MISSISSIPPI END-OF-LIFE CARE PLANNING DOCUMENTS

This packet contains: (1) Mississippi Advance Health Care Directive (Living Will and Health Care Power of Attorney); (2) Declaration of Desire for a Natural Death (Living Will); (3) Durable Power of Attorney for Health Care; (4) HIPAA Authorization for Release of Protected Health Information; (5) Organ and Tissue Donation Declaration; (6) Do Not Resuscitate (DNR) Order Request; (7) Physician Orders for Scope of Treatment (POST) Form; (8) Appointment of Health Care Agent and Alternate Agents; (9) Nomination of Guardian; (10) Instructions for Disposition of Remains; (11) Notice to Health Care Providers; (12) Witness and Notary Attestation; (13) Revocation of Prior Directives; and (14) Distribution and Acknowledgment.

PART I — IDENTIFICATION OF PRINCIPAL

Full Legal Name: [PRINCIPAL FULL LEGAL NAME]

Date of Birth: [PRINCIPAL DATE OF BIRTH]

Social Security Number (last four digits): [LAST FOUR SSN]

Residence Address: [PRINCIPAL RESIDENCE STREET ADDRESS]

City: [PRINCIPAL CITY]

County: [PRINCIPAL COUNTY]

State: Mississippi

ZIP Code: [PRINCIPAL ZIP CODE]

Mailing Address (if different): [PRINCIPAL MAILING ADDRESS]

Telephone Number: [PRINCIPAL TELEPHONE NUMBER]

Primary Care Physician Name: [PRIMARY PHYSICIAN NAME]

Primary Care Physician Address: [PRIMARY PHYSICIAN ADDRESS]

Primary Care Physician Telephone: [PRIMARY PHYSICIAN TELEPHONE]

PART II — MISSISSIPPI ADVANCE HEALTH CARE DIRECTIVE

RE: Advance Health Care Directive of [PRINCIPAL FULL LEGAL NAME] pursuant to Mississippi Code Annotated Sections 41-41-201 through 41-41-229 and Sections 41-41-301 through 41-41-317.

1. DESIGNATION OF HEALTH CARE AGENT
1.1 Agent Name: I designate [HEALTH CARE AGENT FULL LEGAL NAME] as my health care agent.
1.2 Agent Address: [HEALTH CARE AGENT STREET ADDRESS]
1.3 Agent City, County, State, ZIP: [HEALTH CARE AGENT CITY], [HEALTH CARE AGENT COUNTY], Mississippi [HEALTH CARE AGENT ZIP CODE]
1.4 Agent Telephone: [HEALTH CARE AGENT TELEPHONE NUMBER]
1.5 Agent Relationship to Principal: [AGENT RELATIONSHIP]

2. DESIGNATION OF ALTERNATE HEALTH CARE AGENTS
2.1 First Alternate Agent Name: [FIRST ALTERNATE AGENT FULL LEGAL NAME]
2.2 First Alternate Agent Address: [FIRST ALTERNATE AGENT STREET ADDRESS]
2.3 First Alternate Agent Telephone: [FIRST ALTERNATE AGENT TELEPHONE NUMBER]
2.4 Second Alternate Agent Name: [SECOND ALTERNATE AGENT FULL LEGAL NAME]
2.5 Second Alternate Agent Address: [SECOND ALTERNATE AGENT STREET ADDRESS]
2.6 Second Alternate Agent Telephone: [SECOND ALTERNATE AGENT TELEPHONE NUMBER]
2.7 Order of Succession: My agent shall act in the order named above; each alternate shall serve only if the prior named agent is unavailable, unwilling, incapacitated, or deceased.

