary by jurisdiction.

19.2 The validity of a verbal or nuncupative will may depend on the laws of the state in which the Declarant resides and the circumstances of the declaration.

19.3 It is recommended that this document be reviewed by a qualified attorney as soon as practicable.


Downloaded from www.printablelegaldoc.com
https://www.printablelegaldoc.com/
