KANSAS END-OF-LIFE PLANNING FORMS

This packet contains forms for advance health care directives, durable power of attorney for health care, living will declaration, and related end-of-life planning documents under Kansas law.

PARTY INFORMATION

Full Legal Name: [FULL LEGAL NAME]

Date of Birth: [DATE OF BIRTH]

Address: [STREET ADDRESS]

City: [CITY]

State: [STATE]

Zip Code: [ZIP CODE]

County: [COUNTY]

Phone Number: [PHONE NUMBER]

Email Address: [EMAIL ADDRESS]

KANSAS DECLARATION OF LIVING WILL

I, [FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, willfully and voluntarily make this Declaration of Living Will to be followed if I am in a terminal condition or a persistent vegetative state and unable to make or communicate my own health care decisions.

1. DECLARATION OF INTENT

1.1 I direct my attending physician and other health care providers to withhold or withdraw life-sustaining procedures that would only artificially prolong the dying process if I am in a terminal condition or a persistent vegetative state.

1.2 I understand the full import of this Declaration and I am emotionally and mentally competent to make this Declaration.

1.3 I understand that this Declaration does not affect the provision of medication or procedures necessary to provide comfort care or to alleviate pain.

2. DEFINITIONS

2.1 Terminal Condition: An incurable or irreversible condition that, without the administration of life-sustaining procedures, will, in the opinion of the attending physician, result in death within a relatively short time.

2.2 Persistent Vegetative State: A permanent and irreversible state of unconsciousness with no reasonable expectation of recovery, as diagnosed by the attending physician and one other physician.

2.3 Life-Sustaining Procedure: Any medical procedure or intervention that, when administered to a qualified patient, would serve only to artificially prolong the dying process.

3. DECLARANT SIGNATURE

3.1 I have signed this Declaration on [DATE OF SIGNING].

3.2 Declarant Signature: [DECLARANT SIGNATURE]

3.3 Printed Name: [FULL LEGAL NAME]

4. WITNESSES

4.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

4.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

4.3 Witness 1 Address: [WITNESS 1 ADDRESS]

4.4 Witness 1 Date: [WITNESS 1 DATE]

4.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

4.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

4.7 Witness 2 Address: [WITNESS 2 ADDRESS]

4.8 Witness 2 Date: [WITNESS 2 DATE]

5. NOTARY ACKNOWLEDGMENT

5.1 State of Kansas

5.2 County of [COUNTY]

5.3 This instrument was acknowledged before me on [NOTARY DATE] by [FULL LEGAL NAME].

5.4 Notary Public Signature: [NOTARY SIGNATURE]

5.5 Notary Public Printed Name: [NOTARY PRINTED NAME]

5.6 My Commission Expires: [COMMISSION EXPIRATION DATE]

KANSAS DURABLE POWER OF ATTORNEY FOR HEALTH CARE

I, [FULL LEGAL NAME], appoint the following person as my agent to make health care decisions for me if I am unable to make or communicate my own health care decisions.

6. DESIGNATION OF AGENT

6.1 Agent Name: [AGENT FULL LEGAL NAME]

6.2 Agent Address: [AGENT STREET ADDRESS]

6.3 Agent City: [AGENT CITY]

6.4 Agent State: [AGENT STATE]

6.5 Agent Zip Code: [AGENT ZIP CODE]

6.6 Agent Phone Number: [AGENT PHONE NUMBER]

6.7 Agent Relationship to Me: [AGENT RELATIONSHIP]

7. DESIGNATION OF ALTERNATE AGENT

7.1 Alternate Agent Name: [ALTERNATE AGENT FULL LEGAL NAME]

7.2 Alternate Agent Address: [ALTERNATE AGENT STREET ADDRESS]

7.3 Alternate Agent City: [ALTERNATE AGENT CITY]

7.4 Alternate Agent State: [ALTERNATE AGENT STATE]

7.5 Alternate Agent Zip Code: [ALTERNATE AGENT ZIP CODE]

7.6 Alternate Agent Phone Number: [ALTERNATE AGENT PHONE NUMBER]

7.7 Alternate Agent Relationship to Me: [ALTERNATE AGENT RELATIONSHIP]

8. EFFECTIVE DATE AND DURATION

8.1 This Durable Power of Attorney for Health Care becomes effective upon my incapacity as determined by my attending physician and one other physician.