3. AUTHORITY OF HEALTH CARE AGENT
3.1 General Authority: My agent shall have full authority to make any health care decision for me that I could make if I were able, including consent to, refusal of, or withdrawal of any medical treatment, diagnostic procedure, surgical procedure, medication, or admission to a health care facility.
3.2 Specific Authority Regarding Life-Sustaining Treatment: My agent may authorize the withholding or withdrawal of life-sustaining treatment, including mechanical ventilation, dialysis, antibiotics, blood transfusions, surgery, and artificially administered nutrition and hydration, subject to the instructions in Part III of this document.
3.3 Authority Regarding Nutrition and Hydration: My agent [MAY / MAY NOT] authorize the withholding or withdrawal of artificially administered nutrition and hydration. Initial one: [INITIALS]
3.4 Authority Regarding Pain Relief: My agent shall ensure that I receive medication and treatment necessary to relieve pain and discomfort, even if such treatment may hasten death, provided that the intent is to relieve suffering and not to cause death.
3.5 Authority Regarding Anatomical Gifts: My agent [MAY / MAY NOT] consent to the donation of my organs, tissues, or eyes. Initial one: [INITIALS]
3.6 Authority Regarding Autopsy: My agent [MAY / MAY NOT] consent to an autopsy. Initial one: [INITIALS]
3.7 Authority Regarding Disposition of Remains: My agent [MAY / MAY NOT] make decisions regarding the disposition of my remains. Initial one: [INITIALS]
3.8 Limitations on Agent Authority: My agent shall not have authority to consent to psychosurgery, sterilization, abortion, or admission to a mental health facility for involuntary commitment, except as otherwise permitted by law.

4. WHEN AGENT AUTHORITY BECOMES EFFECTIVE
4.1 Effectiveness: My agent's authority becomes effective when my attending physician determines that I lack capacity to make health care decisions, unless I have initialed the following option.
4.2 Immediate Effectiveness: [INITIAL IF APPLICABLE] My agent's authority is effective immediately and continues during any period of incapacity. Initials: [INITIALS]

5. NOMINATION OF GUARDIAN
5.1 Guardian Nomination: If a guardian of my person is to be appointed, I nominate [NOMINATED GUARDIAN FULL LEGAL NAME] as guardian of my person.
5.2 Nominated Guardian Address: [NOMINATED GUARDIAN STREET ADDRESS]
5.3 Nominated Guardian Telephone: [NOMINATED GUARDIAN TELEPHONE NUMBER]
5.4 Alternate Nominated Guardian: [ALTERNATE NOMINATED GUARDIAN FULL LEGAL NAME]
5.5 Alternate Nominated Guardian Address: [ALTERNATE NOMINATED GUARDIAN STREET ADDRESS]

PART III — DECLARATION OF DESIRE FOR A NATURAL DEATH (LIVING WILL)

RE: Declaration of Desire for a Natural Death of [PRINCIPAL FULL LEGAL NAME] pursuant to Mississippi Code Annotated Sections 41-41-301 through 41-41-317.

6. DECLARATION OF PRINCIPAL
6.1 Statement of Intent: I, [PRINCIPAL FULL LEGAL NAME], being of sound mind, willfully and voluntarily make known my desire that my dying shall not be artificially prolonged under the circumstances set forth below, and I declare that if at any time I should have an incurable injury, disease, or illness certified to be a terminal condition by two physicians who have personally examined me, one of whom shall be my attending physician, and the physicians have determined that my death will occur whether or not life-sustaining procedures are utilized and where the application of life-sustaining procedures would serve only to artificially prolong the dying process, I direct that such procedures be withheld or withdrawn, and 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.
6.2 Terminal Condition Defined: For purposes of this declaration, "terminal condition" means an incurable condition caused by injury, disease, or illness which, regardless of the application of life-sustaining procedures, would, within reasonable medical judgment, produce death, and where the application of life-sustaining procedures serves only to postpone the moment of death of the patient.
6.3 Life-Sustaining Procedure Defined: For purposes of this declaration, "life-sustaining procedure" means any medical procedure or intervention which, when applied to a qualified patient, would serve only to prolong the dying process and where, in the judgment of the attending physician, death will occur whether or not such procedure or intervention is utilized. "Life-sustaining procedure" shall not include the administration of medication or the performance of any medical procedure deemed necessary to provide comfort care or to alleviate pain.

