NEVADA END-OF-LIFE CARE PLANNING CHECKLIST

This checklist is provided for informational purposes only and does not constitute legal advice. It is intended to help you organize your end-of-life care planning in the State of Nevada. Consult with a qualified Nevada attorney, physician, or licensed professional for guidance specific to your circumstances.

Prepared For:

[FULL LEGAL NAME]

Date of Birth:

[DATE OF BIRTH]

Address:

[STREET ADDRESS]

[CITY], NEVADA [ZIP CODE]

Date Prepared:

[DATE PREPARED]

1. ADVANCE DIRECTIVES OVERVIEW
1.1 Nevada recognizes several types of advance directives, including a Living Will (Declaration), a Durable Power of Attorney for Health Care, and a Psychiatric Advance Directive.
1.2 This checklist is designed to help you gather, organize, and store these documents and related information.
1.3 All completed documents should be signed, dated, and witnessed or notarized as required by Nevada law.
1.4 Provide copies to your healthcare agent, family members, primary care physician, and local hospital.

2. LIVING WILL (DECLARATION)
2.1 I have executed a Nevada Living Will (Declaration).

Yes [ ] No [ ]
2.2 Date of Living Will:

[DATE OF LIVING WILL]
2.3 Location of original document:

[LOCATION OF ORIGINAL LIVING WILL]
2.4 Name and contact information of person(s) holding a copy:

[NAME OF PERSON HOLDING COPY]

[RELATIONSHIP TO DECLARANT]

[PHONE NUMBER]

[ADDRESS]
2.5 My Living Will directs the following regarding life-sustaining treatment:

[DESCRIBE WISHES REGARDING LIFE-SUSTAINING TREATMENT]
2.6 My Living Will directs the following regarding artificial nutrition and hydration:

[DESCRIBE WISHES REGARDING ARTIFICIAL NUTRITION AND HYDRATION]
2.7 My Living Will directs the following regarding pain relief and comfort care:

[DESCRIBE WISHES REGARDING PAIN RELIEF AND COMFORT CARE]
2.8 My Living Will directs the following regarding organ donation:

[DESCRIBE WISHES REGARDING ORGAN DONATION]

3. DURABLE POWER OF ATTORNEY FOR HEALTH CARE
3.1 I have executed a Nevada Durable Power of Attorney for Health Care.

Yes [ ] No [ ]
3.2 Date of Durable Power of Attorney for Health Care:

[DATE OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE]
3.3 Location of original document:

[LOCATION OF ORIGINAL DURABLE POWER OF ATTORNEY FOR HEALTH CARE]
3.4 Primary Healthcare Agent:

[PRIMARY HEALTHCARE AGENT FULL NAME]

[RELATIONSHIP TO PRINCIPAL]

[PHONE NUMBER]

[ADDRESS]
3.5 Alternate Healthcare Agent:

[ALTERNATE HEALTHCARE AGENT FULL NAME]

[RELATIONSHIP TO PRINCIPAL]

[PHONE NUMBER]

[ADDRESS]
3.6 Second Alternate Healthcare Agent:

[SECOND ALTERNATE HEALTHCARE AGENT FULL NAME]

[RELATIONSHIP TO PRINCIPAL]

[PHONE NUMBER]

[ADDRESS]
3.7 My Healthcare Agent is authorized to make the following decisions on my behalf:

[DESCRIBE SCOPE OF AUTHORITY GRANTED TO HEALTHCARE AGENT]
3.8 My Healthcare Agent's authority becomes effective:

[ ] Immediately upon execution

[ ] Upon my incapacity as determined by [PHYSICIAN NAME]

[ ] Other: [DESCRIBE CONDITIONS FOR EFFECTIVENESS]
3.9 Special instructions or limitations on my Healthcare Agent's authority:

[DESCRIBE SPECIAL INSTRUCTIONS OR LIMITATIONS]

4. PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST)
4.1 I have completed a Nevada POLST form.

Yes [ ] No [ ]
4.2 Date of POLST form:

[DATE OF POLST FORM]
4.3 Location of original POLST form:

[LOCATION OF ORIGINAL POLST FORM]
4.4 My POLST form indicates the following regarding CPR:

[DESCRIBE CPR PREFERENCE]
4.5 My POLST form indicates the following regarding medical interventions:

[DESCRIBE MEDICAL INTERVENTION PREFERENCE]
4.6 My POLST form indicates the following regarding antibiotics:

[DESCRIBE ANTIBIOTIC PREFERENCE]
4.7 My POLST form indicates the following regarding artificially administered nutrition:

[DESCRIBE ARTIFICIALLY ADMINISTERED NUTRITION PREFERENCE]
4.8 Name of physician who signed my POLST form:

[PHYSICIAN FULL NAME]

[PHONE NUMBER]

[ADDRESS]

5. DO NOT RESUSCITATE (DNR) ORDER
5.1 I have a valid Nevada Do Not Resuscitate (DNR) order.

Yes [ ] No [ ]
5.2 Date of DNR order:

[DATE OF DNR ORDER]
5.3 Location of original DNR order:

[LOCATION OF ORIGINAL DNR ORDER]
5.4 Name of physician who issued my DNR order:

[PHYSICIAN FULL NAME]

[PHONE NUMBER]

[ADDRESS]
5.5 I have obtained a DNR identification card, bracelet, or medallion.

Yes [ ] No [ ]
5.6 Description of DNR identifier:

[DESCRIBE DNR IDENTIFICATION CARD, BRACELET, OR MEDALLION]

6. HEALTH CARE DECISIONS AND PREFERENCES
6.1 My preference regarding hospitalization:

[DESCRIBE PREFERENCE REGARDING HOSPITALIZATION]
6.2 My preference regarding ICU admission:

[DESCRIBE PREFERENCE REGARDING ICU ADMISSION]
6.3 My preference regarding mechanical ventilation:

[DESCRIBE PREFERENCE REGARDING MECHANICAL VENTILATION]
6.4 My preference regarding dialysis:

[DESCRIBE PREFERENCE REGARDING DIALYSIS]
6.5 My preference regarding blood transfusions:

[DESCRIBE PREFERENCE REGARDING BLOOD TRANSFUSIONS]
6.6 My preference regarding surgery:

[DESCRIBE PREFERENCE REGARDING SURGERY]
6.7 My preference regarding palliative care:

[DESCRIBE PREFERENCE REGARDING PALLIATIVE CARE]
6.8 My preference regarding hospice care:

[DESCRIBE PREFERENCE REGARDING HOSPICE CARE]
6.9 My preference regarding dying at home:

[DESCRIBE PREFERENCE REGARDING PLACE OF DEATH]
6.10 My preference regarding religious or spiritual rituals at end of life:

[DESCRIBE PREFERENCE REGARDING RELIGIOUS OR SPIRITUAL RITUALS]

7. ORGAN AND TISSUE DONATION
7.1 I wish to be an organ and tissue donor.

Yes [ ] No [ ]
7.2 I have registered with the Nevada Donor Registry.

Yes [ ] No [ ]
7.3 Date of registration:

[DATE OF DONOR REGISTRY REGISTRATION]
7.4 Organs and tissues I wish to donate:

[LIST ORGANS AND TISSUES]
7.5 My preference regarding donation for transplantation:

[DESCRIBE PREFERENCE REGARDING DONATION FOR TRANSPLANTATION]
7.6 My preference regarding donation for research:

[DESCRIBE PREFERENCE REGARDING DONATION FOR RESEARCH]
7.7 My preference regarding donation for education:

[DESCRIBE PREFERENCE REGARDING DONATION FOR EDUCATION]
7.8 Name of person designated to make donation decisions if I have not registered:

[DESIGNATED PERSON FULL NAME]

[RELATIONSHIP TO DECLARANT]

[PHONE NUMBER]

[ADDRESS]

8. ANATOMICAL GIFT AND DISPOSITION OF REMAINS
8.1 My preference regarding anatomical gift:

[DESCRIBE PREFERENCE REGARDING ANATOMICAL GIFT]
8.2 My preference regarding cremation:

[DESCRIBE PREFERENCE REGARDING CREMATION]
8.3 My preference regarding burial:

[DESCRIBE PREFERENCE REGARDING BURIAL]
8.4 My preference regarding funeral or memorial services:

[DESCRIBE PREFERENCE REGARDING FUNERAL OR MEMORIAL SERVICES]
8.5 Name of funeral home or mortuary:

[FUNERAL HOME OR MORTUARY NAME]

[PHONE NUMBER]

[ADDRESS]
8.6 Name of cemetery or final resting place:

[CEMETERY OR FINAL RESTING PLACE NAME]

[PHONE NUMBER]