8.2 This Durable Power of Attorney for Health Care shall remain in effect until [DURATION OR EVENT OF TERMINATION] unless I revoke it earlier in writing.

9. AUTHORITY GRANTED TO AGENT

9.1 My agent shall have the authority to make any and all health care decisions for me, including but not limited to:

9.2 Consent to or refusal of medical treatment, surgical procedures, and diagnostic tests.

9.3 Selection and discharge of physicians, nurses, and other health care providers.

9.4 Admission to or discharge from hospitals, nursing homes, hospice programs, and other health care facilities.

9.5 Request for, consent to, or refusal of life-sustaining procedures, including artificial nutrition and hydration.

9.6 Consent to or refusal of pain relief measures, even if they may hasten death.

9.7 Access to my medical records and authorization to release information.

9.8 Donation of organs and tissues upon my death, if I have not made other arrangements.

9.9 Disposition of my remains, if I have not made other arrangements.

10. LIMITATIONS ON AGENT AUTHORITY

10.1 My agent shall not have the authority to consent to psychosurgery, sterilization, or abortion, except as required by law.

10.2 My agent shall not have the authority to commit me to a mental health facility, except as provided by law.

10.3 My agent shall not have the authority to consent to my participation in experimental research, except as permitted by law.

10.4 Other limitations: [OTHER LIMITATIONS]

11. NOMINATION OF GUARDIAN

11.1 If a guardian of my person is appointed by a court, I nominate [GUARDIAN NOMINEE NAME] as guardian of my person.

11.2 If the above nominee is unable or unwilling to serve, I nominate [ALTERNATE GUARDIAN NOMINEE NAME] as alternate guardian of my person.

12. REVOCATION OF PRIOR DOCUMENTS

12.1 I revoke any prior Durable Power of Attorney for Health Care, Living Will, or other advance directive previously executed by me.

13. AGENT SIGNATURE

13.1 Agent Signature: [AGENT SIGNATURE]

13.2 Agent Printed Name: [AGENT FULL LEGAL NAME]

13.3 Date: [AGENT SIGNATURE DATE]

14. ALTERNATE AGENT SIGNATURE

14.1 Alternate Agent Signature: [ALTERNATE AGENT SIGNATURE]

14.2 Alternate Agent Printed Name: [ALTERNATE AGENT FULL LEGAL NAME]

14.3 Date: [ALTERNATE AGENT SIGNATURE DATE]

15. DECLARANT SIGNATURE

15.1 I have signed this Durable Power of Attorney for Health Care on [DATE OF SIGNING].

15.2 Declarant Signature: [DECLARANT SIGNATURE]

15.3 Printed Name: [FULL LEGAL NAME]

16. WITNESSES

16.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

16.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

16.3 Witness 1 Address: [WITNESS 1 ADDRESS]

16.4 Witness 1 Date: [WITNESS 1 DATE]

16.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

16.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

16.7 Witness 2 Address: [WITNESS 2 ADDRESS]

16.8 Witness 2 Date: [WITNESS 2 DATE]

17. NOTARY ACKNOWLEDGMENT

17.1 State of Kansas

17.2 County of [COUNTY]

17.3 This instrument was acknowledged before me on [NOTARY DATE] by [FULL LEGAL NAME].

17.4 Notary Public Signature: [NOTARY SIGNATURE]

17.5 Notary Public Printed Name: [NOTARY PRINTED NAME]

17.6 My Commission Expires: [COMMISSION EXPIRATION DATE]

KANSAS DECLARATION OF ANATOMICAL GIFT

I, [FULL LEGAL NAME], hereby make an anatomical gift of the following organs, tissues, or eyes for the purpose of transplantation, therapy, research, or education.

