KANSAS LIFE-SUSTAINING TREATMENT DIRECTIVE

This document is a Kansas Life-Sustaining Treatment Directive, also known as a Living Will and Durable Power of Attorney for Health Care Decisions, made 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 Decisions Act, K.S.A. 58-625 et seq.

I, [DECLARANT FULL LEGAL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily make this directive to my family, my physicians, and all health care providers.

My date of birth is [DECLARANT DATE OF BIRTH].

My address is [DECLARANT STREET ADDRESS].

[DECLARANT CITY, STATE, ZIP CODE]

My telephone number is [DECLARANT TELEPHONE NUMBER].

PART I. DESIGNATION OF HEALTH CARE AGENT

1. APPOINTMENT OF HEALTH CARE AGENT
1.1 I hereby designate and appoint the following person as my Health Care Agent to make health care decisions for me, including decisions regarding life-sustaining treatment, when I am unable to make those decisions for myself:

Name: [HEALTH CARE AGENT FULL LEGAL NAME]

Address: [HEALTH CARE AGENT STREET ADDRESS]

[HEALTH CARE AGENT CITY, STATE, ZIP CODE]

Telephone: [HEALTH CARE AGENT TELEPHONE NUMBER]

Relationship to me: [RELATIONSHIP TO DECLARANT]

2. ALTERNATE HEALTH CARE AGENT
2.1 If the person named above is unable, unwilling, or unavailable to serve as my Health Care Agent, I designate the following person as my Alternate Health Care Agent:

Name: [ALTERNATE HEALTH CARE AGENT FULL LEGAL NAME]

Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

[ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP CODE]

Telephone: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]

Relationship to me: [RELATIONSHIP TO DECLARANT]

3. SECOND ALTERNATE HEALTH CARE AGENT
3.1 If neither of the persons named above is able, willing, or available to serve as my Health Care Agent, I designate the following person as my Second Alternate Health Care Agent:

Name: [SECOND ALTERNATE HEALTH CARE AGENT FULL LEGAL NAME]

Address: [SECOND ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

[SECOND ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP CODE]

Telephone: [SECOND ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]

Relationship to me: [RELATIONSHIP TO DECLARANT]

4. AUTHORITY OF HEALTH CARE AGENT
4.1 My Health Care Agent shall have the authority to make any and all health care decisions for me, including but not limited to the decision to consent to, refuse, or withdraw any medical treatment, procedure, or intervention, including life-sustaining treatment, and the decision to request or refuse artificial nutrition and hydration.
4.2 My Health Care Agent shall have the authority to request, review, and receive any information, verbal or written, regarding my physical or mental health, including but not limited to medical and hospital records, and to execute any documents necessary to obtain such information.
4.3 My Health Care Agent shall have the authority to admit me to or discharge me from any hospital, nursing home, hospice, or other health care facility, and to arrange for my care in any setting.
4.4 My Health Care Agent shall have the authority to employ and discharge health care providers and to consent to the administration of pain-relieving medication, even if such medication may hasten my death, provided that the primary intent is to relieve pain and suffering.
4.5 My Health Care Agent shall have the authority to make decisions regarding the donation of my organs, tissues, or eyes, in accordance with my wishes as expressed in this directive or as otherwise known to my Health Care Agent.
4.6 My Health Care Agent shall have the authority to authorize an autopsy and to direct the disposition of my remains.

5. LIMITATIONS ON HEALTH CARE AGENT AUTHORITY
5.1 My Health Care Agent shall not have the authority to make decisions that are inconsistent with the specific instructions I have provided in Part II of this directive regarding life-sustaining treatment, unless I have expressly authorized my Health Care Agent to override those instructions.
5.2 My Health Care Agent shall not have the authority to consent to my admission to a mental health facility for treatment of a mental illness, except as otherwise permitted by law.
5.3 My Health Care Agent shall not have the authority to consent to psychosurgery, sterilization, or abortion, except as otherwise permitted by law.
5.4 My Health Care Agent shall not have the authority to consent to my participation in experimental research or clinical trials, except as otherwise permitted by law.

6. NOMINATION OF GUARDIAN
6.1 If a guardian of my person is to be appointed by a court, I nominate my Health Care Agent named in this directive to serve as that guardian, subject to the court's approval.

7. EFFECTIVENESS OF HEALTH CARE AGENT AUTHORITY
7.1 The authority of my Health Care Agent shall become effective upon a determination by my attending physician that I am unable to make my own health care decisions. This determination shall be documented in my medical record.
7.2 The authority of my Health Care Agent shall remain in effect until I regain the ability to make my own health care decisions or until my death, unless I revoke this directive earlier.

