
MEMORANDUM

TO: The Connecticut General Assembly

FROM: Margaret Dore, Esq.

RE: Reject Raised Bill No. 88, an Act Concerning Aid
in Dying for the Terminally Ill Patients.

WHY: The Act seeks to legalize “aid in dying,” formerly
known as physician—assisted suicide and
euthanasia. If enacted, Connecticut residents
will be rendered sitting ducks to their heirs and
other financial predators.

HEARING: Public Health Committee, February 23, 2022, 9 am
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I. INTRODUCTION

I am an attorney and president of Choice is an Illusion, a

nonprofit corporation opposed to assisted suicide and euthanasia.

I have personally appeared and testified against these practices

in 20 US states and also internationally.’

The proposed Act, Raised Bill No. 88, seeks to legalize

physician—assisted suicide and euthanasia as those terms are

traditionally defined.2 This will be on both a voluntary ~

involuntary basis.

The Act is based on similar acts in Oregon and Washington

State. I urge you to protect yourselves and the people you care

about. Vote “‘No” to reject Raised Bill No. 88.

II. DEFINITIONS

A. Physician-Assisted Suicide, Assisted Suicide and
Euthanasia

The Act does not define physician-assisted suicide, assisted

suicide or euthanasia.3 Per the American Medical Association,

“‘physician—assisted suicide” occurs when a physician “facilitates

a patient’s death by providing the necessary means and/or

information to enable the patient to perform the life-ending

1 For more information about me, please view my curriculum vitae attached

in the appendix, at pages 1 though 4.

2 A copy of the Act is attached in the appendix, at pages 6 to 21.

Id.

\\Nas4Of4e9\dox\ASE 2016 +\Connectjcut\2022 Memo Bill 68.wpd

1



act.”4 For example:

[T]he physician provides sleeping pills and
information about the lethal dose, while
aware that the patient may commit suicide.5

“Assisted suicide” is a general term in which the assisting

person is not necessarily a physician. “Euthanasia” is the

administration of a lethal agent by another person.6

B. Aid in Dying

“Aid in dying” has been a euphemism for assisted suicide and

euthanasia since at least l992.~ The proposed act defines aid in

dying as follows:

“Aid in dying” means the medical practice of
a physician prescribing medication to a
qualified patient who is terminally ill,
which medication a qualified patient ~y
self-administer to bring about his or her
death. (Emphasis added) •8

Note that per this definition, self—administration is

allowed, but not mandated.

C. Withholding or Withdrawing Treatment

Withholding or withdrawing treatment (“pulling the plug”) is

AMA Code of Medical Ethics, Opinion 5.7, in the appendix at page 22.

Id.

6 AMA Code of Medical Ethics, Opinion 5.8, appendix page 23.

See, for example: Maria T. CeloCruz, “Aid-in—Dying: Should We
Decriminalize Physician—Assisted Suicide and Physician—Committed Euthanasia?,”
American Journal of Law and Medicine, 1992. Abstract in the appendix, at page
24.

The Act, lines 4—7, attached in the appendix at page 5.
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not euthanasia if the purpose is to remove burdensome treatment,

as opposed to an intent to kill the patient. More importantly,

the individual will not necessarily die. Consider this quote

from Washington State regarding a man removed from a ventilator:

[I]nstead of dying as expected, [he] slowly
began to get better.9

III. HOW THE ACT WORKS

A. Overview

The Act has an application process to obtain the lethal

dose. Once the lethal dose is issued by the pharmacy, there is

no oversight. No doctor, not even a witness, is required to be

present at the death.

Resulting death will be reported as natural on the patient’s

death certificate. Reports issued by the Department of Public

Health will not contain identifying information of any patient or

health care provider.10 Any data collected by the Department

will not be subject to disclosure under the Freedom of

Information Act.

Nina Shapiro, Terminal Uncertainty: Washington’s New “Death With
Dignity” law allows doctors to help people commit suicide—once they’ve
determined that the patient has only six months to live. But what if they’re
wrong?” The Seattle Weekly, 01/13/09, excerpts in the appendix at pages 25 to
27; quote at page 27.

10 The Act, lines 474—5.

Id., lines 476—479.
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B. “Eligible” Persons May Have Years or Decades
to Live

The Act applies to persons with a “terminal illness,”

meaning those predicted to have less than six months to live.’2

Such persons may in fact have years or decades to live. This is

true based on the Oregon and Washington experience with their

similar Acts, and common knowledge that predictions of life

expectancy can be wrong, sometimes way wrong.’3

Patients may also have years or decades to live because

treatment can lead to recovery. A well known example is Jeanette

Hall. In 2000, she made a settled decision to use Oregon’s Act.

Her doctor convinced her to be treated for cancer instead, such

that she is alive today. In a recent declaration, she states:

It has now been 21 years since my diagnosis.
If [my doctor] had believed in assisted
suicide, I would be dead.’4

12 The Act states:

“Terminal illness” means the final stage of an
incurable and irreversible medical condition that an
attending physician anticipates, within reasonable
medical judgment, will produce a patient’s death
within six months if the progression of such condition
follows its typical course.

The Act, lines 85—89, in the appendix at page 8.

13 Cf. Jessica Firger, “12 million Americans misdiagnosed each year,” CBS

NEWS, 04/17/14; and Nina Shapiro, “Terminal Uncertainty,” supra. Consider
also, the “Affidavit of John Norton in Opposition to Assisted Suicide and
Euthanasia,” attached in the appendix at pages 28 to 30.

14 Jeanette Hall Declaration, 11/30/21, attached in the appendix, at pages

31 to 32, ¶4.
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C. Assisting Persons Can Have an Agenda

Persons assisting a suicide or euthanasia can have an

agenda. Consider Tarnmy Sawyer, trustee for Thomas Middleton in

Oregon. Two days after his death by legal assisted suicide, she

sold his home and deposited the proceeds into bank accounts for

her own benefit.’5 Consider also Graham Morant, convicted of

counseling his wife to kill herself in Australia, to get the life

insurance. The Court found:

[Y]ou counselled and aided your wife to kill
herself because you wanted .. . the 1.4
million.16

Medical professionals too can have an agenda. New York

physician, Michael Swango, got a thrill from killing his

patients.’7 Consider also Harold Shipman, a doctor in the UK,

who not only killed his patients, but stole from them and in one

case made himself a beneficiary of the patient’s will.’8

D. Even if the Patient Struggled, Who Would
Know?

The Act has a formal application process to obtain the

15 Us~Wy~~ Arraigned on State Fraud Charges,” KTVZ.COM, 09/07/11, in the

appendix at page 33.