18. DONOR INFORMATION

18.1 Full Legal Name: [FULL LEGAL NAME]

18.2 Date of Birth: [DATE OF BIRTH]

18.3 Address: [STREET ADDRESS]

18.4 City: [CITY]

18.5 State: [STATE]

18.6 Zip Code: [ZIP CODE]

19. ORGANS AND TISSUES DONATED

19.1 Any needed organs, tissues, or eyes.

19.2 Specific organs or tissues: [SPECIFIC ORGANS OR TISSUES]

19.3 Limitation or purpose: [LIMITATION OR PURPOSE]

20. DONEE DESIGNATION

20.1 Any hospital, surgeon, or physician.

20.2 Specific donee: [SPECIFIC DONEE NAME AND ADDRESS]

20.3 Tissue bank or eye bank: [TISSUE BANK OR EYE BANK NAME AND ADDRESS]

21. DONOR SIGNATURE

21.1 Donor Signature: [DONOR SIGNATURE]

21.2 Printed Name: [FULL LEGAL NAME]

21.3 Date: [DATE OF SIGNING]

22. WITNESSES

22.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

22.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

22.3 Witness 1 Address: [WITNESS 1 ADDRESS]

22.4 Witness 1 Date: [WITNESS 1 DATE]

22.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

22.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

22.7 Witness 2 Address: [WITNESS 2 ADDRESS]

22.8 Witness 2 Date: [WITNESS 2 DATE]

23. NOTARY ACKNOWLEDGMENT

23.1 State of Kansas

23.2 County of [COUNTY]

23.3 This instrument was acknowledged before me on [NOTARY DATE] by [FULL LEGAL NAME].

23.4 Notary Public Signature: [NOTARY SIGNATURE]

23.5 Notary Public Printed Name: [NOTARY PRINTED NAME]

23.6 My Commission Expires: [COMMISSION EXPIRATION DATE]

KANSAS DECLARATION OF DESIGNEE FOR HEALTH CARE DECISIONS

I, [FULL LEGAL NAME], designate the following person to make health care decisions for me if I am unable to make or communicate my own health care decisions and I have not executed a Durable Power of Attorney for Health Care.

24. DESIGNEE INFORMATION

24.1 Designee Name: [DESIGNEE FULL LEGAL NAME]

24.2 Designee Address: [DESIGNEE STREET ADDRESS]

24.3 Designee City: [DESIGNEE CITY]

24.4 Designee State: [DESIGNEE STATE]

24.5 Designee Zip Code: [DESIGNEE ZIP CODE]

24.6 Designee Phone Number: [DESIGNEE PHONE NUMBER]

24.7 Designee Relationship to Me: [DESIGNEE RELATIONSHIP]

25. ALTERNATE DESIGNEE INFORMATION

25.1 Alternate Designee Name: [ALTERNATE DESIGNEE FULL LEGAL NAME]

25.2 Alternate Designee Address: [ALTERNATE DESIGNEE STREET ADDRESS]

25.3 Alternate Designee City: [ALTERNATE DESIGNEE CITY]

25.4 Alternate Designee State: [ALTERNATE DESIGNEE STATE]

25.5 Alternate Designee Zip Code: [ALTERNATE DESIGNEE ZIP CODE]

25.6 Alternate Designee Phone Number: [ALTERNATE DESIGNEE PHONE NUMBER]

25.7 Alternate Designee Relationship to Me: [ALTERNATE DESIGNEE RELATIONSHIP]

26. AUTHORITY OF DESIGNEE

26.1 My designee shall have the same authority to make health care decisions for me as my agent under a Durable Power of Attorney for Health Care, as set forth in Section 9 of this packet.

