KANSAS HEALTHCARE DIRECTIVE FOR TERMINAL ILLNESS

This document is a Kansas Healthcare Directive for Terminal Illness, also known as a Terminal Condition Declaration, executed pursuant to the Kansas Natural Death Act, K.S.A. 65-28,101 et seq., and the Kansas Durable Power of Attorney for Health Care Act, K.S.A. 58-625 et seq. This directive becomes effective only when I have been diagnosed with a terminal condition and am no longer able to make or communicate my own healthcare decisions.

PART I - DECLARANT INFORMATION

1. DECLARANT IDENTIFICATION
1.1 Full Legal Name: [DECLARANT FULL LEGAL NAME]
1.2 Date of Birth: [DECLARANT DATE OF BIRTH]
1.3 Street Address: [DECLARANT STREET ADDRESS]
1.4 City, State, ZIP Code: [DECLARANT CITY], [DECLARANT STATE], [DECLARANT ZIP CODE]
1.5 Telephone Number: [DECLARANT TELEPHONE NUMBER]
1.6 Social Security Number (optional): [DECLARANT SOCIAL SECURITY NUMBER]

PART II - DESIGNATION OF HEALTHCARE AGENT

2. HEALTHCARE AGENT (DURABLE POWER OF ATTORNEY FOR HEALTH CARE)
2.1 I hereby designate the following individual as my Healthcare Agent to make healthcare decisions for me when I am unable to do so, with priority given to decisions concerning terminal illness:
2.2 Primary Healthcare Agent Name: [PRIMARY AGENT FULL LEGAL NAME]
2.3 Primary Healthcare Agent Relationship: [PRIMARY AGENT RELATIONSHIP]
2.4 Primary Healthcare Agent Street Address: [PRIMARY AGENT STREET ADDRESS]
2.5 Primary Healthcare Agent City, State, ZIP Code: [PRIMARY AGENT CITY], [PRIMARY AGENT STATE], [PRIMARY AGENT ZIP CODE]
2.6 Primary Healthcare Agent Home Telephone: [PRIMARY AGENT HOME TELEPHONE]
2.7 Primary Healthcare Agent Mobile Telephone: [PRIMARY AGENT MOBILE TELEPHONE]
2.8 First Alternate Healthcare Agent Name: [FIRST ALTERNATE AGENT FULL LEGAL NAME]
2.9 First Alternate Healthcare Agent Relationship: [FIRST ALTERNATE AGENT RELATIONSHIP]
2.10 First Alternate Healthcare Agent Street Address: [FIRST ALTERNATE AGENT STREET ADDRESS]
2.11 First Alternate Healthcare Agent City, State, ZIP Code: [FIRST ALTERNATE AGENT CITY], [FIRST ALTERNATE AGENT STATE], [FIRST ALTERNATE AGENT ZIP CODE]
2.12 First Alternate Healthcare Agent Telephone: [FIRST ALTERNATE AGENT TELEPHONE]
2.13 Second Alternate Healthcare Agent Name: [SECOND ALTERNATE AGENT FULL LEGAL NAME]
2.14 Second Alternate Healthcare Agent Relationship: [SECOND ALTERNATE AGENT RELATIONSHIP]
2.15 Second Alternate Healthcare Agent Street Address: [SECOND ALTERNATE AGENT STREET ADDRESS]
2.16 Second Alternate Healthcare Agent City, State, ZIP Code: [SECOND ALTERNATE AGENT CITY], [SECOND ALTERNATE AGENT STATE], [SECOND ALTERNATE AGENT ZIP CODE]
2.17 Second Alternate Healthcare Agent Telephone: [SECOND ALTERNATE AGENT TELEPHONE]
2.18 My Healthcare Agent shall have full authority to make any and all healthcare decisions on my behalf, including but not limited to the authority to consent to, refuse, or withdraw any medical treatment, and to make decisions regarding the withholding or withdrawal of life-sustaining procedures, including artificial nutrition and hydration, when I have a terminal condition.
2.19 This designation shall remain effective notwithstanding my subsequent incapacity, and shall continue until my death unless I revoke it in writing or by oral statement to my attending physician.