16 R v Morant [2018], QSC 251, Order dated 11/02/18,

https://archive.sclgld.org.au/c~~udgment/2018/QSCl8—251.pdf , excerpts attached
in the appendix, at pages 34 to 35.

17 Charlie Leduff, “Prosecutors Say Doctor Killed to Feel a Thrill,” The

New York Times, 09/07/00, excerpts in the appendix, at pages 36 to 38.

18 David Batty, “Q & A: Harold Shipman,” The Guardian, 08/25/05, attached

in the appendix, at pages 39 to 41. Also available at
https: //www.theguardian.com/society/2005/aug/25/health.shipman
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lethal dose.’9 Once the lethal dose is issued by the pharmacy,

there is no oversight.20 No witness, not even a doctor, is

required to be present at the death.2’

In addition, the drugs used are water or alcohol soluble,

such that they can be injected into a sleeping or restrained

person without consent.22 Alex Schadenberg, Executive Director

for the Euthanasia Prevention Coalition, puts it this way:

With assisted suicide laws in Washington and
Oregon [and with the proposed Connecticut
Act], perpetrators can . . . take a “legal”
route, by getting an elder to sign a lethal
dose request. Once the prescription is
filled, there is no supervision over
administration. Even if the patient
struggled, “who would know?” (Emphasis
added) 23

E. The Act Allows Euthanasia as Traditionally
Defined

1. Self-administration is not required

The Act repeatedly describes the lethal dose as being self—

administered.24 There is no language, however, that self-

See the proposed Act, in the appendix, at pages 5 through 21.

20 Id.

21 Id.

22 The drugs used have included Secobarbital, Pentobarbital and

Phenobarbital, which are water or alcohol soluble.

23 Alex Schadenberg, Letter to the Editor, “Elder abuse a growing problem,”

The Advocate, Official Publication of the Idaho State Bar, October 2010.

24 The proposed Act, in the appendix at pages 5 to 21, at lines 6, 44, 48,

120, 143, 215, 304, 402 and 434.
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administration is required.25

2. The lethal dose is “medication”

The proposed Act repeatedly refers to the lethal dose as

“medication” to end a patient’s life.26 The lethal dose is also

a prescription drug (or drugs) . Generally accepted medical

practice allows doctors and family members to administer

prescription drugs to a patient.27 If the medication/

prescription drug administered is a lethal dose, this is

euthanasia as traditionally defined.

3. The Americans With Disability Act would
override any prohibition of euthanasia

The Americans with Disability Act (ADA) is a US federal

civil rights law “that prohibits discrimination against

individuals with disabilities in every day activities, including

25 See the proposed Act, at pages 5 to 21.

26 Id.

27 See for example, Declaration of Kenneth Stevens, MD, stating:

Generally accepted medical practice allows a doctor,
or a person acting under the direction of a doctor, to
administer prescription drugs to a patient. Common
examples of persons acting under the direction of a
doctor include: nurses and other healthcare
professionals who act under the direction of a doctor
to administer drugs in a hospital setting; . . . and
adult children who act under the direction of a doctor
to administer drugs to their parents in a home
setting. (Emphasis added)

Attached in the appendix, at pages 42 to 44, quote at 44.
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medical services.”28 Here, the proposed Act refers to the lethal

dose as a medication to be prescribed, thereby rendering it a

medical service.

Per the ADA, medical care providers are required “to make

their services available in an accessible manner.”29 This

includes:

reasonable modifications to policies,
practices, and procedures when necessary to
make health care services fully available to
individuals with disabilities, unless the
modifications would fundamentally alter the
nature of the services • •

Per the proposed Act, the fundamental nature of the services

is the provision of a lethal dose of medication to end a

patient’s life. If, for the purpose of argument, the proposed

Act can be read as requiring self—administration, the ADA would

nonetheless require providers to make a reasonable modification

for individuals unable to self-administer. For example, by

providing the assistance of another person to administer the

lethal dose. This would be euthanasia as traditionally defined.

IV. ACTIONS TAKEN IN “ACCOPD~NCE” WITH THE ACT WILL NOT
CONSTITUTE SUICIDE OR HOMICIDE

The Act states:

28 “Americans with Disabilities Act: Access to Medical Care for Individuals

with Mobility Disabilities,” July 2010, Part I. Full document available at
https: //www. ada. gov/medcare mobility . a/medcare ta . htm

29 Id.

30 Id.
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(c) Any actions taken in accordance with
sections 1 to 13, inclusive, of this act or
sections 15 to 19, inclusive, of this act, do
not, for any purposes, constitute suicide
Eon homicide (Emphasis added) •31

The Act does not define accordance.32 Dictionary

definitions include “in the spirit of,” meaning “in thought or

intention. 1,33

In other words, a mere thought or intention to comply with

the Act is sufficient to prevent a death from being treated as

suicide or homicide. If enacted, actions taken in accordance

with the Act will not constitute suicide or homicide as a matter

of law.

V. DEATHS WILL BE “NATURAL” AS A MATTER OF LAW

Connecticut requires the manner of a person’s death to be

reported as one of six categories, five of which are substantive:

(1) homicide; (2) suicide; (3) accidental; (4) natural; and (5)

therapeutic complication.34 The sixth category is

“undetermined. 1,35

As noted in the preceding section, a death occurring in

31 The proposed Act, in the appendix at page 18, Section 14(c), lines 387

to 390.

32 See the Act in its entirety, attached in the appendix at pages 5 to 21.

See definitions in the appendix at pages 45 and 46.

State of Connecticut, Office of the Chief Medical Examiner, “Frequently
Asked Questions,” attached in the appendix, at page 47.

Id.
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accordance with the Act will not constitute suicide or homicide

as a matter of law. The death will also not be due to a

therapeutic complication or accident due its having been an

intended event. This leaves “natural” as the only remaining

substantive cause of death. The official legal manner of death

will be natural as a matter of law.

VI. DR. SHIPMP~N AND THE CALL FOR DEATH CERTIFICATE REFOPM

Per a 2005 article in the UK’s Guardian newspaper, there was

a public inquiry regarding Dr. Shipman’s conduct, which

determined that he had “killed at least 250 of his patients over

23 years.”36 The inquiry also found:

that by issuing death certificates stating
natural causes, the serial killer [Shipmanl
was able to evade investigation by coroners.
(Emphasis added) .~‘

Per a subsequent article in 2015, proposed reforms included

having a medical examiner review death certificates, so as to

improve patient safety.38 Instead, the proposed Act moves in the

opposite direction to require that deaths be reported as natural.