7. SPECIFIC INSTRUCTIONS REGARDING LIFE-SUSTAINING TREATMENT
7.1 Cardiopulmonary Resuscitation (CPR): If I suffer cardiac or respiratory arrest, I direct that [CPR BE ADMINISTERED / CPR NOT BE ADMINISTERED]. Initial one: [INITIALS]
7.2 Mechanical Ventilation: If I am unable to breathe on my own, I direct that [MECHANICAL VENTILATION BE PROVIDED / MECHANICAL VENTILATION NOT BE PROVIDED]. Initial one: [INITIALS]
7.3 Artificially Administered Nutrition and Hydration: I direct that artificially administered nutrition and hydration [BE PROVIDED / NOT BE PROVIDED] if I have a terminal condition. Initial one: [INITIALS]
7.4 Artificially Administered Nutrition and Hydration (Permanent Unconsciousness): I direct that artificially administered nutrition and hydration [BE PROVIDED / NOT BE PROVIDED] if I am permanently unconscious. Initial one: [INITIALS]
7.5 Dialysis: I direct that dialysis [BE PROVIDED / NOT BE PROVIDED] if I have a terminal condition. Initial one: [INITIALS]
7.6 Antibiotics: I direct that antibiotics [BE PROVIDED / NOT BE PROVIDED] if I have a terminal condition. Initial one: [INITIALS]
7.7 Blood Transfusions: I direct that blood transfusions [BE PROVIDED / NOT BE PROVIDED] if I have a terminal condition. Initial one: [INITIALS]
7.8 Surgery: I direct that surgery [BE PERFORMED / NOT BE PERFORMED] if I have a terminal condition. Initial one: [INITIALS]
7.9 Pain Relief: I direct that I receive medication and treatment necessary to relieve pain and discomfort, even if such treatment may hasten death, provided that the intent is to relieve suffering and not to cause death. Initials: [INITIALS]

8. CONDITIONS OF VALIDITY
8.1 Terminal Condition Certification: This declaration shall be given effect only when I have been certified to be in a terminal condition by two physicians, one of whom is my attending physician.
8.2 Pregnancy: [INITIAL IF APPLICABLE] This declaration shall remain in effect notwithstanding my pregnancy. Initials: [INITIALS]
8.3 Duration: This declaration shall remain in effect until I revoke it.

PART IV — DURABLE POWER OF ATTORNEY FOR HEALTH CARE

RE: Durable Power of Attorney for Health Care of [PRINCIPAL FULL LEGAL NAME] pursuant to Mississippi Code Annotated Sections 41-41-201 through 41-41-229.

9. APPOINTMENT OF HEALTH CARE ATTORNEY-IN-FACT
9.1 Attorney-in-Fact Name: I appoint [ATTORNEY-IN-FACT FULL LEGAL NAME] as my attorney-in-fact for health care.
9.2 Attorney-in-Fact Address: [ATTORNEY-IN-FACT STREET ADDRESS]
9.3 Attorney-in-Fact Telephone: [ATTORNEY-IN-FACT TELEPHONE NUMBER]
9.4 Attorney-in-Fact Relationship: [ATTORNEY-IN-FACT RELATIONSHIP]
9.5 Successor Attorney-in-Fact Name: [SUCCESSOR ATTORNEY-IN-FACT FULL LEGAL NAME]
9.6 Successor Attorney-in-Fact Address: [SUCCESSOR ATTORNEY-IN-FACT STREET ADDRESS]
9.7 Successor Attorney-in-Fact Telephone: [SUCCESSOR ATTORNEY-IN-FACT TELEPHONE NUMBER]

10. DURABILITY
10.1 Durability Clause: This power of attorney shall not be affected by my subsequent disability, incapacity, or incompetence, and shall remain in full force and effect until revoked by me.
10.2 Effective Date: This power of attorney becomes effective [ON THE DATE OF EXECUTION / UPON MY INCAPACITY AS DETERMINED BY MY ATTENDING PHYSICIAN]. Initial one: [INITIALS]

11. POWERS GRANTED
11.1 General Powers: My attorney-in-fact shall have authority to make all health care decisions for me, including consent to, refusal of, or withdrawal of medical treatment, diagnostic procedures, surgical procedures, medications, and admission to or discharge from health care facilities.
11.2 Specific Powers: My attorney-in-fact shall have authority to: (a) employ and discharge physicians, dentists, nurses, therapists, and other health care providers; (b) consent to or refuse hospitalization, nursing home admission, home health care, and hospice care; (c) consent to or refuse diagnostic tests and surgical procedures; (d) consent to or refuse the administration of medications; (e) consent to or refuse the withholding or withdrawal of life-sustaining treatment; (f) authorize the release of medical records; (g) make anatomical gifts; and (h) make decisions regarding the disposition of my remains.
11.3 Limitations: My attorney-in-fact shall not have authority to consent to psychosurgery, sterilization, abortion, or admission to a mental health facility for involuntary commitment, except as otherwise permitted by law.

PART V — HIPAA AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

RE: Authorization for Release of Protected Health Information of [PRINCIPAL FULL LEGAL NAME] pursuant to 45 C.F.R. Sections
164.508 and 164.510.