PART II. LIFE-SUSTAINING TREATMENT DIRECTIVE

8. DECLARATION OF WISHES REGARDING LIFE-SUSTAINING TREATMENT
8.1 If I am in a terminal condition, as defined by Kansas law, and my attending physician and one other physician have determined that I will not recover, I direct that the following be withheld or withdrawn:

[INITIAL ONE: WITHHOLD / WITHDRAW ALL LIFE-SUSTAINING TREATMENT]

[INITIAL ONE: WITHHOLD / WITHDRAW ARTIFICIAL NUTRITION AND HYDRATION]

[INITIAL ONE: WITHHOLD / WITHDRAW CARDIOPULMONARY RESUSCITATION]

[INITIAL ONE: WITHHOLD / WITHDRAW MECHANICAL VENTILATION]

[INITIAL ONE: WITHHOLD / WITHDRAW DIALYSIS]

[INITIAL ONE: WITHHOLD / WITHDRAW ANTIBIOTICS]

[INITIAL ONE: WITHHOLD / WITHDRAW BLOOD TRANSFUSIONS]

[INITIAL ONE: WITHHOLD / WITHDRAW SURGERY]

[INITIAL ONE: WITHHOLD / WITHDRAW OTHER TREATMENT: [SPECIFY OTHER TREATMENT]]
8.2 If I am in a persistent vegetative state, as defined by Kansas law, and my attending physician and one other physician have determined that I will not recover, I direct that the following be withheld or withdrawn:

[INITIAL ONE: WITHHOLD / WITHDRAW ALL LIFE-SUSTAINING TREATMENT]

[INITIAL ONE: WITHHOLD / WITHDRAW ARTIFICIAL NUTRITION AND HYDRATION]

[INITIAL ONE: WITHHOLD / WITHDRAW CARDIOPULMONARY RESUSCITATION]

[INITIAL ONE: WITHHOLD / WITHDRAW MECHANICAL VENTILATION]

[INITIAL ONE: WITHHOLD / WITHDRAW DIALYSIS]

[INITIAL ONE: WITHHOLD / WITHDRAW ANTIBIOTICS]

[INITIAL ONE: WITHHOLD / WITHDRAW BLOOD TRANSFUSIONS]

[INITIAL ONE: WITHHOLD / WITHDRAW SURGERY]

[INITIAL ONE: WITHHOLD / WITHDRAW OTHER TREATMENT: [SPECIFY OTHER TREATMENT]]
8.3 If I am in an irreversible condition that is not terminal and not a persistent vegetative state, but I am permanently unconscious or have an irreversible brain injury, and my attending physician and one other physician have determined that I will not recover, I direct that the following be withheld or withdrawn:

[INITIAL ONE: WITHHOLD / WITHDRAW ALL LIFE-SUSTAINING TREATMENT]

[INITIAL ONE: WITHHOLD / WITHDRAW ARTIFICIAL NUTRITION AND HYDRATION]

[INITIAL ONE: WITHHOLD / WITHDRAW CARDIOPULMONARY RESUSCITATION]

[INITIAL ONE: WITHHOLD / WITHDRAW MECHANICAL VENTILATION]

[INITIAL ONE: WITHHOLD / WITHDRAW DIALYSIS]

[INITIAL ONE: WITHHOLD / WITHDRAW ANTIBIOTICS]

[INITIAL ONE: WITHHOLD / WITHDRAW BLOOD TRANSFUSIONS]

[INITIAL ONE: WITHHOLD / WITHDRAW SURGERY]

[INITIAL ONE: WITHHOLD / WITHDRAW OTHER TREATMENT: [SPECIFY OTHER TREATMENT]]
8.4 If I am in a condition other than those described above, and my attending physician and one other physician have determined that I will not recover, I direct that the following be withheld or withdrawn:

[INITIAL ONE: WITHHOLD / WITHDRAW ALL LIFE-SUSTAINING TREATMENT]

[INITIAL ONE: WITHHOLD / WITHDRAW ARTIFICIAL NUTRITION AND HYDRATION]

[INITIAL ONE: WITHHOLD / WITHDRAW CARDIOPULMONARY RESUSCITATION]

[INITIAL ONE: WITHHOLD / WITHDRAW MECHANICAL VENTILATION]

[INITIAL ONE: WITHHOLD / WITHDRAW DIALYSIS]

[INITIAL ONE: WITHHOLD / WITHDRAW ANTIBIOTICS]

[INITIAL ONE: WITHHOLD / WITHDRAW BLOOD TRANSFUSIONS]

[INITIAL ONE: WITHHOLD / WITHDRAW SURGERY]

[INITIAL ONE: WITHHOLD / WITHDRAW OTHER TREATMENT: [SPECIFY OTHER TREATMENT]]

9. PAIN RELIEF
9.1 I direct that I be given medication and treatment to relieve pain and suffering, even if such medication or treatment may hasten my death, provided that the primary intent is to relieve pain and suffering.
9.2 I direct that I be kept as comfortable and free of pain as possible, even if such treatment may shorten my life.