If enacted, family members and other persons will be able to kill

under mandatory legal cover.

36 David Batty, supra, attached in the appendix at pages 39 to 41.

Id., at page 41.

38 Press Association, “Death Certificate Reform Delays ‘Incomprehensible,”

The Guardian, January 21, 2015, in the appendix at pages 48 to 49.
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VII. PARTICIPANTS IN THE PATIENT’S DEATH WILL BE ALLOWED
TO INHERIT

Connecticut Code Section 45a—447 does not allow a person

guilty of killing another person (the victim) to inherit from

that person.39 Deaths occurring in accordance with the Act,

however, are natural as a matter of law. More to the point,

straight up perpetrators will be allowed to inherit from a victim

so long as the killing is done pursuant to the Act.

VIII. CONCLUSION

If passed into law, the proposed Act will apply to people

predicted to have less than six months to live, some of whom will

in fact have years or decades to live.

Assisting persons can have an agenda, with more obvious

reasons being inheritance and life insurance, but also, as in the

case of Dr. Swango, the thrill of seeing someone die. The lack

of required oversight at the death, coupled with the mandatory

falsification of the death certificate and an otherwise near

complete lack of transparency, will create a perfect crime in

which perpetrators will be legally allowed to inherit.

The Act’s passage will render people with money, meaning the

middle class and above, sitting ducks to their heirs and other

financial predators. Protect yourselves and the people you care

about. Say “No” to Raised Bill 88.

Excerpt attached in the appendix at page 50.

\\Nas4Of4e9\dox\ASE 2016 +\Connecticut\2022 Memo Bill 88.wpd

El-i



Respectfully Submitted,

irgaret Dore, Esq., MBA
Law Offices of Margaret K. Dore, P.S.
Choice is an Illusion, a nonprofit corporation
www . margaretdore . org
www. choiceillusion. org
3 Sunset Plaza, Unit B
Kalispell MT 59901
206 697 1217

\\Nas4Of4e9\dox\ASE 2016 +\Connecticut\2022 Memo Bill 88.wpd

12



CURRICULUM VITAE

MARGARET K. DORE, ESQ., M.B.A.
3 Sunset Plaza, Unit B

Kalispell MT USA 59901
margaretdore~margaretdore. corn

(206) 697-1217

PROFESSIONAL EXPERIENCE:

Law Offices of Margaret K. Dore, P.S., Work has included civil appeals,
probate and guardianship. Have also participated in court cases opposing assisted
suicide and euthanasia. This has occurred in the US, Canada and South Africa.
(October 1994 to present).

President, Choice is an Illusion, a 501(c)(4) nonprofit corporation opposed to
assisted suicide and euthanasia. www.choiceillusion.org Work against assisted
suicide and euthanasia throughout the US and internationally. (December 2010 to
present).

Foundation for Choice is an Illusion, a 501(c)(3) nonprofit corporation opposed
to assisted suicide and euthanasia. www.foundationchoiceil1usion.org (July
2015 to present).

Lanz & Danielson, Seattle, Washington USA.
Attorney: Private practice emphasizing real estate litigation, bankruptcy,
guardianship and appeals. (December 1990 to October 1994).

Self-Employed Attorney, Seattle, Washington USA.
Worked for other attorneys and private clients. Work emphasized appeals and
litigation generally. (September 1989 to December 1990).

The United States Department of Justice, Office of the United States Trustee,
Seattle, Washington USA. Government practice, emphasizing bankruptcy.
(September 1988 to August 1989)

JUDICIAL CLERKSIIIPS:

The Washington State Supreme Court, Olympia, Washington USA.
Law Clerk to Chief Justice Vernon R. Pearson. (August 1987 to August 1988).

The Washington State Court of Appeals, Tacoma, Washington USA.
Law Clerk to Judge John A. Petrich. (August 1986 to August 1987).

\\N~40f4~9lDO2ClMKD RcsumelDore CV 080621 .wpd 1

Appendix page 1



ADMITTED TO PRACTICE:

• Supreme Court of the United States, 2000-present.
• United States Court of Appeals for the Ninth Circuit, 1988-present.
• United States District Court, Western District of Washington 1988-present.
• Washington State Bar Association, 1986-present.

PROFESSIONAL MEMBERSHIPS:

• American Bar Association.
• American Bar Association, Elder Law Committee of the Family

Law Section, Chair 2007.
• Choice is an Illusion, President, 2010 to present.
• Fellows of the American Bar Foundation, Life Fellow, 2007 to present.
• King County Bar Association, 1989 to present.
• King County Bar Elder Law Section, Chair,1995-96.
• National Association of Elder Law Attorneys, 1996, 2001, other years.
• Vision Awareness of Washington, President, 1993-2001.
• Washington State Trial Lawyers Association, 1996, other years.

PUBLICATIONS:

Assisted Suicide and Euthanasia

Margaret Dore, “California’s New Assisted Suicide Law: Whose Choice Will it
Be?,” JURIST- Professional Commentary, October 24, 2015;

Margaret Dore, “Preventing Abuse and Exploitation: A Personal Shift in Focus”
(An article about elder abuse, guardianship abuse and assisted suicide), The Voice
ofExperience, ABA Senior Lawyers Division Newsletter, Winter 2014;

Margaret K. Dore, “Physician-Assisted Suicide: A Recipe for Elder Abuse and the
Illusion of Personal Choice,” The Vermont Bar Journal, Winter 2011;

State Senator Jim Shockley & Margaret Dore, “No, Physician-Assisted Suicide is
not Legal in Montana: It’s a recipe for elder abuse and more.” The Montana
Lawyer, November 2011;

Margaret K. Dore, “Aid in Dying: Not Legal in Idaho; Not About Choice,” The
Advocate, official publication of the Idaho State Bar, Vol. 52, No. 9, pages 18-20,
September 2010;

Margaret Dore, “Death with Dignity’: A Recipe for Elder Abuse and Homicide
(Albeit not by Name),” Marquette Elder’s Advisor, Vol. 11, No. 2, Spring 2010;

\\N~s41)f4c9\DOX\MKD Rc~um~\Dor~ CV 0806 21 ,,~ —2 —

Appendix page 2



Margaret K. Dore, “Death with Dignity: What Do We Tell Our Clients?,”
Washington State Bar Association, Bar News, July 2009; and

Margaret K. Dore, “Death with Dignity’: What Do We Advise Our Clients?,”
King County Bar Association, Bar Bulletin, May 2009.