[ADDRESS]
8.7 Name of person authorized to make disposition decisions:

[AUTHORIZED PERSON FULL NAME]

[RELATIONSHIP TO DECLARANT]

[PHONE NUMBER]

[ADDRESS]

9. PHYSICIAN AND HEALTHCARE PROVIDER INFORMATION
9.1 Primary Care Physician:

[PRIMARY CARE PHYSICIAN FULL NAME]

[PHONE NUMBER]

[ADDRESS]
9.2 Specialist Physician:

[SPECIALIST PHYSICIAN FULL NAME]

[PHONE NUMBER]

[ADDRESS]
9.3 Preferred Hospital:

[PREFERRED HOSPITAL NAME]

[PHONE NUMBER]

[ADDRESS]
9.4 Preferred Hospice Organization:

[PREFERRED HOSPICE ORGANIZATION NAME]

[PHONE NUMBER]

[ADDRESS]
9.5 Preferred Palliative Care Provider:

[PREFERRED PALLIATIVE CARE PROVIDER NAME]

[PHONE NUMBER]

[ADDRESS]
9.6 Health insurance information:

[HEALTH INSURANCE PROVIDER NAME]

[POLICY NUMBER]

[GROUP NUMBER]

[PHONE NUMBER]
9.7 Medicare number:

[MEDICARE NUMBER]
9.8 Medicaid number:

[MEDICAID NUMBER]

10. MEDICAL INFORMATION
10.1 Primary diagnosis or condition:

[PRIMARY DIAGNOSIS OR CONDITION]
10.2 Date of diagnosis:

[DATE OF DIAGNOSIS]
10.3 Secondary diagnoses or conditions:

[SECONDARY DIAGNOSES OR CONDITIONS]
10.4 Current medications:

[LIST CURRENT MEDICATIONS]
10.5 Medication allergies:

[LIST MEDICATION ALLERGIES]
10.6 Other allergies:

[LIST OTHER ALLERGIES]
10.7 Blood type:

[BLOOD TYPE]
10.8 Known genetic conditions or family medical history:

[DESCRIBE KNOWN GENETIC CONDITIONS OR FAMILY MEDICAL HISTORY]
10.9 Mental health conditions or psychiatric advance directives:

[DESCRIBE MENTAL HEALTH CONDITIONS OR PSYCHIATRIC ADVANCE DIRECTIVES]

11. HEALTHCARE AGENT AND SURROGATE INFORMATION
11.1 Primary Healthcare Agent:

[PRIMARY HEALTHCARE AGENT FULL NAME]

[RELATIONSHIP TO PRINCIPAL]

[PHONE NUMBER]

[ADDRESS]

[EMAIL ADDRESS]
11.2 Alternate Healthcare Agent:

[ALTERNATE HEALTHCARE AGENT FULL NAME]

[RELATIONSHIP TO PRINCIPAL]

[PHONE NUMBER]

[ADDRESS]

[EMAIL ADDRESS]
11.3 Second Alternate Healthcare Agent:

[SECOND ALTERNATE HEALTHCARE AGENT FULL NAME]

[RELATIONSHIP TO PRINCIPAL]

[PHONE NUMBER]

[ADDRESS]

[EMAIL ADDRESS]
11.4 Person(s) I do NOT wish to serve as my Healthcare Agent:

[NAME OF PERSON NOT WISHING TO SERVE]

[RELATIONSHIP TO PRINCIPAL]

[REASON FOR EXCLUSION]
11.5 I have discussed my end-of-life wishes with my Healthcare Agent.

Yes [ ] No [ ]
11.6 Date of discussion:

[DATE OF DISCUSSION]
11.7 I have discussed my end-of-life wishes with my family.

Yes [ ] No [ ]
11.8 Date of discussion:

[DATE OF DISCUSSION]
11.9 I have discussed my end-of-life wishes with my physician.

Yes [ ] No [ ]
11.10 Date of discussion:

[DATE OF DISCUSSION]

12. LEGAL AND FINANCIAL PLANNING
12.1 I have executed a Last Will and Testament.

Yes [ ] No [ ]
12.2 Date of Last Will and Testament:

[DATE OF LAST WILL AND TESTAMENT]
12.3 Location of original Last Will and Testament:

[LOCATION OF ORIGINAL LAST WILL AND TESTAMENT]
12.4 Name of executor:

[EXECUTOR FULL NAME]

[PHONE NUMBER]

[ADDRESS]
12.5 I have executed a Durable Power of Attorney for financial matters.