10. ARTIFICIAL NUTRITION AND HYDRATION
10.1 I understand that artificial nutrition and hydration may be withheld or withdrawn under this directive. I have indicated my wishes regarding artificial nutrition and hydration in Section 8 above.
10.2 If I have not indicated my wishes regarding artificial nutrition and hydration in Section 8 above, I direct that my Health Care Agent make that decision on my behalf, taking into account my wishes as otherwise known to my Health Care Agent.

11. PREGNANCY
11.1 If I am pregnant at the time this directive becomes effective, I direct that this directive be given effect only to the extent permitted by Kansas law.
11.2 If I am pregnant, I direct that my Health Care Agent and my physicians consider the interests of my unborn child in making decisions regarding life-sustaining treatment, to the extent required by Kansas law.

PART III. GENERAL PROVISIONS

12. REVOCATION
12.1 I may revoke this directive at any time while I am competent by:

12.1.1 A signed and dated written revocation.

12.1.2 A verbal expression of my intent to revoke this directive.

12.1.3 Any other act that clearly indicates my intent to revoke this directive.
12.2 Any revocation shall be effective upon communication to my attending physician or Health Care Agent.
12.3 If I revoke this directive, I shall notify my Health Care Agent, my alternate Health Care Agents, and my attending physician as soon as possible.

13. PRIOR DIRECTIVES
13.1 I revoke any and all prior life-sustaining treatment directives, living wills, durable powers of attorney for health care, and other advance directives previously executed by me.
13.2 This directive supersedes any prior directive, whether written or oral, except as otherwise required by law.

14. SEverABILITY
14.1 If any provision of this directive is held to be invalid or unenforceable, the remaining provisions shall continue to be valid and enforceable to the fullest extent permitted by law.

15. GOVERNING LAW
15.1 This directive shall be governed by and construed in accordance with the laws of the State of Kansas.
15.2 This directive is intended to be valid in any jurisdiction in which it is presented, to the extent permitted by the laws of that jurisdiction.

16. COPIES
16.1 A copy of this directive shall have the same force and effect as the original.
16.2 I direct that copies of this directive be given to my Health Care Agent, my alternate Health Care Agents, my attending physician, and any health care facility to which I am admitted.

17. HIPAA AUTHORIZATION
17.1 I authorize my Health Care Agent to receive any and all protected health information about me, including but not limited to medical records, mental health records, and billing records, in accordance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA) and applicable Kansas law.
17.2 This authorization shall remain in effect until my death or until I revoke it in writing.

18. ANATOMICAL GIFT
18.1 Upon my death, I direct that my organs, tissues, and eyes be donated for transplantation, therapy, research, or education, in accordance with my wishes as expressed below:

[INITIAL ONE: I DO / I DO NOT AUTHORIZE ANATOMICAL GIFT]
18.2 If I have authorized anatomical gift, I direct that my Health Care Agent have the authority to make decisions regarding the donation of my organs, tissues, and eyes, in accordance with my wishes as expressed in this directive or as otherwise known to my Health Care Agent.

19. DISPOSITION OF REMAINS
19.1 Upon my death, I direct that my remains be disposed of in the following manner:

[INITIAL ONE: BURIAL / CREMATION / OTHER: [SPECIFY OTHER DISPOSITION]]
19.2 I direct that my Health Care Agent have the authority to make decisions regarding the disposition of my remains, in accordance with my wishes as expressed in this directive or as otherwise known to my Health Care Agent.

20. NOMINATION OF GUARDIAN
20.1 If a guardian of my person is to be appointed by a court, I nominate my Health Care Agent named in this directive to serve as that guardian, subject to the court's approval.

21. EFFECTIVENESS
21.1 This directive shall become effective upon my inability to make my own health care decisions, as determined by my attending physician, and shall remain in effect until my death or until I revoke it.

22. DURABILITY
22.1 This directive is intended to be durable and shall not be affected by my subsequent incapacity or disability.

23. WAIVER
23.1 No waiver of any provision of this directive shall be deemed a waiver of any other provision, nor shall any waiver be deemed a continuing waiver.

24. AMENDMENT
24.1 I may amend this directive at any time while I am competent by executing a new directive or by making a written amendment to this directive, signed and dated by me.

25. ACKNOWLEDGMENT
25.1 I have read this directive, or it has been read to me, and I understand its contents.
25.2 I am at least eighteen (18) years of age and of sound mind.
25.3 I am voluntarily executing this directive without duress, fraud, or undue influence.
25.4 I understand that this directive may be revoked by me at any time.
25.5 I understand that this directive does not affect my right to make health care decisions for myself as long as I am able to do so.
25.6 I understand that this directive does not require any physician or health care provider to take any action that is contrary to their conscience or to accepted medical practice, except as required by law.

