KANSAS MEDICAL TREATMENT PREFERENCES FORM

This form is provided pursuant to K.S.A. 65-4941 et seq., the Kansas Natural Death Act, and K.S.A. 65-28,101 et seq., the Kansas Durable Power of Attorney for Health Care Act.

PART I. DECLARANT INFORMATION

Full Legal Name: [DECLARANT FULL LEGAL NAME]

Date of Birth: [DECLARANT DATE OF BIRTH]

Address: [DECLARANT STREET ADDRESS]

City, State, ZIP: [DECLARANT CITY, STATE, ZIP]

Telephone Number: [DECLARANT TELEPHONE NUMBER]

PART II. APPOINTMENT OF HEALTH CARE AGENT

I hereby designate the following person as my health care agent to make health care decisions for me when I am unable to make or communicate my own health care decisions.

Agent Name: [HEALTH CARE AGENT FULL LEGAL NAME]

Relationship to Declarant: [RELATIONSHIP TO DECLARANT]

Address: [HEALTH CARE AGENT STREET ADDRESS]

City, State, ZIP: [HEALTH CARE AGENT CITY, STATE, ZIP]

Telephone Number: [HEALTH CARE AGENT TELEPHONE NUMBER]

Alternate Agent Name: [ALTERNATE HEALTH CARE AGENT FULL LEGAL NAME]

Relationship to Declarant: [ALTERNATE AGENT RELATIONSHIP TO DECLARANT]

Address: [ALTERNATE HEALTH CARE AGENT STREET ADDRESS]

City, State, ZIP: [ALTERNATE HEALTH CARE AGENT CITY, STATE, ZIP]

Telephone Number: [ALTERNATE HEALTH CARE AGENT TELEPHONE NUMBER]

PART III. EFFECTIVE DATE AND DURATION OF AGENT'S AUTHORITY
3.1 Effective Date: This appointment becomes effective upon a determination by my attending physician that I am unable to make or communicate my own health care decisions.
3.2 Duration: This appointment remains in effect until I revoke it in writing or until my death, unless I have specified a shorter period: [SPECIFY DURATION OR STATE NONE].

PART IV. MEDICAL TREATMENT PREFERENCES
4.1 Life-Sustaining Treatment: If I am in a terminal condition or a persistent vegetative state, or if my attending physician and another physician determine that I will not regain the capacity to make health care decisions, I direct the following regarding life-sustaining treatment: [INITIAL ONE: PROVIDE ALL / WITHHOLD OR WITHDRAW ALL / PROVIDE LIMITED TREATMENT AS SPECIFIED BELOW].
4.2 Artificial Nutrition and Hydration: I direct the following regarding artificially administered nutrition and hydration: [INITIAL ONE: PROVIDE / WITHHOLD OR WITHDRAW / PROVIDE ON A TRIAL BASIS FOR A PERIOD OF [NUMBER] DAYS].
4.3 Cardiopulmonary Resuscitation (CPR): I direct the following regarding CPR: [INITIAL ONE: PERFORM CPR / DO NOT PERFORM CPR / DEFER TO MY HEALTH CARE AGENT].
4.4 Mechanical Ventilation: I direct the following regarding mechanical ventilation: [INITIAL ONE: PROVIDE / WITHHOLD OR WITHDRAW / PROVIDE ON A TRIAL BASIS FOR A PERIOD OF [NUMBER] DAYS].
4.5 Dialysis: I direct the following regarding dialysis: [INITIAL ONE: PROVIDE / WITHHOLD OR WITHDRAW / PROVIDE ON A TRIAL BASIS FOR A PERIOD OF [NUMBER] DAYS].
4.6 Pain Relief and Comfort Care: I direct that I be provided with medication and treatment to relieve pain and provide comfort, even if such treatment may hasten my death: [INITIAL ONE: YES / NO].
4.7 Other Specific Instructions: [DESCRIBE ANY OTHER SPECIFIC MEDICAL TREATMENT PREFERENCES OR INSTRUCTIONS].