Guardianship, Elder Abuse and Family Law

Margaret K. Dore, Ten Reasons People Get Railroaded into Guardianship, 21
American Journal ofFamily Law 148, Winter 2008;

Margaret K. Dore, The Time is Now: Guardians Should be Licensed and
Regulated Under the Executive Branch, Not the Courts, Washington State Bar
Association, Bar News, March 2007;

Margaret K. Dore, A Call for Executive Oversight of Guardians, King County Bar
Association, Bar Bulletin, March 2007;

Margaret K. Dore, The Case Against Court Certification of Guardians: The Case
for Licensing and Regulation, National Academy of Elder Law Attorneys, NAELA
News, Vol. 18, No. 1, February/March 2006;

Margaret K. Dore, The Stamm Case and Guardians ad Litem, King County Bar
Association, Bar Bulletin, June 2005, Washington State Bar Association, Elder
Law Section Newsletter, Winter 2004-2005, p. 3;

Margaret K. Dore, The “Friendly Parent” Concept: A Flawed Factor for Child
Custody, 6 Loyola Journal ofPublic Interest Law 41(2004);

Margaret K. Dore and J. Mark Weiss, “Washington Rejects ‘Friendly Parent’
Presumption in Child Custody Cases,” Washington State Bar Association, Bar
News, August 2001;

Margaret K. Dore and J. Mark Weiss, “Lawrence and Nunn Reject the ‘Friendly
Parent’ Concept”, Domestic Violence Report, Vol. 6, No. 6, Aug/Sept 2001;

Margaret K. Dore, “The Friendly Parent Concept (Access to Justice denied),”
Washington State Trial Lawyers Association, Trial News, May 2001;

Margaret K. Dore, “Parenting Evaluators and GALs: Practical Realities,” King
County Bar Association, Bar Bulletin, December 1999; and

Margaret K. Dore, “The Friendly Parent Concept--A Construct Fundamentally at
Odds With The Parenting Act, RCW 26.09,” Washington State Bar Association,
Family Law Section Newsletter, Spring 1999.

\N~s4Of4~9\DO)~MKD R~n,~\Dor~ CV og 06 21 3

Appendix page 3



AWARDS/RECOGNITIONS:

• Butch Blum Award of Excellence in the Legal Arena, for 2005, in association
with Law & Politics Magazine (One of nine nominees, only solo practitioner).

• Wendy N. Davis, “Family Values in Flux: Some Lawyers are growing hostile to
the ‘friendly parent’ idea in custody fights,” ABA Journal, Vol. 87, p. 26, October
2001 (featuring Margaret Dore after victory in Washington State).

PUBLISHED DECISIONS:

• In re Guardianship ofStamm, 121 Wn. App. 830, 91 P.3d 126
(2004) (3-0 opinion limiting the admissibility of guardian ad litem
testimony);

• Lawrence v. Lawrence, 105 Wn. App.683, 20 P.3d 972 (2001) (3-0
opinion re: the “friendly parent” concept, that its use in a child
custody determination would be an abuse of discretion);

• Kelly-Hansen v. Kelly-Hansen, 87 Wn. App. 320, 941 P.2d 1108 (1997) (3-0
opinion re: post-dissolution dispute);

• Jam v. State Farm, 130 Wn.2d 688, 926 P.2d 923 (1996), (7-2 opinion re:
insurance coverage and retroactive application of decisional law); and

• In Re Alpine Group, Inc., 151 B.R. 931 (9th Cir. BAP 1993) (3-0 opinion re:
attorney fees in bankruptcy).

EDUCATION:

University of Washington School of Law, Seattle, Washington USA.
Juris Doctorate, 1986.

University of Washington Foster School of Business, Seattle, Washington USA.
Masters of Business Administration, 1983; Finance.

University of Washington Foster School of Business, Seattle, Washington USA.
Bachelor of Arts, Business Administration, 1979; Concentration: Accounting.
Honors: Graduated Cum Laude; Phi Beta Kappa.

Passed the CPA Exam in 1982.

~\Nas4Of4~9~DOX~MKD Re~un,~\Dor~ CV 080621 ~ — 4

Appendix page 4



OV
~

~*

General Assembly Raised Bill No. 88
February Session, 2022 LCO No. 1118

~
.0110 PH

Referred to Committee on PUBLIC HEALTH

Introduced by:
(PH)

AN ACT CONCERNING AID IN DYING FOR TERMINALLY ILL
PA TIENTS.

Be it enacted by the Senate and House of Representatives in General
Assembly convened:

1 Section 1. (NEW) (Effective October 1, 2022) As used in this section and

2 sections 2 to 19, inclusive, of this act:

3 (1) “Adult1’ means a person who is eighteen years of age or older;

4 (2) “Aid in dying” means the medical practice of a physician

5 prescribing medication to a qualified patient who is terminally ill, which

6 medication a qualified patient may self-administer to bring about such

7 patient’s death;

8 (3) “Attending physician” means the physician who has primary

9 responsibility for the medical care of a patient and treatment of a

10 patient’s terminal illness and whose practice is not primarily comprised

11 of evaluating, qualifying and prescribing or dispensing medication

12 pursuant to the provisions this section and sections 2 to 19, inclusive, of

13 this act;

LCONo.1118 lofl7
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14 (4) “Competent” means, in the opinion of a patient’s attending

15 physician, consulting physician, psychiatrist, psychologist or licensed

16 clinical social worker, that a patient has the capacity to understand and

17 acknowledge the nature and consequences of health care decisions,

18 including the benefits and disadvantages of treatment, to make an

19 informed decision and to communicate such decision to a health care

20 provider, including communicating through a person familiar with a

21 patient’s manner of communicating;

22 (5) “Consulting physician” means a physician other than a patient’s

23 attending physician who is qualified by specialty or experience to make

24 a professional diagnosis and prognosis regarding a patient’s terminal

25 illness;

26 (6) “Counseling” means one or more consultations as necessary

27 between a psychiatrist, psychologist or licensed clinical social worker

28 and a patient for the purpose of determining that a patient is competent

29 and not suffering from depression or any other psychiatric or

30 psychological disorder that causes impaired judgment;

31 (7) “Health care provider” means a person licensed, certified or

32 otherwise authorized or permitted by the laws of this state to administer

33 health care or dispense medication in the ordinary course of business or

34 practice of a profession, including, but not limited to, a physician,

35 psychiatrist, psychologist or pharmacist;

36 (8) “Health care facility” means a hospital, residential care home,

37 nursing home or rest home, as such terms are defined in section 19a-490

38 of the general statutes;