PART III - TERMINAL CONDITION DECLARATION

3. DECLARATION REGARDING TERMINAL CONDITION
3.1 I declare that if I should have an incurable and irreversible condition that has been diagnosed by two licensed physicians as a terminal condition, and I am no longer able to make decisions regarding my medical treatment, I direct that my attending physician withhold or withdraw life-sustaining procedures, including but not limited to:

3.1.1 Cardiopulmonary resuscitation (CPR): [INITIAL IF YOU WISH TO WITHHOLD CPR]

3.1.2 Mechanical ventilation: [INITIAL IF YOU WISH TO WITHHOLD MECHANICAL VENTILATION]

3.1.3 Dialysis: [INITIAL IF YOU WISH TO WITHHOLD DIALYSIS]

3.1.4 Artificial nutrition and hydration (tube feeding and IV fluids): [INITIAL IF YOU WISH TO WITHHOLD ARTIFICIAL NUTRITION AND HYDRATION]

3.1.5 Antibiotics: [INITIAL IF YOU WISH TO WITHHOLD ANTIBIOTICS]

3.1.6 Blood transfusions: [INITIAL IF YOU WISH TO WITHHOLD BLOOD TRANSFUSIONS]

3.1.7 Surgery: [INITIAL IF YOU WISH TO WITHHOLD SURGERY]

3.1.8 Other life-sustaining procedures: [SPECIFY OTHER LIFE-SUSTAINING PROCEDURES TO WITHHOLD]
3.2 I direct that I be permitted to die naturally with only the administration of medication or the performance of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain, even if such medication or procedure may hasten my death.
3.3 I direct that my Healthcare Agent named in Part II have full authority to make all decisions regarding the withholding or withdrawal of life-sustaining procedures on my behalf.

PART IV - PAIN RELIEF AND COMFORT CARE

4. PAIN RELIEF
4.1 I direct that my healthcare providers provide me with maximum pain relief and comfort care, even if such treatment may hasten my death, so long as the primary intent is to relieve pain and suffering.
4.2 I direct that I receive hospice care if appropriate and available: [INITIAL IF YOU WISH TO RECEIVE HOSPICE CARE]
4.3 I direct that I receive palliative care: [INITIAL IF YOU WISH TO RECEIVE PALLIATIVE CARE]
4.4 I direct that I be allowed to die at home if possible: [INITIAL IF YOU WISH TO DIE AT HOME]
4.5 I direct that I be allowed to die in a hospice facility: [INITIAL IF YOU WISH TO DIE IN A HOSPICE FACILITY]
4.6 I direct that I be allowed to die in a hospital: [INITIAL IF YOU WISH TO DIE IN A HOSPITAL]
4.7 Other comfort care instructions: [SPECIFY OTHER COMFORT CARE INSTRUCTIONS]

PART V - ANATOMICAL GIFTS

5. ANATOMICAL GIFT DESIGNATION
5.1 I hereby make the following anatomical gifts effective upon my death:

5.1.1 Any needed organs or tissues: [INITIAL IF YOU WISH TO DONATE ANY NEEDED ORGANS OR TISSUES]

5.1.2 Only the following organs or tissues: [SPECIFY ORGANS OR TISSUES TO DONATE]

5.1.3 My entire body: [INITIAL IF YOU WISH TO DONATE YOUR ENTIRE BODY]
5.2 The following individual or institution is authorized to receive my anatomical gift: [NAME OF RECIPIENT OF ANATOMICAL GIFT]
5.3 Address of recipient: [RECIPIENT STREET ADDRESS]
5.4 City, State, ZIP Code: [RECIPIENT CITY], [RECIPIENT STATE], [RECIPIENT ZIP CODE]
5.5 Telephone Number: [RECIPIENT TELEPHONE NUMBER]
5.6 This anatomical gift designation shall be honored in accordance with the Kansas Revised Uniform Anatomical Gift Act, K.S.A. 65-3220 et seq.