Yes [ ] No [ ]
12.6 Date of Durable Power of Attorney for financial matters:

[DATE OF DURABLE POWER OF ATTORNEY FOR FINANCIAL MATTERS]
12.7 Name of financial agent:

[FINANCIAL AGENT FULL NAME]

[PHONE NUMBER]

[ADDRESS]
12.8 I have executed a Revocable Living Trust.

Yes [ ] No [ ]
12.9 Date of Revocable Living Trust:

[DATE OF REVOCABLE LIVING TRUST]
12.10 Name of trustee:

[TRUSTEE FULL NAME]

[PHONE NUMBER]

[ADDRESS]
12.11 Location of original trust documents:

[LOCATION OF ORIGINAL TRUST DOCUMENTS]
12.12 I have created a list of financial accounts and assets.

Yes [ ] No [ ]
12.13 Location of financial account list:

[LOCATION OF FINANCIAL ACCOUNT LIST]
12.14 I have created a list of digital accounts and passwords.

Yes [ ] No [ ]
12.15 Location of digital account list:

[LOCATION OF DIGITAL ACCOUNT LIST]

13. DOCUMENT STORAGE AND DISTRIBUTION
13.1 Location of original advance directive documents:

[LOCATION OF ORIGINAL ADVANCE DIRECTIVE DOCUMENTS]
13.2 Location of copies of advance directive documents:

[LOCATION OF COPIES OF ADVANCE DIRECTIVE DOCUMENTS]
13.3 Name of person(s) who have received copies:

[NAME OF PERSON RECEIVING COPIES]

[RELATIONSHIP TO DECLARANT]

[DATE COPIES PROVIDED]
13.4 Name of person(s) who have received copies:

[NAME OF PERSON RECEIVING COPIES]

[RELATIONSHIP TO DECLARANT]

[DATE COPIES PROVIDED]
13.5 Name of person(s) who have received copies:

[NAME OF PERSON RECEIVING COPIES]

[RELATIONSHIP TO DECLARANT]

[DATE COPIES PROVIDED]
13.6 I have uploaded my advance directives to an electronic registry or patient portal.

Yes [ ] No [ ]
13.7 Name of registry or portal:

[NAME OF REGISTRY OR PORTAL]
13.8 I have provided a copy of my advance directives to my hospital.

Yes [ ] No [ ]
13.9 Name of hospital:

[HOSPITAL NAME]

[DATE COPIES PROVIDED]
13.10 I have provided a copy of my advance directives to my primary care physician.

Yes [ ] No [ ]
13.11 Name of primary care physician:

[PRIMARY CARE PHYSICIAN FULL NAME]

[DATE COPIES PROVIDED]

14. NEVADA-SPECIFIC LEGAL REQUIREMENTS
14.1 Nevada Living Will (Declaration) must be signed by the declarant and either witnessed by two adults or notarized.
14.2 Witnesses cannot be related to the declarant by blood, marriage, or adoption, and cannot be entitled to any portion of the declarant's estate.
14.3 Nevada Durable Power of Attorney for Health Care must be signed by the principal and either witnessed by two adults or notarized.
14.4 The principal's healthcare agent cannot be the principal's healthcare provider or an employee of the healthcare provider.
14.5 Nevada POLST form must be signed by a physician, advanced practice registered nurse, or physician assistant.
14.6 Nevada DNR order must be signed by a physician.
14.7 Nevada recognizes out-of-state advance directives if they comply with the laws of the state where executed.
14.8 Nevada law prohibits mercy killing, assisted suicide, and euthanasia.
14.9 Nevada law allows for the withholding or withdrawal of life-sustaining treatment under certain circumstances.
14.10 Nevada law requires healthcare providers to comply with valid advance directives or transfer the patient to another provider.

15. REVIEW AND UPDATES
15.1 Date of last review of advance directives:

[DATE OF LAST REVIEW]
15.2 Date of next scheduled review:

[DATE OF NEXT SCHEDULED REVIEW]
15.3 I have reviewed my advance directives with my attorney.

Yes [ ] No [ ]
15.4 Date of review with attorney:

[DATE OF REVIEW WITH ATTORNEY]
15.5 Name of attorney:

[ATTORNEY FULL NAME]

[PHONE NUMBER]

[ADDRESS]
15.6 I have reviewed my advance directives with my physician.