39 (9) “Hospice care” means health care centered on a terminally ill

40 patient and such patient’s family that provides for the physical,

41 psychosocial, spiritual and emotional needs of such patient;

42 (10) “Informed decision” means a decision by a qualified patient to

43 request and obtain a prescription for medication that the qualified

44 patient may self-administer for aid in dying, that is based on an

LCONo. 1118 2of17
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45 understanding and acknowledgment of the relevant facts and after

46 being fully informed by the attending physician of: (A) The qualified

47 patient’s medical diagnosis and prognosis; (B) the potential risks

48 associated with self-administering the medication to be prescribed; (C)

49 the probable result of taking the medication to be dispensed or

50 prescribed; and (D) the feasible alternatives to aid in dying and health

51 care treatment options, including, but not limited to, hospice care and

52 palliative care;

53 (11) “Licensed clinical social worker” means a person who has been

54 licensed as a clinical social worker pursuant to chapter 383b of the

55 general statutes;

56 (12) “Medically confirmed” means the medical opinion of the

57 attending physician has been confirmed by a consulting physician who

58 has examined the patient and the patient’s relevant medical records;

59 (13) “Palliative care” means health care centered on a seriously ill

60 patient and such patient’s family that (A) optimizes a patient’s quality

61 of life by anticipating, preventing and treating a patient’s suffering

62 throughout the continuum of a patient’s serious illness, (B) addresses

63 the physical, emotional, social and spiritual needs of a patient, (C)

64 facilitates patient autonomy, patient access to information and patient

65 choice, and (D) includes, but is not limited to, discussions between a

66 patient and a health care provider concerning a patient’s goals for

67 treatment and appropriate treatment options available to a patient,

68 including hospice care and comprehensive pain and symptom

69 management;

70 (14) “Patient” means a person who is under the care of a physician;

71 (15) “Pharmacist” means a person licensed to practice pharmacy

72 pursuant to chapter 400j of the general statutes;

73 (16) “Physician” means a person licensed to practice medicine and

74 surgery pursuant to chapter 370 of the general statutes;
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75 (17) ‘Psychiatrist” means a physician specializing in psychiatry and

76 licensed pursuant to chapter 370 of the general statutes;

77 (18) “Psychologist” means a person licensed to practice psychology

78 pursuant to chapter 383 of the general statutes;

79 (19) “Qualified patient” means a competent adult who is a resident of

80 this state, has a terminal illness and has satisfied the requirements of this

81 section and sections 2 to 9, inclusive, of this act, in order to obtain aid in

82 dying;

83 (20) “Self-administer” means a qualified patient’s voluntary,

84 conscious and affirmative act of ingesting medication; and

85 (21) “Terminal illness” means the final stage of an incurable and

86 irreversible medical condition that an attending physician anticipates,

87 within reasonable medical judgment, will produce a patient’s death

88 within six months if the progression of such condition follows its typical

89 course.

90 Sec. 2. (NEW) (Effective October 1, 2022) (a) A patient who (1) is an

91 adult, (2) is competent, (3) is a resident of this state, (4) has been

92 determined by such patient’s attending physician to have a terminal

93 illness, and (5) has voluntarily expressed such patient’s wish to receive

94 aid in dying, may request aid in dying by submitting two written

95 requests to such patient’s attending physician pursuant to sections 3 and

96 4 of this act.

97 (b) No person, including, but not limited to, an agent under a living

98 will, an attorney-in-fact under a durable power of attorney, a guardian,

99 or a conservator, may act on behalf of a patient for purposes of this

100 section, section 1 of this act and sections 3 to 20, inclusive, of this act.

101 Sec. 3. (NEW) (Effective October El, 2022) (a) A patient wishing to

102 receive aid in dying shall submit two written requests to such patient’s

103 attending physician pursuant to section 4 of this act. A patient’s second

104 written request for aid in dying shall be submitted not earlier than
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105 fifteen days after the date on which such patient submits the first written

106 request. A valid written request for aid in dying under sections 1 and 2

107 of this act and sections 4 to 19, inclusive, of this act shall be signed and

108 dated by the patient. Each written request shall be witnessed by at least

109 two persons in the presence of the patient. Each person serving as a

110 withess shall attest, in writing, that to the best of such person’s

111 knowledge and belief (1) the patient appears to be of sound mind, (2)

112 the patient is acting voluntarily and not being coerced to sign the

113 request, and (3) the witness is not: (A) A relative of the patient by blood,

114 marriage or adoption, (B) entitled to any portion of the estate of the

115 patient upon the patient’s death, under any will or by operation of law,

116 (C) an owner, operator or employee of a health care facility where the

117 patient is a resident or receiving medical treatment, or (D) such patient’s

118 attending physician at the time the request is signed.

119 (b) Any patient’s act of requesting aid in dying or a qualified patient’s

120 self~administration of medication prescribed for aid in dying shall not

121 provide the sole basis for appointment of a conservator or guardian for

122 such patient or qualified patient.

123 Sec. 4. (NEW) (Effective October 1, 2022) A written request for aid in

124 dying as authorized by this section, sections 1 to 3, inclusive, of this act

125 and sections 5 to 20, inclusive, of this act shall be in substantially the

126 following form:

127 REQUEST FOR MEDICATION TO AID IN DYING

128 I, ...., am an adult of sound mind.

129 I am a resident of the State of Connecticut.

130 I am suffering from ...., which my attending physician has

131 determined is an incurable and irreversible medical condition that will,

132 within reasonable medical judgment, result in death within six months

133 from the date on which this document is executed if the progression of

134 such condition follows its typical course. This diagnosis of a terminal

135 illness has been medically confirmed by another physician.
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136 I have been fully informed of my diagnosis, prognosis, the nature of

137 medication to be dispensed or prescribed to aid me in dying, the

138 potential associated risks, the expected result, feasible alternatives to aid

139 in dying and additional health care treatment options, including hospice

140 care and palliative care and the availability of counseling with a

141 psychologist, psychiatrist or licensed clinical social worker.

142 I request that my attending physician dispense or prescribe

143 medication that I may self-administer for aid in dying. I authorize my

144 attending physician to contact a pharmacist to fill the prescription for

145 such medication, upon my request.

146 INITIAL ONE:

147 .... I have informed my family of my decision and taken family

148 opinions into consideration.

149 .... I have decided not to inform my family of my decision.

150 .... I have no family to inform of my decision.