PART VI - PHYSICIAN AND HEALTHCARE PROVIDER INFORMATION

6. PRIMARY PHYSICIAN INFORMATION
6.1 Primary Care Physician Name: [PRIMARY PHYSICIAN FULL NAME]
6.2 Primary Care Physician Street Address: [PRIMARY PHYSICIAN STREET ADDRESS]
6.3 Primary Care Physician City, State, ZIP Code: [PRIMARY PHYSICIAN CITY], [PRIMARY PHYSICIAN STATE], [PRIMARY PHYSICIAN ZIP CODE]
6.4 Primary Care Physician Telephone Number: [PRIMARY PHYSICIAN TELEPHONE]
6.5 Specialist Physician Name: [SPECIALIST PHYSICIAN FULL NAME]
6.6 Specialist Physician Street Address: [SPECIALIST PHYSICIAN STREET ADDRESS]
6.7 Specialist Physician City, State, ZIP Code: [SPECIALIST PHYSICIAN CITY], [SPECIALIST PHYSICIAN STATE], [SPECIALIST PHYSICIAN ZIP CODE]
6.8 Specialist Physician Telephone Number: [SPECIALIST PHYSICIAN TELEPHONE]
6.9 Preferred Hospital Name: [PREFERRED HOSPITAL NAME]
6.10 Preferred Hospital Street Address: [PREFERRED HOSPITAL STREET ADDRESS]
6.11 Preferred Hospital City, State, ZIP Code: [PREFERRED HOSPITAL CITY], [PREFERRED HOSPITAL STATE], [PREFERRED HOSPITAL ZIP CODE]
6.12 Preferred Hospital Telephone Number: [PREFERRED HOSPITAL TELEPHONE]

PART VII - ADDITIONAL INSTRUCTIONS

7. ADDITIONAL INSTRUCTIONS AND LIMITATIONS
7.1 Additional instructions regarding my care: [SPECIFY ANY ADDITIONAL INSTRUCTIONS REGARDING YOUR CARE]
7.2 Limitations on the authority of my Healthcare Agent: [SPECIFY ANY LIMITATIONS ON THE AUTHORITY OF YOUR HEALTHCARE AGENT]
7.3 I specifically direct that the following individuals NOT be permitted to make decisions on my behalf: [SPECIFY NAMES OF INDIVIDUALS NOT PERMITTED TO MAKE DECISIONS]
7.4 I specifically direct that the following individuals be permitted to visit me: [SPECIFY NAMES OF INDIVIDUALS PERMITTED TO VISIT]
7.5 I specifically direct that the following individuals NOT be permitted to visit me: [SPECIFY NAMES OF INDIVIDUALS NOT PERMITTED TO VISIT]
7.6 Religious or spiritual preferences: [SPECIFY RELIGIOUS OR SPIRITUAL PREFERENCES]
7.7 Other: [SPECIFY OTHER INSTRUCTIONS]

PART VIII - REVOCATION OF PRIOR DIRECTIVES

8. REVOCATION
8.1 I hereby revoke any and all prior healthcare directives, living wills, durable powers of attorney for health care, and terminal condition declarations previously executed by me.
8.2 This revocation shall not affect the validity of any prior directive to the extent that it was acted upon in good faith before receipt of notice of this revocation.

PART IX - SIGNATURE AND WITNESSES

9. DECLARANT SIGNATURE
9.1 I have read this Kansas Healthcare Directive for Terminal Illness, and I understand its contents. I am of sound mind and I am at least eighteen (18) years of age. I am voluntarily executing this directive.
9.2 Declarant Signature: [DECLARANT SIGNATURE]
9.3 Date Signed: [DATE SIGNED]
9.4 Declarant Printed Name: [DECLARANT PRINTED NAME]

10. WITNESSES
10.1 The declarant has signed this document in our presence, and we believe the declarant to be of sound mind and at least eighteen (18) years of age. We are not related to the declarant by blood, marriage, or adoption, and we are not entitled to any portion of the declarant's estate under any will or by operation of law. We are not the declarant's attending physician, healthcare agent, or a person directly financially responsible for the declarant's healthcare.
10.2 Witness 1 Signature: [WITNESS 1 SIGNATURE]
10.3 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]
10.4 Witness 1 Street Address: [WITNESS 1 STREET ADDRESS]
10.5 Witness 1 City, State, ZIP Code: [WITNESS 1 CITY], [WITNESS 1 STATE], [WITNESS 1 ZIP CODE]
10.6 Witness 1 Date: [WITNESS 1 DATE]
10.7 Witness 2 Signature: [WITNESS 2 SIGNATURE]
10.8 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]
10.9 Witness 2 Street Address: [WITNESS 2 STREET ADDRESS]
10.10 Witness 2 City, State, ZIP Code: [WITNESS 2 CITY], [WITNESS 2 STATE], [WITNESS 2 ZIP CODE]
10.11 Witness 2 Date: [WITNESS 2 DATE]