27. DECLARANT SIGNATURE

27.1 Declarant Signature: [DECLARANT SIGNATURE]

27.2 Printed Name: [FULL LEGAL NAME]

27.3 Date: [DATE OF SIGNING]

28. WITNESSES

28.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

28.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

28.3 Witness 1 Address: [WITNESS 1 ADDRESS]

28.4 Witness 1 Date: [WITNESS 1 DATE]

28.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

28.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

28.7 Witness 2 Address: [WITNESS 2 ADDRESS]

28.8 Witness 2 Date: [WITNESS 2 DATE]

29. NOTARY ACKNOWLEDGMENT

29.1 State of Kansas

29.2 County of [COUNTY]

29.3 This instrument was acknowledged before me on [NOTARY DATE] by [FULL LEGAL NAME].

29.4 Notary Public Signature: [NOTARY SIGNATURE]

29.5 Notary Public Printed Name: [NOTARY PRINTED NAME]

29.6 My Commission Expires: [COMMISSION EXPIRATION DATE]

KANSAS PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST)

This form is a medical order and must be signed by a physician, advanced practice registered nurse, or physician assistant.

30. PATIENT INFORMATION

30.1 Patient Full Legal Name: [PATIENT FULL LEGAL NAME]

30.2 Date of Birth: [DATE OF BIRTH]

30.3 Address: [STREET ADDRESS]

30.4 City: [CITY]

30.5 State: [STATE]

30.6 Zip Code: [ZIP CODE]

30.7 Phone Number: [PHONE NUMBER]

31. CARDIOPULMONARY RESUSCITATION (CPR)

31.1 If the patient has no pulse or is not breathing, perform CPR: [YES OR NO]

31.2 If no, do not attempt resuscitation: [YES OR NO]

32. MEDICAL INTERVENTIONS

32.1 Full treatment: Provide all medically indicated treatments, including intubation, mechanical ventilation, and artificial nutrition and hydration.

32.2 Selective treatment: Provide limited medical interventions as specified: [SPECIFY LIMITATIONS]

32.3 Comfort-focused treatment: Provide only comfort measures, including pain relief and palliative care.

32.4 Other instructions: [OTHER INSTRUCTIONS]

33. ARTIFICIALLY ADMINISTERED NUTRITION AND HYDRATION

33.1 Provide artificial nutrition and hydration: [YES OR NO]

33.2 If no, do not provide artificial nutrition and hydration: [YES OR NO]

33.3 Duration or conditions: [DURATION OR CONDITIONS]

34. SIGNATURES

34.1 Patient Signature (if able): [PATIENT SIGNATURE]

34.2 Patient Printed Name: [PATIENT FULL LEGAL NAME]

34.3 Date: [PATIENT SIGNATURE DATE]

34.4 Surrogate Signature (if patient unable): [SURROGATE SIGNATURE]

34.5 Surrogate Printed Name: [SURROGATE PRINTED NAME]

34.6 Surrogate Relationship to Patient: [SURROGATE RELATIONSHIP]

34.7 Date: [SURROGATE SIGNATURE DATE]

35. PHYSICIAN ORDERS

35.1 Physician Signature: [PHYSICIAN SIGNATURE]

35.2 Physician Printed Name: [PHYSICIAN PRINTED NAME]

35.3 License Number: [PHYSICIAN LICENSE NUMBER]

35.4 Date: [PHYSICIAN SIGNATURE DATE]

35.5 Advanced Practice Registered Nurse Signature: [APRN SIGNATURE]

35.6 Advanced Practice Registered Nurse Printed Name: [APRN PRINTED NAME]

35.7 License Number: [APRN LICENSE NUMBER]

35.8 Date: [APRN SIGNATURE DATE]

35.9 Physician Assistant Signature: [PA SIGNATURE]

35.10 Physician Assistant Printed Name: [PA PRINTED NAME]

35.11 License Number: [PA LICENSE NUMBER]

35.12 Date: [PA SIGNATURE DATE]

36. REVIEW AND REVISION

36.1 This POLST form was reviewed on [REVIEW DATE].

36.2 This POLST form was revised on [REVISION DATE].

36.3 Reviewing Health Care Provider Signature: [REVIEWING PROVIDER SIGNATURE]

36.4 Reviewing Health Care Provider Printed Name: [REVIEWING PROVIDER PRINTED NAME]

KANSAS HIPAA AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

I, [FULL LEGAL NAME], authorize the release of my protected health information as described below.