151 I understand that I have the right to rescind this request at any time.

152 I understand the full import of this request and I expect to die if and

153 when I take the medication to be dispensed or prescribed. I further

154 understand that although most deaths occur within one hour, my death

155 may take longer and my attending physician has counseled me about

156 this possibility.

157 I make this request voluntarily and without reservation, and I accept

158 full responsibility for my decision to request aid in dying.

159 Sigried

160 Dated~

161 DECLARATION OF WITNESSES

162 By initialing and signing below on the date the person named above
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163 signs, I declare that:

164 Witness 1 .... Witness 2

165 Initials .... Initials.

166 .... 1. The person making and signing the request is personally known

167 to me or has provided proof of identity;

168 .... 2. The person making and signing the request signed this request

169 in my presence on the date of the person’s signature;

170 .... 3. The person making the request appears to be of sound mind

171 and not under duress, fraud or undue influence;

172 .... 4. I am not the attending physician for the person making the

173 request;

174 .... 5. The person making the request is not my relative by blood,

175 marriage or adoption;

176 .... 6. I am not entitled to any portion of the estate of the person

177 making the request upon such person’s death under any will or by

178 operation of law; and

179 .... 7. I am not an owner, operator or employee of a health care facility

180 where the person making the request is a resident or receiving medical

181 treatment.

182 Printed Name of Witness 1

183 Signature of Witness 1 .... Date.

184 Printed Name of Witness 2

185 Signature of Witness 2 .... Date.

186 Sec. 5. (NEW) (Effective October 1, 2022) (a) A qualified patient may

187 rescind such patient’s request for aid in dying at any time and in any

188 manner without regard to such patient’s mental state.
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189 (b) An attending physician shall offer a qualified patient an

190 opportunity to rescind such patient’s request for aid in dying at the time

191 such patient makes a second written request for aid in dying to the

192 attending physician.

193 (c) No attending physician shall dispense or prescribe medication for

194 aid in dying without the attending physician first offering the qualified

195 patient a second opportunity to rescind such patient’s request for aid in

196 dying.

197 Sec. 6. (NEW) (Effective October 1, 2022) When an attending physician

198 is presented with a patient’s first written request for aid in dying made

199 pursuant to sections 2 to 4, inclusive, of this act, the attending physician

200 shall:

201 (1) Make a determination that the patient (A) is an adult, (B) has a

202 terminal illness, (C) is competent, and (D) has voluntarily requested aid

203 in dying. Such determination shall not be made solely on the basis of

204 age, disability or any specific illness;

205 (2) Require the patient to demonstrate residency in this state by

206 presenting: (A) A valid Connecticut driver’s license; (B) a valid voter

207 registration record authorizing the patient to vote in this state; or (C)

208 any other valid government-issued document that the attending

209 physician reasonably believes demonstrates that the patient is a resident

210 of this state on the date the request is presented;

211 (3) Ensure that the patient is making an informed decision by

212 informing the patient of: (A) The patient’s medical diagnosis; (B) the

213 patient’s prognosis; (C) the potential risks associated with self-

214 administering the medication to be dispensed or prescribed for aid in

215 dying; (D) the probable result of self-administering the medication to be

216 dispensed or prescribed for aid in dying; (E) the feasible alternatives to

217 aid in dying and health care treatment options including, but not limited

218 to, hospice or palliative care; and (F) the availability of counseling with

219 a psychologist, psychiatrist or licensed clinical social worker; and
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220 (4) Refer the patient to a consulting physician for medical

221 confirmation of the attending physician’s diagnosis of the patient’s

222 terminal illness, the patient’s prognosis and for a determination that the

223 patient is competent and acting voluntarily in requesting aid in dying.

224 Sec. 7. (NEW) (Effective October 1, 2022) In order for a patient to be

225 found to be a qualified patient for the purposes of this section, sections

226 1 to 6, inclusive, of this act and sections 8 to 20, inclusive, of this act, a

227 consulting physician shall: (1) Examine the patient and the patient’s

228 relevant medical records; (2) confirm, in writing, the attending

229 physician’s diagnosis that the patient has a terminal illness; (3) verify

230 that the patient is competent, is acting voluntarily and has made an

231 informed decision to request aid in dying, as described in subdivision

232 (3) of section 6 of this act; and (4) refer the patient for counseling, if

233 required in accordance with section 8 of this act.

234 Sec. 8. (NEW) (Effective October 1, 2022) (a) If, in the medical opinion

235 of the attending physician or the consulting physician, a patient may be

236 suffering from a psychiatric or psychological condition including, but

237 not limited to, depression, that is causing impaired judgment, either the

238 attending or consulting physician shall refer the patient for counseling

239 to determine whether the patient is competent to request aid in dying.

240 (b) An attending physician shall not provide the patient aid in dying

241 until the person providing such counseling determines that the patient

242 is not suffering a psychiatric or psychological condition including, but

243 not limited to, depression, that is causing impaired judgment.

244 Sec. 9. (NEW) (Effective October 1, 2022) After an attending physician

245 and a consulting physician determine that a patient is a qualified

246 patient, in accordance with sections 6 to 8, inclusive, of this act and after

247 such qualified patient submits a second written request for aid in dying

248 in accordance with section 3 of this act, the attending physician shall:

249 (1) Recommend to the qualified patient that such patient notify such

250 patient’s next of kin of the qualified patient’s request for aid in dying

251 and inform the qualified patient that a failure to do so shall not be a basis
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252 for the denial of such request;

253 (2) Counsel the qualified patient concerning the importance of: (A)

254 Having another person present when the qualified patient self-

255 administers the medication dispensed or prescribed for aid in dying;

256 and (B) not taking the medication in a public place;

257 (3) Inform the qualified patient that such patient may rescind such

258 patient’s request for aid in dying at any time and in any manner;

259 (4) Verify, immediately before dispensing or prescribing medication

260 for aid in dying, that the qualified patient is making an informed

261 decision;

262 (5) Fulfill the medical record documentation requirements set forth

263 in section 10 of this act; and

264 (6) (A) Dispense such medication, including ancillary medication

265 intended to facilitate the desired effect to minimize the qualified

266 patient’s discomfort, if the attending physician is authorized to dispense

267 such medication, to the qualified patient; or (B) upon the qualified

268 patient’s request and with the qualified patient’s written consent (i)

269 contact a pharmacist who chooses to participate in the provision of

270 medication for aid in dying and inform the pharmacist of the

271 prescription, and (ii) personally deliver the written prescription, by

272 mail, facsimile or electronic transmission to the pharmacist, who may

273 dispense such medication directly to the qualified patient, the attending

274 physician or an expressly identified agent of the qualified patient.