PART V. ORGAN AND TISSUE DONATION
5.1 Upon my death, I direct the following regarding organ and tissue donation: [INITIAL ONE: DONATE ALL / DONATE SPECIFIED ORGANS OR TISSUES: [SPECIFY ORGANS OR TISSUES] / DO NOT DONATE].

PART VI. ANATOMICAL GIFT
6.1 I hereby make an anatomical gift pursuant to the Kansas Revised Uniform Anatomical Gift Act, K.S.A. 65-3220 et seq., as follows: [DESCRIBE GIFT OR STATE NONE].

PART VII. MENTAL HEALTH TREATMENT PREFERENCES
7.1 I direct the following regarding mental health treatment, including psychotropic medication and electroconvulsive therapy: [DESCRIBE PREFERENCES OR STATE NONE].

PART VIII. PREGNANCY
8.1 If I am pregnant at the time this form becomes effective, I direct the following: [INITIAL ONE: THIS FORM REMAINS IN EFFECT / THIS FORM IS SUSPENDED UNTIL I AM NO LONGER PREGNANT / OTHER: [SPECIFY]].

PART IX. NOMINATION OF GUARDIAN
9.1 I nominate the following person to serve as guardian of my person if a court determines that a guardian is necessary: [NOMINATED GUARDIAN FULL LEGAL NAME].

Address: [NOMINATED GUARDIAN STREET ADDRESS]

City, State, ZIP: [NOMINATED GUARDIAN CITY, STATE, ZIP]

Telephone Number: [NOMINATED GUARDIAN TELEPHONE NUMBER]

PART X. ANATOMICAL GIFT PREFERENCE FOR AGENT
10.1 My health care agent is authorized to make an anatomical gift of my organs or tissues upon my death unless I have stated otherwise in Part V or Part VI: [INITIAL ONE: YES / NO].

PART XI. REVOCATION OF PRIOR DOCUMENTS
11.1 I hereby revoke all prior medical treatment preferences forms, living wills, durable powers of attorney for health care, and similar advance directives executed by me before the date of this form: [INITIAL ONE: YES / NO].

PART XII. DECLARANT SIGNATURE
12.1 I have read this form, I understand its contents, and I am emotionally and mentally competent to make this form. I sign it voluntarily and without duress.

Declarant Signature: [DECLARANT SIGNATURE]

Date: [DATE OF SIGNATURE]

PART XIII. WITNESSES
13.1 The declarant has signed this form in my presence, and I believe the declarant to be of sound mind and free from duress. I am not related to the declarant by blood, marriage, or adoption, and I am not entitled to any portion of the declarant's estate.

Witness 1 Signature: [WITNESS 1 SIGNATURE]

Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]

Witness 1 Address: [WITNESS 1 STREET ADDRESS]

Witness 1 City, State, ZIP: [WITNESS 1 CITY, STATE, ZIP]

Date: [WITNESS 1 DATE]

Witness 2 Signature: [WITNESS 2 SIGNATURE]

Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]

Witness 2 Address: [WITNESS 2 STREET ADDRESS]

Witness 2 City, State, ZIP: [WITNESS 2 CITY, STATE, ZIP]

Date: [WITNESS 2 DATE]

PART XIV. NOTARY ACKNOWLEDGMENT
14.1 State of Kansas, County of [COUNTY NAME].
14.2 This instrument was acknowledged before me on [NOTARY DATE] by [DECLARANT FULL LEGAL NAME].

Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]

My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]

PART XV. COPIES
15.1 I have provided copies of this form to the following persons: [LIST PERSONS OR STATE NONE].

PART XVI. ADDITIONAL INSTRUCTIONS
16.1 [DESCRIBE ANY ADDITIONAL INSTRUCTIONS OR STATE NONE].
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