37. PATIENT INFORMATION

37.1 Full Legal Name: [FULL LEGAL NAME]

37.2 Date of Birth: [DATE OF BIRTH]

37.3 Address: [STREET ADDRESS]

37.4 City: [CITY]

37.5 State: [STATE]

37.6 Zip Code: [ZIP CODE]

37.7 Phone Number: [PHONE NUMBER]

38. PERSONS OR ENTITIES AUTHORIZED TO DISCLOSE INFORMATION

38.1 Name: [DISCLOSING PARTY NAME]

38.2 Address: [DISCLOSING PARTY ADDRESS]

38.3 Phone Number: [DISCLOSING PARTY PHONE NUMBER]

38.4 Name: [ADDITIONAL DISCLOSING PARTY NAME]

38.5 Address: [ADDITIONAL DISCLOSING PARTY ADDRESS]

38.6 Phone Number: [ADDITIONAL DISCLOSING PARTY PHONE NUMBER]

39. PERSONS OR ENTITIES AUTHORIZED TO RECEIVE INFORMATION

39.1 Name: [RECEIVING PARTY NAME]

39.2 Address: [RECEIVING PARTY ADDRESS]

39.3 Phone Number: [RECEIVING PARTY PHONE NUMBER]

39.4 Name: [ADDITIONAL RECEIVING PARTY NAME]

39.5 Address: [ADDITIONAL RECEIVING PARTY ADDRESS]

39.6 Phone Number: [ADDITIONAL RECEIVING PARTY PHONE NUMBER]

40. INFORMATION TO BE DISCLOSED

40.1 Complete medical record.

40.2 Specific information: [SPECIFIC INFORMATION]

40.3 Date range: [DATE RANGE]

41. PURPOSE OF DISCLOSURE

41.1 At my request.

41.2 For continuing care and treatment.

41.3 For insurance or billing purposes.

41.4 For legal purposes.

41.5 Other purpose: [OTHER PURPOSE]

42. EXPIRATION OF AUTHORIZATION

42.1 This authorization expires on [EXPIRATION DATE].

42.2 This authorization expires upon the occurrence of: [EXPIRATION EVENT]

42.3 This authorization does not expire unless revoked in writing.

43. RIGHT TO REVOKE

43.1 I understand that I have the right to revoke this authorization at any time by providing written notice to the disclosing party.

43.2 I understand that revocation will not apply to actions taken in reliance on this authorization prior to receipt of my revocation notice.

44. RE-DISCLOSURE

44.1 I understand that information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal privacy regulations.

45. SIGNATURE

45.1 Patient Signature: [PATIENT SIGNATURE]

45.2 Printed Name: [FULL LEGAL NAME]

45.3 Date: [DATE OF SIGNING]

45.4 Personal Representative Signature (if applicable): [PERSONAL REPRESENTATIVE SIGNATURE]

45.5 Personal Representative Printed Name: [PERSONAL REPRESENTATIVE PRINTED NAME]

45.6 Relationship to Patient: [PERSONAL REPRESENTATIVE RELATIONSHIP]

45.7 Date: [PERSONAL REPRESENTATIVE SIGNATURE DATE]

46. WITNESSES

46.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

46.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

46.3 Witness 1 Date: [WITNESS 1 DATE]

46.4 Witness 2 Signature: [WITNESS 2 SIGNATURE]

46.5 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

46.6 Witness 2 Date: [WITNESS 2 DATE]

KANSAS DECLARATION OF GUARDIANSHIP NOMINATION

I, [FULL LEGAL NAME], nominate the following person to serve as guardian of my person and estate if I become incapacitated.