12. AUTHORIZED RECIPIENTS
12.1 Authorized Recipient Name: [AUTHORIZED RECIPIENT FULL LEGAL NAME]
12.2 Authorized Recipient Address: [AUTHORIZED RECIPIENT STREET ADDRESS]
12.3 Authorized Recipient Telephone: [AUTHORIZED RECIPIENT TELEPHONE NUMBER]
12.4 Authorized Recipient Relationship: [AUTHORIZED RECIPIENT RELATIONSHIP]
12.5 Additional Authorized Recipient: [ADDITIONAL AUTHORIZED RECIPIENT FULL LEGAL NAME]
12.6 Additional Authorized Recipient Address: [ADDITIONAL AUTHORIZED RECIPIENT STREET ADDRESS]

13. INFORMATION TO BE RELEASED
13.1 Scope of Authorization: I authorize the release of all protected health information, including but not limited to medical records, diagnoses, treatment plans, laboratory results, imaging studies, prescription records, mental health records, substance abuse treatment records, and billing records.
13.2 Specific Exclusions: The following information shall not be released: [SPECIFY EXCLUSIONS OR STATE "NONE"].
13.3 Purpose of Disclosure: The purpose of this disclosure is to enable my authorized recipient to make informed health care decisions on my behalf and to communicate with my health care providers.
13.4 Expiration: This authorization shall expire on [EXPIRATION DATE OR EVENT], or upon my death, whichever occurs first.
13.5 Right to Revoke: I understand that I may revoke this authorization at any time by written notice to the health care provider, except to the extent that the provider has already acted in reliance on it.
13.6 Redisclosure: I understand that information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be protected by federal privacy regulations.

PART VI — ORGAN AND TISSUE DONATION DECLARATION

RE: Anatomical Gift Declaration of [PRINCIPAL FULL LEGAL NAME] pursuant to Mississippi Code Annotated Sections 41-39-101 through 41-39-135 and the Uniform Anatomical Gift Act.

14. DONATION ELECTION
14.1 Donation Election: I [DO / DO NOT] make an anatomical gift of my organs, tissues, and eyes for transplantation, therapy, research, or education. Initial one: [INITIALS]
14.2 Organs and Tissues Donated: [SPECIFY ORGANS AND TISSUES OR STATE "ANY NEEDED ORGANS AND TISSUES"].
14.3 Purpose of Gift: [TRANSPLANTATION / THERAPY / RESEARCH / EDUCATION / ANY PERMITTED PURPOSE].
14.4 Designated Recipient: [DESIGNATED RECIPIENT NAME AND ADDRESS, IF ANY, OR STATE "ANY QUALIFIED RECIPIENT"].
14.5 Donation Limitations: [SPECIFY LIMITATIONS OR STATE "NONE"].
14.6 Agent Authority: I authorize my health care agent to make or revoke an anatomical gift on my behalf if I have not made an effective gift. Initials: [INITIALS]

PART VII — DO NOT RESUSCITATE (DNR) ORDER REQUEST

RE: Do Not Resuscitate Order Request of [PRINCIPAL FULL LEGAL NAME] pursuant to Mississippi Code Annotated Sections 41-41-401 through 41-41-413.

15. DNR REQUEST
15.1 DNR Election: I request that no cardiopulmonary resuscitation be administered to me in the event of cardiac or respiratory arrest. Initials: [INITIALS]
15.2 Physician Certification: I understand that this DNR request must be certified by my attending physician and that the DNR order must be documented in my medical record.
15.3 Attending Physician Name: [ATTENDING PHYSICIAN FULL LEGAL NAME]
15.4 Attending Physician License Number: [ATTENDING PHYSICIAN LICENSE NUMBER]
15.5 Attending Physician Telephone: [ATTENDING PHYSICIAN TELEPHONE NUMBER]
15.6 Date of Physician Certification: [DATE OF PHYSICIAN CERTIFICATION]
15.7 DNR Order Duration: This DNR order shall remain in effect until [REVOCATION DATE OR STATE "REVOKED BY PRINCIPAL"].

PART VIII — PHYSICIAN ORDERS FOR SCOPE OF TREATMENT (POST)

RE: Physician Orders for Scope of Treatment (POST) of [PRINCIPAL FULL LEGAL NAME].