275 Sec. 10. (NEW) (Effective October El, 2022) The attending physician shall

276 ensure that the following items are documented or filed in a qualified

277 patient’s medical record:

278 (1) The basis for determining that a qualified patient is an adult and

279 a resident of the state;

280 (2) All written requests by a qualified patient for medication for aid

281 in dying;

LCONo. 1118 lOof 17

Appendix page 14



taisea i~ii: N~. 00

282 (3) The attending physician’s diagnosis of a qualified patient’s

283 terminal illness and prognosis, and a determination that a qualified

284 patient is competent, is acting voluntarily and has made an informed

285 decision to request aid in dying;

286 (4) The consulting physician’s confirmation of a qualified patient’s

287 diagnosis and prognosis, confirmation that a qualified patient is

288 competent, is acting voluntarily and has made an informed decision to

289 request aid in dying;

290 (5) A report of the outcome and determinations made during

291 counseling, if counseling was recommended and provided in

292 accordance with section 8 of this act;

293 (6) Documentation of the attending physician’s offer to a qualified

294 patient to rescind such patient’s request for aid in dying at the time the

295 attending physician dispenses or prescribes medication for aid in dying;

296 and

297 (7) A statement by the attending physician indicating that (A) all

298 requirements under this section and sections 1 to 9, inclusive, of this act

299 have been met, and (B) the steps taken to carry out a qualified patient’s

300 request for aid in dying, including the medication dispensed or

301 prescribed.

302 Sec. 11. (NEW) (Effective October 1, 2022) Any person, other than a

303 qualified patient, in possession of medication dispensed or prescribed

304 for aid in dying that has not been self-administered shall (1) destroy

305 such medication in a manner described on the Department of Consumer

306 Protection’s Internet web site, or (2) dispose of such medication at a

307 pharmacy that accepts and disposes of unused prescription drugs

308 pursuant to section 20-576a of the general statutes or a municipal police

309 station that collects and disposes of unwanted pharmaceuticals

310 pursuant to section 21a-12f of the general statutes.

311 Sec. 12. (NEW) (Effective October 1, 2022) (a) Any provision of a

312 contract, including, but not limited to, a contract related to an insurance
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313 policy or annuity, conditioned on or affected by the making or

314 rescinding of a request for aid in dying shall not be valid.

315 (b) Any provision of a will or codicil conditioned on or affected by

316 the making or rescinding of a request for aid in dying shall not be valid.

317 (c) On and after October 1, 2022, the sale, procurement or issuance of

318 any life, health or accident insurance or annuity policy or the rate

319 charged for any such policy shall not be conditioned upon or affected

320 by the making or rescinding of a request for aid in dying.

321 (d) A qualified patients act of requesting aid in dying or self-

322 administering medication dispensed or prescribed for aid in dying shall

323 not constitute suicide for any purpose, including, but not limited to, a

324 criminal prosecution under section 53a-56 of the general statutes.

325 Sec. 13. (NEW) (Effective October 1, 2022) (a) As used in this section,

326 “participate in the provision of medication” means to perform the duties

327 of an attending physician or consulting physician, a psychiatrist,

328 psychologist or pharmacist in accordance with the provisions of sections

329 2 to 10, inclusive, of this act. Participate in the provision of medication”

330 does not include: (1) Making an initial diagnosis of a patients terminal

331 illness; (2) informing a patient of such patient’s medical diagnosis or

332 prognosis; (3) informing a patient concerning the provisions of this

333 section, sections 1 to 12, inclusive, of this act and sections 16 to 19,

334 inclusive, of this act, upon the patient’s request; or (4) referring a patient

335 to another health care provider for aid in dying.

336 (b) Participation in any act described in sections 1 to 12, inclusive, of

337 this act and sections 16 to 19, inclusive, of this act by a patient, health

338 care provider or any other person shall be voluntary. Each health care

339 provider shall individually and affirmatively determine whether to

340 participate in the provision of medication to a qualified patient for aid

341 in dying. A health care facility shall not require a health care provider

342 to participate in the provision of medication to a qualified patient for aid

343 in dying, but may prohibit such participation in accordance with

344 subsection (d) of this section.
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345 (c) If a health care provider or health care facility chooses not to

346 participate in the provision of medication to a qualified patient for aid

347 in dying, upon request of a qualified patient, such health care provider

348 or health care facility shall transfer all relevant medical records to any

349 health care provider or health care facility, as directed by a qualified

350 patient.

351 (d) A health care facility may adopt written policies prohibiting a

352 health care provider associated with such health care facility from

353 participating in the provision of medication to a patient for aid in dying,

354 provided such facility provides written notice of such policy and any

355 sanctions for violation of such policy to such health care provider.

356 Notwithstanding the provisions of this subsection or any policies

357 adopted in accordance with this subsection, a health care provider may:

358 (1) Diagnose a patient with a terminal illness; (2) inform a patient of such

359 patient’s medical prognosis; (3) provide a patient with information

360 concerning the provisions of this section, sections 1 to 12, inclusive, of

361 this act and sections 16 to 19, inclusive, of this act, upon a patient’s

362 request; (4) refer a patient to another health care facility or health care

363 provider; (5) transfer a patient’s medical records to a health care

364 provider or health care facility, as requested by a patient; or (6)

365 participate in the provision of medication for aid in dying when such

366 health care provider is acting outside the scope of such provider’s

367 employment or contract with a health care facility that prohibits

368 participation in the provision of such medication.

369 (e) Except as provided in a policy adopted in accordance with

370 subsection (d) of this section, no health care facility may subject an

371 employee or other person who provides services under contract with

372 the health care facility to disciplinary action, loss of privileges, loss of

373 membership or any other penalty for participating, or refusing to

374 participate, in the provision of medication or related activities in good

375 faith compliance with the provisions of this section, sections 1 to 12,

376 inclusive, of this act and sections 16 to 19, inclusive, of this act.

377 Sec. 14. (NEW) (Effective October 1, 2022) (a) Nothing in sections 1 to

LCONo. 1118 13 of 17

Appendix page 17



Raised Hill No. ~

378 13, inclusive, of this act or sections 15 to 19, inclusive, of this act

379 authorizes a physician or any other person to end another person’s life

380 by lethal injection, mercy killing, assisting a suicide or any other active

381 euthanasia.

382 (b) Nothing in sections 1 to 13, inclusive, of this act or sections 15 to

383 19, inclusive, of this act authorizes a health care provider or any person,

384 including a qualified patient, to end the qualified patient’s life by

385 intravenous or other parenteral injection or infusion, mercy killing,

386 homicide, murder, manslaughter, euthanasia, or any other criminal act.

