TERMINATION OF LIFE SUPPORT WORKSHEET
1.
Is this individual a Ward of the Commonwealth of Kentucky?  
Yes _____


No_____

If yes, Status of Guardianship: (Attach copy of Order of Appointment)
Date of Appointment: ____________          Expiration date:__________
Full Guardian ________     
Full Conservator ________
Limited Guardian _______
Limited Conservator _______

Does the Cabinet have the authority to make medical decisions? Yes ____ No ___

2.
Is Ward’s status DNR?
Yes____

No _____

3.
Right to terminate life-support is determined by:

 (Circle and Complete all that applies)

a.
Ward’s Advance Directive

Date:______

b. Ward expressed wishes while competent to:



Name:



Relationship:

Date:


c.
Decision of Health Care Surrogate:


Name:



Relationship:


d.
Ward’s Best Interests as determined by:


Name:



Relationship:

4.
Facility Name:

5.
Doctors recommending termination of life support: (See attached statements)




Name


Address

Phone#


Attending  Physician:
Physician 1:

Physician 2:

Diagnosis:
Prognosis:
6. Efforts to contact Family Members:
______No known family

______Unsuccessful efforts to contact known family members consisted of

 the following:
______Known family members notified 
Name
Relationship

Date/Time   
Type of Contact 
7. Does a family member agree to assume Guardianship duties? : 
______Yes, the following named family member accepts guardianship of ward as of:
Date:__________


Time:__________
Name:

Relationship to Ward:

Address:

City/State/Zip Code:

Phone Number:

_____No, all appropriate family members decline guardianship of the ward.
 ____________________________
Guardianship Worker

____________________________

FSOS