47. NOMINATED GUARDIAN

47.1 Guardian Name: [GUARDIAN FULL LEGAL NAME]

47.2 Guardian Address: [GUARDIAN STREET ADDRESS]

47.3 Guardian City: [GUARDIAN CITY]

47.4 Guardian State: [GUARDIAN STATE]

47.5 Guardian Zip Code: [GUARDIAN ZIP CODE]

47.6 Guardian Phone Number: [GUARDIAN PHONE NUMBER]

47.7 Guardian Relationship to Me: [GUARDIAN RELATIONSHIP]

48. ALTERNATE NOMINATED GUARDIAN

48.1 Alternate Guardian Name: [ALTERNATE GUARDIAN FULL LEGAL NAME]

48.2 Alternate Guardian Address: [ALTERNATE GUARDIAN STREET ADDRESS]

48.3 Alternate Guardian City: [ALTERNATE GUARDIAN CITY]

48.4 Alternate Guardian State: [ALTERNATE GUARDIAN STATE]

48.5 Alternate Guardian Zip Code: [ALTERNATE GUARDIAN ZIP CODE]

48.6 Alternate Guardian Phone Number: [ALTERNATE GUARDIAN PHONE NUMBER]

48.7 Alternate Guardian Relationship to Me: [ALTERNATE GUARDIAN RELATIONSHIP]

49. DECLARANT SIGNATURE

49.1 Declarant Signature: [DECLARANT SIGNATURE]

49.2 Printed Name: [FULL LEGAL NAME]

49.3 Date: [DATE OF SIGNING]

50. WITNESSES

50.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

50.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

50.3 Witness 1 Address: [WITNESS 1 ADDRESS]

50.4 Witness 1 Date: [WITNESS 1 DATE]

50.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

50.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

50.7 Witness 2 Address: [WITNESS 2 ADDRESS]

50.8 Witness 2 Date: [WITNESS 2 DATE]

51. NOTARY ACKNOWLEDGMENT

51.1 State of Kansas

51.2 County of [COUNTY]

51.3 This instrument was acknowledged before me on [NOTARY DATE] by [FULL LEGAL NAME].

51.4 Notary Public Signature: [NOTARY SIGNATURE]

51.5 Notary Public Printed Name: [NOTARY PRINTED NAME]

51.6 My Commission Expires: [COMMISSION EXPIRATION DATE]

KANSAS DECLARATION OF DISPOSITION OF REMAINS

I, [FULL LEGAL NAME], direct the following regarding the disposition of my remains upon my death.