11. NOTARY ACKNOWLEDGMENT (OPTIONAL)
11.1 State of Kansas
11.2 County of [COUNTY NAME]
11.3 This instrument was acknowledged before me on [NOTARY DATE] by [DECLARANT FULL LEGAL NAME].
11.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
11.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
11.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
11.7 Notary Public Seal: [NOTARY PUBLIC SEAL]

PART X - PHYSICIAN CERTIFICATION

12. PHYSICIAN CERTIFICATION OF TERMINAL CONDITION
12.1 I, [PHYSICIAN 1 FULL NAME], a licensed physician in the State of Kansas, certify that I have examined [DECLARANT FULL LEGAL NAME] and have determined that the declarant has a terminal condition, which is an incurable and irreversible condition that will result in death within a relatively short period of time.
12.2 Physician 1 Signature: [PHYSICIAN 1 SIGNATURE]
12.3 Physician 1 License Number: [PHYSICIAN 1 LICENSE NUMBER]
12.4 Physician 1 Date: [PHYSICIAN 1 DATE]
12.5 I, [PHYSICIAN 2 FULL NAME], a licensed physician in the State of Kansas, certify that I have examined [DECLARANT FULL LEGAL NAME] and have independently determined that the declarant has a terminal condition, which is an incurable and irreversible condition that will result in death within a relatively short period of time.
12.6 Physician 2 Signature: [PHYSICIAN 2 SIGNATURE]
12.7 Physician 2 License Number: [PHYSICIAN 2 LICENSE NUMBER]
12.8 Physician 2 Date: [PHYSICIAN 2 DATE]

PART XI - COPIES AND DISTRIBUTION

13. DISTRIBUTION OF COPIES
13.1 I direct that copies of this document be provided to the following individuals and institutions:

13.1.1 Primary Healthcare Agent: [PRIMARY AGENT FULL LEGAL NAME]

13.1.2 First Alternate Healthcare Agent: [FIRST ALTERNATE AGENT FULL LEGAL NAME]

13.1.3 Second Alternate Healthcare Agent: [SECOND ALTERNATE AGENT FULL LEGAL NAME]

13.1.4 Primary Care Physician: [PRIMARY PHYSICIAN FULL NAME]

13.1.5 Specialist Physician: [SPECIALIST PHYSICIAN FULL NAME]

13.1.6 Preferred Hospital: [PREFERRED HOSPITAL NAME]

13.1.7 Other: [SPECIFY OTHER INDIVIDUALS OR INSTITUTIONS TO RECEIVE COPIES]
13.2 A photocopy or electronic copy of this document shall have the same force and effect as the original.

PART XII - LEGAL PROVISIONS

14. SEverability
14.1 If any provision of this directive is held to be invalid or unenforceable, such invalidity or unenforceability shall not affect the validity or enforceability of any other provision, and all remaining provisions shall continue in full force and effect.

15. GOVERNING LAW
15.1 This directive shall be governed by and construed in accordance with the laws of the State of Kansas, including the Kansas Natural Death Act, K.S.A. 65-28,101 et seq., and the Kansas Durable Power of Attorney for Health Care Act, K.S.A. 58-625 et seq.

16. EFFECTIVE DATE
16.1 This directive shall become effective upon the date of my signature below and shall remain in effect until my death or until I revoke it in writing.

17. ACKNOWLEDGMENT
17.1 I have read this Kansas Healthcare Directive for Terminal Illness, and I understand its contents. I have had the opportunity to ask questions and to consult with legal counsel if I so choose. I am executing this directive voluntarily and free from duress.
17.2 Declarant Signature: [DECLARANT SIGNATURE]
17.3 Date Signed: [DATE SIGNED]
17.4 Declarant Printed Name: [DECLARANT PRINTED NAME]
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