KANSAS LIFE-SUSTAINING TREATMENT WITHDRAWAL FORM

[PATIENT FULL NAME]

[PATIENT DATE OF BIRTH]

[PATIENT ADDRESS]

[CITY, STATE, ZIP]

[PATIENT PHONE NUMBER]

[HEALTHCARE FACILITY NAME]

[HEALTHCARE FACILITY ADDRESS]

[CITY, STATE, ZIP]

[HEALTHCARE FACILITY PHONE NUMBER]

[ATTENDING PHYSICIAN NAME]

[ATTENDING PHYSICIAN LICENSE NUMBER]

[ATTENDING PHYSICIAN ADDRESS]

[CITY, STATE, ZIP]

[ATTENDING PHYSICIAN PHONE NUMBER]

RE: WITHDRAWAL OF LIFE-SUSTAINING TREATMENT

[PATIENT NAME] hereby executes this Kansas Life-Sustaining Treatment Withdrawal Form pursuant to the Kansas Natural Death Act, K.S.A. 65-28,101 et seq., and applicable Kansas law.

1. DECLARATION OF PATIENT

1.1 I, [PATIENT FULL NAME], being of sound mind and at least eighteen (18) years of age, voluntarily and without duress execute this form.

1.2 I understand that I have a terminal condition or a condition from which there is no reasonable possibility of recovery.

1.3 I direct that all life-sustaining treatment be withdrawn or withheld, including but not limited to mechanical ventilation, artificial nutrition and hydration, dialysis, antibiotics, blood transfusions, cardiopulmonary resuscitation, and vasoactive medications.

1.4 I direct that I be permitted to die naturally and that only comfort care and pain relief be provided.

2. DIAGNOSIS AND PROGNOSIS

2.1 Attending Physician: [ATTENDING PHYSICIAN NAME]

2.2 Terminal Condition Diagnosis: [DESCRIPTION OF TERMINAL CONDITION]

2.3 Date of Diagnosis: [DATE OF DIAGNOSIS]

2.4 Prognosis: [DESCRIPTION OF PROGNOSIS INCLUDING EXPECTED TIME FRAME]

2.5 I confirm that my attending physician has informed me of my diagnosis and prognosis.

3. WITHDRAWAL OF SPECIFIC TREATMENTS

3.1 Mechanical Ventilation: [YES/NO]

3.2 Artificial Nutrition: [YES/NO]

3.3 Artificial Hydration: [YES/NO]

3.4 Dialysis: [YES/NO]

3.5 Cardiopulmonary Resuscitation: [YES/NO]

3.6 Antibiotics: [YES/NO]

3.7 Blood Transfusions: [YES/NO]

3.8 Vasoactive Medications: [YES/NO]

3.9 Other Treatments: [SPECIFY OTHER TREATMENTS TO BE WITHDRAWN]

4. COMFORT CARE DIRECTIVES

4.1 I direct that I receive adequate pain relief and comfort care, even if such measures may hasten my death.

4.2 I direct that I be kept clean, warm, and as comfortable as possible.

4.3 I direct that my family and loved ones be permitted to visit and remain with me.

4.4 I direct that religious and spiritual needs be accommodated as requested.

4.5 Other Comfort Care Instructions: [SPECIFY OTHER COMFORT CARE INSTRUCTIONS]

5. HEALTHCARE AGENT AND SURROGATE DECISION-MAKER

5.1 I designate [HEALTHCARE AGENT FULL NAME] as my healthcare agent to ensure my wishes are honored.

5.2 Healthcare Agent Address: [HEALTHCARE AGENT ADDRESS]

5.3 Healthcare Agent Phone Number: [HEALTHCARE AGENT PHONE NUMBER]

5.4 Alternate Healthcare Agent: [ALTERNATE HEALTHCARE AGENT FULL NAME]

5.5 Alternate Healthcare Agent Address: [ALTERNATE HEALTHCARE AGENT ADDRESS]

5.6 Alternate Healthcare Agent Phone Number: [ALTERNATE HEALTHCARE AGENT PHONE NUMBER]

6. WITNESSES

6.1 Witness One Name: [WITNESS ONE FULL NAME]

6.2 Witness One Address: [WITNESS ONE ADDRESS]

6.3 Witness One Signature: [WITNESS ONE SIGNATURE]

6.4 Witness One Date: [WITNESS ONE DATE]

6.5 Witness Two Name: [WITNESS TWO FULL NAME]

6.6 Witness Two Address: [WITNESS TWO ADDRESS]

6.7 Witness Two Signature: [WITNESS TWO SIGNATURE]

6.8 Witness Two Date: [WITNESS TWO DATE]

6.9 I declare that the patient appears to be of sound mind and under no duress, fraud, or undue influence.

7. NOTARY ACKNOWLEDGMENT

7.1 State of Kansas

7.2 County of [COUNTY NAME]

7.3 This document was acknowledged before me on [NOTARY DATE] by [PATIENT FULL NAME].

7.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

7.5 Notary Public Name: [NOTARY PUBLIC NAME]

7.6 Notary Public Commission Number: [NOTARY COMMISSION NUMBER]

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

8. PHYSICIAN CERTIFICATION

8.1 I, [ATTENDING PHYSICIAN NAME], certify that I have examined [PATIENT FULL NAME] and that the patient has a terminal condition or a condition from which there is no reasonable possibility of recovery.

8.2 I further certify that the patient is of sound mind and has voluntarily executed this form.

8.3 Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]

8.4 Physician Date: [ATTENDING PHYSICIAN DATE]

9. FACILITY ACKNOWLEDGMENT

9.1 Facility Name: [HEALTHCARE FACILITY NAME]

9.2 Facility Representative Name: [FACILITY REPRESENTATIVE NAME]

9.3 Facility Representative Title: [FACILITY REPRESENTATIVE TITLE]

9.4 Facility Representative Signature: [FACILITY REPRESENTATIVE SIGNATURE]

9.5 Facility Representative Date: [FACILITY REPRESENTATIVE DATE]

10. REVOCATION

10.1 I understand that I may revoke this form at any time by oral or written declaration.

10.2 Revocation Date: [REVOCATION DATE]

10.3 Revocation Signature: [PATIENT SIGNATURE FOR REVOCATION]

10.4 Revocation Witness Name: [REVOCATION WITNESS NAME]

10.5 Revocation Witness Signature: [REVOCATION WITNESS SIGNATURE]

11. PATIENT SIGNATURE

11.1 Patient Signature: [PATIENT SIGNATURE]

11.2 Patient Printed Name: [PATIENT FULL NAME]

11.3 Date: [DATE OF SIGNATURE]

12. COPIES

12.1 I direct that copies of this form be provided to my attending physician, the healthcare facility, my healthcare agent, and my immediate family.

12.2 Copy Provided To: [NAME OF RECIPIENT ONE]

12.3 Copy Provided To: [NAME OF RECIPIENT TWO]

12.4 Copy Provided To: [NAME OF RECIPIENT THREE]

13. GOVERNING LAW

13.1 This form shall be governed by the laws of the State of Kansas.

13.2 This form is intended to comply with the Kansas Natural Death Act, K.S.A. 65-28,101 et seq.

13.3 If any provision is held invalid, the remaining provisions shall remain in effect.

14. ADDITIONAL INSTRUCTIONS

14.1 [ADDITIONAL INSTRUCTION ONE]

14.2 [ADDITIONAL INSTRUCTION TWO]

14.3 [ADDITIONAL INSTRUCTION THREE]
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