16. POST FORM INSTRUCTIONS
16.1 Section A — Resuscitation Status: [FULL RESUSCITATION / DO NOT RESUSCITATE]. Initial one: [INITIALS]
16.2 Section B — Medical Interventions: [COMFORT-FOCUSED TREATMENT / LIMITED ADDITIONAL INTERVENTIONS / FULL TREATMENT]. Initial one: [INITIALS]
16.3 Section C — Antibiotics: [USE ANTIBIOTICS / NO ANTIBIOTICS]. Initial one: [INITIALS]
16.4 Section D — Artificially Administered Nutrition: [LONG-TERM ARTIFICIAL NUTRITION / DEFINED TRIAL PERIOD OF ARTIFICIAL NUTRITION / NO ARTIFICIAL NUTRITION]. Initial one: [INITIALS]
16.5 Section E — Additional Instructions: [SPECIFY ADDITIONAL INSTRUCTIONS OR STATE "NONE"].
16.6 Physician Signature: [PHYSICIAN SIGNATURE]
16.7 Physician Printed Name: [PHYSICIAN PRINTED NAME]
16.8 Physician License Number: [PHYSICIAN LICENSE NUMBER]
16.9 Date of Physician Signature: [DATE OF PHYSICIAN SIGNATURE]

PART IX — INSTRUCTIONS FOR DISPOSITION OF REMAINS

RE: Instructions for Disposition of Remains of [PRINCIPAL FULL LEGAL NAME] pursuant to Mississippi Code Annotated Section 41-39-115.

17. DISPOSITION INSTRUCTIONS
17.1 Disposition Method: [BURIAL / CREMATION / ENTOMBMENT / OTHER: SPECIFY]. Initial one: [INITIALS]
17.2 Funeral Home Name: [FUNERAL HOME NAME]
17.3 Funeral Home Address: [FUNERAL HOME STREET ADDRESS]
17.4 Funeral Home Telephone: [FUNERAL HOME TELEPHONE NUMBER]
17.5 Cemetery or Memorial Location: [CEMETERY OR MEMORIAL LOCATION]
17.6 Special Instructions: [SPECIFY SPECIAL INSTRUCTIONS OR STATE "NONE"].
17.7 Person Authorized to Make Disposition Decisions: [AUTHORIZED PERSON FULL LEGAL NAME]
17.8 Authorized Person Address: [AUTHORIZED PERSON STREET ADDRESS]
17.9 Authorized Person Telephone: [AUTHORIZED PERSON TELEPHONE NUMBER]

PART X — NOTICE TO HEALTH CARE PROVIDERS

RE: Notice to Health Care Providers regarding the advance directives of [PRINCIPAL FULL LEGAL NAME].

18. PROVIDER NOTIFICATION
18.1 Notice: I have executed this Mississippi End-of-Life Care Planning Documents packet and request that all health care providers, health care facilities, and emergency medical services personnel who treat me be given a copy of these documents and honor the instructions contained herein.
18.2 Primary Care Physician Notification: [PRIMARY CARE PHYSICIAN NAME] has been provided a copy of these documents on [DATE PROVIDED TO PRIMARY CARE PHYSICIAN].
18.3 Hospital Notification: [HOSPITAL NAME] has been provided a copy of these documents on [DATE PROVIDED TO HOSPITAL].
18.4 Agent Notification: [HEALTH CARE AGENT FULL LEGAL NAME] has been provided a copy of these documents on [DATE PROVIDED TO AGENT].
18.5 Registry Filing: These documents [HAVE / HAVE NOT] been filed with the Mississippi State Department of Health advance directive registry. Initial one: [INITIALS]

PART XI — WITNESS AND NOTARY ATTESTATION

19. WITNESS ATTESTATION
19.1 Witness Statement: We, the undersigned witnesses, declare that the principal, [PRINCIPAL FULL LEGAL NAME], signed this instrument in our presence, that the principal appears to be of sound mind and under no duress, fraud, or undue influence, and that we are not the principal's health care agent, attorney-in-fact, physician, or a person entitled to any portion of the principal's estate.
19.2 Witness One Name: [WITNESS ONE FULL LEGAL NAME]
19.3 Witness One Address: [WITNESS ONE STREET ADDRESS]
19.4 Witness One Telephone: [WITNESS ONE TELEPHONE NUMBER]
19.5 Witness One Signature: [WITNESS ONE SIGNATURE]
19.6 Witness One Date: [WITNESS ONE DATE]
19.7 Witness Two Name: [WITNESS TWO FULL LEGAL NAME]
19.8 Witness Two Address: [WITNESS TWO STREET ADDRESS]
19.9 Witness Two Telephone: [WITNESS TWO TELEPHONE NUMBER]
19.10 Witness Two Signature: [WITNESS TWO SIGNATURE]
19.11 Witness Two Date: [WITNESS TWO DATE]