Yes [ ] No [ ]
15.7 Date of review with physician:

[DATE OF REVIEW WITH PHYSICIAN]
15.8 Name of physician:

[PHYSICIAN FULL NAME]

[PHONE NUMBER]

[ADDRESS]
15.9 Changes made to advance directives since last review:

[DESCRIBE CHANGES MADE TO ADVANCE DIRECTIVES]
15.10 Reason for changes:

[DESCRIBE REASON FOR CHANGES]

16. EMERGENCY CONTACTS
16.1 Primary Emergency Contact:

[PRIMARY EMERGENCY CONTACT FULL NAME]

[RELATIONSHIP TO DECLARANT]

[PHONE NUMBER]

[ADDRESS]
16.2 Secondary Emergency Contact:

[SECONDARY EMERGENCY CONTACT FULL NAME]

[RELATIONSHIP TO DECLARANT]

[PHONE NUMBER]

[ADDRESS]
16.3 Tertiary Emergency Contact:

[TERTIARY EMERGENCY CONTACT FULL NAME]

[RELATIONSHIP TO DECLARANT]

[PHONE NUMBER]

[ADDRESS]
16.4 Healthcare Agent Emergency Contact:

[HEALTHCARE AGENT FULL NAME]

[PHONE NUMBER]

[ADDRESS]
16.5 Attorney Emergency Contact:

[ATTORNEY FULL NAME]

[PHONE NUMBER]

[ADDRESS]
16.6 Physician Emergency Contact:

[PHYSICIAN FULL NAME]

[PHONE NUMBER]

[ADDRESS]

17. DECLARANT ACKNOWLEDGMENT
17.1 I acknowledge that I have completed this End-of-Life Care Planning Checklist to the best of my knowledge.
17.2 I understand that this checklist is not a legally binding document and does not replace any formal advance directive.
17.3 I understand that I should consult with a qualified Nevada attorney or healthcare professional regarding my end-of-life care planning.
17.4 I understand that my advance directives should be reviewed and updated regularly.
17.5 I understand that copies of my advance directives should be provided to my Healthcare Agent, family members, physicians, and hospitals.

Declarant Signature:

[DECLARANT SIGNATURE]

Date:

[DATE SIGNED]

Printed Name:

[PRINTED NAME]

18. WITNESS ATTESTATION
18.1 Witness 1 Signature:

[WITNESS 1 SIGNATURE]

Date:

[DATE SIGNED]

Printed Name:

[WITNESS 1 PRINTED NAME]

Address:

[WITNESS 1 ADDRESS]
18.2 Witness 2 Signature:

[WITNESS 2 SIGNATURE]

Date:

[DATE SIGNED]

Printed Name:

[WITNESS 2 PRINTED NAME]

Address:

[WITNESS 2 ADDRESS]

19. NOTARY ACKNOWLEDGMENT
19.1 State of Nevada
19.2 County of [COUNTY NAME]
19.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned Notary Public, personally appeared [DECLARANT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that he/she executed the same in his/her authorized capacity, and that by his/her signature on this instrument, the person executed the instrument.

Notary Public Signature:

[NOTARY PUBLIC SIGNATURE]

Date:

[DATE NOTARIZED]

Printed Name:

[NOTARY PUBLIC PRINTED NAME]

Commission Number:

[NOTARY COMMISSION NUMBER]

My Commission Expires:

[NOTARY COMMISSION EXPIRATION DATE]

20. ADDITIONAL NOTES AND INSTRUCTIONS
20.1 Additional instructions regarding end-of-life care:

[DESCRIBE ADDITIONAL INSTRUCTIONS REGARDING END-OF-LIFE CARE]
20.2 Additional instructions regarding pain management:

[DESCRIBE ADDITIONAL INSTRUCTIONS REGARDING PAIN MANAGEMENT]
20.3 Additional instructions regarding comfort measures:

[DESCRIBE ADDITIONAL INSTRUCTIONS REGARDING COMFORT MEASURES]
20.4 Additional instructions regarding family involvement:

[DESCRIBE ADDITIONAL INSTRUCTIONS REGARDING FAMILY INVOLVEMENT]
20.5 Additional instructions regarding religious or cultural practices:

[DESCRIBE ADDITIONAL INSTRUCTIONS REGARDING RELIGIOUS OR CULTURAL PRACTICES]
20.6 Other notes or comments:

[DESCRIBE OTHER NOTES OR COMMENTS]