26. SIGNATURE OF DECLARANT
26.1 I have signed this directive on the date indicated below.

Signature: ___________________________________________________

Date: [DATE OF SIGNATURE]

[DECLARANT FULL LEGAL NAME]

27. WITNESSES
27.1 I declare that the person who signed this directive, or who asked another to sign this directive on their behalf, is personally known to me, and that this person signed this directive, or asked another to sign this directive on their behalf, in my presence, and that this person appears to be of sound mind and under no duress, fraud, or undue influence.

Witness 1 Signature: ___________________________________________________

Witness 1 Printed Name: [WITNESS 1 FULL LEGAL NAME]

Witness 1 Address: [WITNESS 1 STREET ADDRESS]

[WITNESS 1 CITY, STATE, ZIP CODE]

Date: [DATE OF WITNESS 1 SIGNATURE]

Witness 2 Signature: ___________________________________________________

Witness 2 Printed Name: [WITNESS 2 FULL LEGAL NAME]

Witness 2 Address: [WITNESS 2 STREET ADDRESS]

[WITNESS 2 CITY, STATE, ZIP CODE]

Date: [DATE OF WITNESS 2 SIGNATURE]

28. NOTARY ACKNOWLEDGMENT
28.1 STATE OF KANSAS
28.2 COUNTY OF [COUNTY NAME]
28.3 This instrument was acknowledged before me on [DATE OF NOTARIZATION] by [DECLARANT FULL LEGAL NAME].

Notary Public Signature: ___________________________________________________

Notary Public Printed Name: [NOTARY PUBLIC FULL LEGAL NAME]

Notary Public Commission Number: [NOTARY COMMISSION NUMBER]

My commission expires: [NOTARY COMMISSION EXPIRATION DATE]

29. HEALTH CARE AGENT ACKNOWLEDGMENT
29.1 I, [HEALTH CARE AGENT FULL LEGAL NAME], have been designated as the Health Care Agent in this directive. I have read this directive and I understand my responsibilities. I agree to serve as Health Care Agent and to make health care decisions for the declarant in accordance with the declarant's wishes as expressed in this directive or as otherwise known to me.

Health Care Agent Signature: ___________________________________________________

Date: [DATE OF HEALTH CARE AGENT SIGNATURE]

30. ALTERNATE HEALTH CARE AGENT ACKNOWLEDGMENT
30.1 I, [ALTERNATE HEALTH CARE AGENT FULL LEGAL NAME], have been designated as the Alternate Health Care Agent in this directive. I have read this directive and I understand my responsibilities. I agree to serve as Alternate Health Care Agent and to make health care decisions for the declarant in accordance with the declarant's wishes as expressed in this directive or as otherwise known to me.

Alternate Health Care Agent Signature: ___________________________________________________

Date: [DATE OF ALTERNATE HEALTH CARE AGENT SIGNATURE]

31. SECOND ALTERNATE HEALTH CARE AGENT ACKNOWLEDGMENT
31.1 I, [SECOND ALTERNATE HEALTH CARE AGENT FULL LEGAL NAME], have been designated as the Second Alternate Health Care Agent in this directive. I have read this directive and I understand my responsibilities. I agree to serve as Second Alternate Health Care Agent and to make health care decisions for the declarant in accordance with the declarant's wishes as expressed in this directive or as otherwise known to me.

Second Alternate Health Care Agent Signature: ___________________________________________________

Date: [DATE OF SECOND ALTERNATE HEALTH CARE AGENT SIGNATURE]

32. PHYSICIAN ACKNOWLEDGMENT
32.1 I, [PHYSICIAN FULL LEGAL NAME], a physician licensed to practice medicine in the State of Kansas, have reviewed this directive with the declarant and have determined that the declarant appears to be of sound mind and under no duress, fraud, or undue influence.

Physician Signature: ___________________________________________________

Physician Printed Name: [PHYSICIAN FULL LEGAL NAME]

Physician License Number: [PHYSICIAN LICENSE NUMBER]

Date: [DATE OF PHYSICIAN SIGNATURE]

33. ADDITIONAL INSTRUCTIONS
33.1 I provide the following additional instructions regarding my health care:

[ADDITIONAL INSTRUCTIONS]

34. DISTRIBUTION
34.1 I direct that copies of this directive be provided to the following persons and entities:

[NAME AND ADDRESS OF PERSON OR ENTITY 1]

[NAME AND ADDRESS OF PERSON OR ENTITY 2]

[NAME AND ADDRESS OF PERSON OR ENTITY 3]

35. FINAL DECLARATION
35.1 I have carefully read this directive and I understand its contents. I am of sound mind and I am voluntarily executing this directive. I intend for this directive to be honored by my family, my physicians, and all health care providers.

Signature: ___________________________________________________

Date: [DATE OF SIGNATURE]

[DECLARANT FULL LEGAL NAME]


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