52. DECLARANT INFORMATION

52.1 Full Legal Name: [FULL LEGAL NAME]

52.2 Date of Birth: [DATE OF BIRTH]

52.3 Address: [STREET ADDRESS]

52.4 City: [CITY]

52.5 State: [STATE]

52.6 Zip Code: [ZIP CODE]

53. DISPOSITION INSTRUCTIONS

53.1 Burial: [BURIAL INSTRUCTIONS AND LOCATION]

53.2 Cremation: [CREMATION INSTRUCTIONS AND LOCATION]

53.3 Entombment: [ENTOMBMENT INSTRUCTIONS AND LOCATION]

53.4 Donation of body to science: [DONATION INSTRUCTIONS]

53.5 Other disposition: [OTHER DISPOSITION INSTRUCTIONS]

54. AUTHORIZATION OF PERSON TO MAKE DISPOSITION DECISIONS

54.1 Authorized Person Name: [AUTHORIZED PERSON FULL LEGAL NAME]

54.2 Authorized Person Address: [AUTHORIZED PERSON STREET ADDRESS]

54.3 Authorized Person City: [AUTHORIZED PERSON CITY]

54.4 Authorized Person State: [AUTHORIZED PERSON STATE]

54.5 Authorized Person Zip Code: [AUTHORIZED PERSON ZIP CODE]

54.6 Authorized Person Phone Number: [AUTHORIZED PERSON PHONE NUMBER]

54.7 Authorized Person Relationship to Me: [AUTHORIZED PERSON RELATIONSHIP]

55. ALTERNATE AUTHORIZED PERSON

55.1 Alternate Authorized Person Name: [ALTERNATE AUTHORIZED PERSON FULL LEGAL NAME]

55.2 Alternate Authorized Person Address: [ALTERNATE AUTHORIZED PERSON STREET ADDRESS]

55.3 Alternate Authorized Person City: [ALTERNATE AUTHORIZED PERSON CITY]

55.4 Alternate Authorized Person State: [ALTERNATE AUTHORIZED PERSON STATE]

55.5 Alternate Authorized Person Zip Code: [ALTERNATE AUTHORIZED PERSON ZIP CODE]

55.6 Alternate Authorized Person Phone Number: [ALTERNATE AUTHORIZED PERSON PHONE NUMBER]

55.7 Alternate Authorized Person Relationship to Me: [ALTERNATE AUTHORIZED PERSON RELATIONSHIP]

56. DECLARANT SIGNATURE

56.1 Declarant Signature: [DECLARANT SIGNATURE]

56.2 Printed Name: [FULL LEGAL NAME]

56.3 Date: [DATE OF SIGNING]

57. WITNESSES

57.1 Witness 1 Signature: [WITNESS 1 SIGNATURE]

57.2 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

57.3 Witness 1 Address: [WITNESS 1 ADDRESS]

57.4 Witness 1 Date: [WITNESS 1 DATE]

57.5 Witness 2 Signature: [WITNESS 2 SIGNATURE]

57.6 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

57.7 Witness 2 Address: [WITNESS 2 ADDRESS]

57.8 Witness 2 Date: [WITNESS 2 DATE]

58. NOTARY ACKNOWLEDGMENT

58.1 State of Kansas

58.2 County of [COUNTY]

58.3 This instrument was acknowledged before me on [NOTARY DATE] by [FULL LEGAL NAME].

58.4 Notary Public Signature: [NOTARY SIGNATURE]

58.5 Notary Public Printed Name: [NOTARY PRINTED NAME]

58.6 My Commission Expires: [COMMISSION EXPIRATION DATE]

GENERAL PROVISIONS

59. SEVERABILITY

59.1 If any provision of this packet is held invalid or unenforceable, the remaining provisions shall remain in full force and effect.

60. GOVERNING LAW

60.1 This packet shall be governed by and construed in accordance with the laws of the State of Kansas.

61. COPIES

61.1 A photocopy or electronic copy of any document in this packet shall have the same force and effect as the original.

62. REVOCATION

62.1 I may revoke any document in this packet at any time by executing a written revocation, by orally expressing my intent to revoke in the presence of a witness, or by executing a new document that conflicts with the prior document.

63. DISTRIBUTION OF COPIES

63.1 I have provided copies of this packet to the following persons or entities:

63.2 Name: [RECIPIENT 1 NAME]

63.3 Address: [RECIPIENT 1 ADDRESS]

63.4 Date Provided: [RECIPIENT 1 DATE]

63.5 Name: [RECIPIENT 2 NAME]

63.6 Address: [RECIPIENT 2 ADDRESS]

63.7 Date Provided: [RECIPIENT 2 DATE]

63.8 Name: [RECIPIENT 3 NAME]

63.9 Address: [RECIPIENT 3 ADDRESS]

63.10 Date Provided: [RECIPIENT 3 DATE]

64. ADDITIONAL INSTRUCTIONS

64.1 [ADDITIONAL INSTRUCTIONS]

65. DECLARANT ACKNOWLEDGMENT

65.1 I have read and understand the contents of this packet.

65.2 I have had the opportunity to ask questions and consult with legal counsel if desired.

65.3 I am at least eighteen (18) years of age and of sound mind.

65.4 Declarant Signature: [DECLARANT SIGNATURE]

65.5 Printed Name: [FULL LEGAL NAME]

65.6 Date: [DATE OF SIGNING]
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