21. IMPORTANT NEVADA RESOURCES
21.1 Nevada Attorney General's Office:

[NEVADA ATTORNEY GENERAL'S OFFICE PHONE NUMBER]

[NEVADA ATTORNEY GENERAL'S OFFICE ADDRESS]
21.2 Nevada State Health Division:

[NEVADA STATE HEALTH DIVISION PHONE NUMBER]

[NEVADA STATE HEALTH DIVISION ADDRESS]
21.3 Nevada Donor Registry:

[NEVADA DONOR REGISTRY PHONE NUMBER]

[NEVADA DONOR REGISTRY WEBSITE]
21.4 Nevada Legal Services:

[NEVADA LEGAL SERVICES PHONE NUMBER]

[NEVADA LEGAL SERVICES ADDRESS]
21.5 Local Hospital:

[LOCAL HOSPITAL NAME]

[LOCAL HOSPITAL PHONE NUMBER]

[LOCAL HOSPITAL ADDRESS]
21.6 Local Hospice Organization:

[LOCAL HOSPICE ORGANIZATION NAME]

[LOCAL HOSPICE ORGANIZATION PHONE NUMBER]

[LOCAL HOSPICE ORGANIZATION ADDRESS]

22. FINAL CHECKLIST
22.1 I have completed all applicable sections of this checklist.

[ ] Yes

[ ] No
22.2 I have executed a Living Will (Declaration).

[ ] Yes

[ ] No
22.3 I have executed a Durable Power of Attorney for Health Care.

[ ] Yes

[ ] No
22.4 I have completed a POLST form if applicable.

[ ] Yes

[ ] No

[ ] Not Applicable
22.5 I have obtained a DNR order if applicable.

[ ] Yes

[ ] No

[ ] Not Applicable
22.6 I have registered as an organ donor if desired.

[ ] Yes

[ ] No

[ ] Not Applicable
22.7 I have provided copies of my advance directives to my Healthcare Agent.

[ ] Yes

[ ] No
22.8 I have provided copies of my advance directives to my family members.

[ ] Yes

[ ] No
22.9 I have provided copies of my advance directives to my physicians.

[ ] Yes

[ ] No
22.10 I have provided copies of my advance directives to my hospital.

[ ] Yes

[ ] No
22.11 I have discussed my end-of-life wishes with my Healthcare Agent.

[ ] Yes

[ ] No
22.12 I have discussed my end-of-life wishes with my family.

[ ] Yes

[ ] No
22.13 I have discussed my end-of-life wishes with my physician.

[ ] Yes

[ ] No
22.14 I have stored my original advance directive documents in a safe location.

[ ] Yes

[ ] No
22.15 I have reviewed my advance directives within the last year.

[ ] Yes

[ ] No
22.16 I have scheduled a date to review my advance directives.

[ ] Yes

[ ] No

Date of review:

[DATE OF REVIEW]
22.17 I have consulted with a qualified Nevada attorney regarding my end-of-life care planning.

[ ] Yes

[ ] No
22.18 I have consulted with a qualified healthcare professional regarding my end-of-life care planning.

[ ] Yes

[ ] No
22.19 I understand that this checklist is not a legally binding document.

[ ] Yes

[ ] No
22.20 I understand that I should consult with a qualified Nevada attorney or healthcare professional regarding my end-of-life care planning.

[ ] Yes

[ ] No

23. SIGNATURE AND DATE
23.1 Declarant Signature:

[DECLARANT SIGNATURE]
23.2 Date:

[DATE SIGNED]
23.3 Printed Name:

[PRINTED NAME]
23.4 Witness 1 Signature:

[WITNESS 1 SIGNATURE]
23.5 Date:

[DATE SIGNED]
23.6 Printed Name:

[WITNESS 1 PRINTED NAME]
23.7 Witness 2 Signature:

[WITNESS 2 SIGNATURE]
23.8 Date:

[DATE SIGNED]
23.9 Printed Name:

[WITNESS 2 PRINTED NAME]
23.10 Notary Public Signature:

[NOTARY PUBLIC SIGNATURE]
23.11 Date:

[DATE NOTARIZED]
23.12 Printed Name:

[NOTARY PUBLIC PRINTED NAME]
23.13 Commission Number:

[NOTARY COMMISSION NUMBER]
23.14 My Commission Expires:

[NOTARY COMMISSION EXPIRATION DATE]
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