20. NOTARY ACKNOWLEDGMENT
20.1 State of Mississippi
20.2 County of [COUNTY OF NOTARIZATION]
20.3 Notary Statement: On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PRINCIPAL FULL LEGAL NAME], known to me or satisfactorily proven to be the person whose name is subscribed to the within instrument, and acknowledged that he or she executed the same for the purposes therein contained.
20.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
20.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
20.6 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]
20.7 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]
20.8 Notary Public Seal: [NOTARY PUBLIC SEAL]

PART XII — PRINCIPAL SIGNATURE

21. EXECUTION BY PRINCIPAL
21.1 Principal Signature: [PRINCIPAL SIGNATURE]
21.2 Principal Printed Name: [PRINCIPAL FULL LEGAL NAME]
21.3 Date of Signature: [DATE OF PRINCIPAL SIGNATURE]

PART XIII — REVOCATION OF PRIOR DIRECTIVES

22. REVOCATION
22.1 Revocation Statement: I hereby revoke all prior advance health care directives, living wills, durable powers of attorney for health care, and DNR orders previously executed by me.
22.2 Prior Documents Revoked: [LIST PRIOR DOCUMENTS REVOKED OR STATE "ALL PRIOR DOCUMENTS"].
22.3 Effective Date of Revocation: [EFFECTIVE DATE OF REVOCATION]
22.4 Principal Signature: [PRINCIPAL SIGNATURE]
22.5 Date of Signature: [DATE OF REVOCATION SIGNATURE]

PART XIV — DISTRIBUTION AND ACKNOWLEDGMENT

23. DISTRIBUTION LIST
23.1 Copy Provided To: [RECIPIENT ONE NAME AND ADDRESS]
23.2 Date Provided: [DATE PROVIDED TO RECIPIENT ONE]
23.3 Copy Provided To: [RECIPIENT TWO NAME AND ADDRESS]
23.4 Date Provided: [DATE PROVIDED TO RECIPIENT TWO]
23.5 Copy Provided To: [RECIPIENT THREE NAME AND ADDRESS]
23.6 Date Provided: [DATE PROVIDED TO RECIPIENT THREE]
23.7 Original Document Location: [LOCATION OF ORIGINAL DOCUMENT]

24. ACKNOWLEDGMENT OF RECEIPT
24.1 Acknowledgment: The undersigned acknowledges receipt of a copy of the Mississippi End-of-Life Care Planning Documents of [PRINCIPAL FULL LEGAL NAME].
24.2 Recipient Name: [RECIPIENT FULL LEGAL NAME]
24.3 Recipient Signature: [RECIPIENT SIGNATURE]
24.4 Date of Acknowledgment: [DATE OF ACKNOWLEDGMENT]

PART XV — GENERAL PROVISIONS

25. SEVERABILITY
25.1 Severability Clause: If any provision of this document is held to be invalid or unenforceable, the remaining provisions shall continue in full force and effect.

26. GOVERNING LAW
26.1 Governing Law: This document shall be governed by and construed in accordance with the laws of the State of Mississippi.

27. COPIES
27.1 Copies Clause: A photocopy or electronic copy of this document shall have the same force and effect as the original.

28. INTERPRETATION
28.1 Interpretation Clause: In the event of any ambiguity in this document, the interpretation that best reflects my known wishes and values shall control.

29. ADDITIONAL PROVISIONS
29.1 Additional Provisions: [SPECIFY ADDITIONAL PROVISIONS OR STATE "NONE"].

PART XVI — SIGNATURE PAGE

30. EXECUTION
30.1 Principal Signature: [PRINCIPAL SIGNATURE]
30.2 Principal Printed Name: [PRINCIPAL FULL LEGAL NAME]
30.3 Date of Execution: [DATE OF EXECUTION]
30.4 Place of Execution: [CITY], [COUNTY], Mississippi
30.5 Witness One Signature: [WITNESS ONE SIGNATURE]
30.6 Witness Two Signature: [WITNESS TWO SIGNATURE]
30.7 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
30.8 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
30.9 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]
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