387 (c) Any actions taken in accordance with sections 1 to 13, inclusive, of

388 this act or sections 15 to 19, inclusive, of this act, do not, for any

389 purposes, constitute suicide, assisted suicide, euthanasia, mercy killing,

390 homicide, murder, manslaughter, elder abuse or neglect or any other

391 civil or criminal violation under the general statutes.

392 (d) No action taken in accordance with sections 1 to 13, inclusive, of

393 this act or sections 15 to 19, inclusive, of this act shall constitute causing

394 or assisting another person to commit suicide in violation of section 53a-

395 54a or 53a-56 of the general statutes.

396 (e) No person shall be subject to civil or criminal liability or

397 professional disciplinary action, including, but not limited to,

398 revocation of such person’s professional license, for (1) participating in

399 the provision of medication or related activities in good faith

400 compliance with the provisions of sections 1 to 13, inclusive, of this act

401 and sections 15 to 19, inclusive, of this act, or (2) being present at the

402 time a qualified patient self-administers medication dispensed or

403 prescribed for aid in dying.

404 (f) An attending physician’s dispensing of, or issuance of a

405 prescription for medication for aid in dying, a pharmacist’s dispensing

406 of medication for aid in dying or a patient’s request for aid in dying, in

407 good faith compliance with the provisions of this section, sections 1 to

408 13, inclusive, of this act and sections 15 to 20, inclusive, of this act shall

409 not constitute neglect for the purpose of any law or provide the sole

LCONo. 1118 14 of 17

Appendix page 18



Halsea Ulil NO. ~

410 basis for appointment of a guardian or conservator for such patient.

411 Sec. 15. (NEW) (Effective October 1, 2022) Sections 1 to 14, inclusive, of

412 this act or sections 16 to 19, inclusive, of this act do not limit liability for

413 civil damages resulting from negligent conduct or intentional

414 misconduct by any person.

415 Sec. 16. (NEW) (Effective October 1, 2022) (a) Any person who

416 knowingly possesses, sells or delivers medication dispensed or

417 prescribed for aid in dying for any purpose other than delivering such

418 medication to a qualified patient, or returning such medication in

419 accordance with section 11 of this act, shall be guilty of a class D felony.

420 (b) Nothing in sections 1 to 15, inclusive, of this act or sections 17 to

421 19, inclusive, of this act shall preclude criminal prosecution under any

422 provision of law for conduct that is inconsistent with said sections.

423 Sec. 17. (NEW) (Effective October 1, 2022) Nothing in sections 1 to 16,

424 inclusive, of this act or section 18 or 19 of this act shall limit the

425 jurisdiction or authority of the nonprofit entity designated by the

426 Governor to serve as the Connecticut protection and advocacy system

427 under section 46a-lOb of the general statutes.

428 Sec. 18. (NEW) (Effective October 1, 2022) No person who serves as an

429 attending physician or consulting physician shall inherit or receive any

430 part of the estate of such qualified patient, whether under the provisions

431 of law relating to intestate succession or as a devisee or legatee, or

432 otherwise under the will of such qualified patient, or receive any

433 property as beneficiary or survivor of such qualified patient after such

434 qualified patient has self-administered medication dispensed or

435 prescribed for aid in dying.

436 Sec. 19. (NEW) (Effective from passage) Not later than October 1, 2022,

437 the Department of Public Health shall create an attending physician

438 checklist form and an attending physician follow-up form to facilitate

439 the collection of information that attending physicians are required to

440 submit to the department pursuant to the provisions of subsections (a)
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441 and (b) of section 20 of this act and post such forms on the department’s

442 Internet web site.

443 Sec. 20. (NEW) (Effective October 1, 2022) (a) Not later than thirty days

444 after prescribing medication to a qualified patient pursuant to the

445 provisions of sections 1 to 18, inclusive, of this act, an attending

446 physician shall submit to the department an attending physician

447 checklist form, containing the following information: (1) The qualified

448 patient’s name and date of birth; (2) the qualified patient’s diagnosis and

449 prognosis; and (3) a statement by the attending physician indicating that

450 all requirements under this section and sections 1 to 10, inclusive, of this

451 act have been met and that such physician has prescribed medication

452 pursuant to the provisions of sections 1 to 18, inclusive, of this act.

453 (b) Not later than sixty days after an attending physician receives

454 notification of a qualified patient’s death from self-administration of

455 medication prescribed pursuant to the provisions of sections 1 to 18,

456 inclusive, of this act, such attending physician shall submit to the

457 department an attending physician follow-up form, containing the

458 following information: (1) The qualified patients name and date of birth;

459 (2) the date of the qualified patient’s death; and (3) whether the qualified

460 patient was provided hospice care at the time of such patient’s death.

461 (c) On or before January 1, 2023, and annually thereafter, the

462 Department of Public Health shall review the forms submitted pursuant

463 to subsections (a) and (b) of this section to ensure compliance with the

464 provisions of said subsections.

465 (d) On or before January 1, 2023, and annually thereafter, the

466 Department of Public Health shall submit a report, in accordance with

467 the provisions of section 11-4a of the general statutes, to the joint

468 standing committee of the General Assembly having cognizance of

469 matters relating to public health containing the following data: (1) The

470 number of prescriptions for medication written for qualified patients

471 pursuant to the provisions of sections 1 to 18, inclusive, of this act; and

472 (2) the number of qualified patients who died following self
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473 administration of medication prescribed pursuant to the provisions of

474 sections 1 to 18, inclusive, of this act. Such report shall not contain the

475 identifying information of any qualified patient or health care provider.

476 (e) Any data collected by the Department of Public Health pursuant

477 to the provisions of subsections (a) and (b) of this section shall not be

478 subject to disclosure under the Freedom of Information Act, as defined

479 in section 1-200 of the general statutes.

This act shall take effect as follows and shall amend the following
sections:

Section 1 October 1, 2022 New section
Sec. 2 October 1, 2022 New section
Sec. 3 October 1, 2022 New section
Sec. 4 October 1, 2022 New section
Sec. 5 October 1, 2022 New section
Sec. 6 October 1, 2022 New section
Sec. 7 October 1, 2022 New section
Sec. 8 October 1, 2022 New section
Sec. 9 October 1, 2022 New section
Sec. 10 October 1, 2022 New section
Sec. 11 October 1, 2022 New section
Sec. 12 October 1, 2022 New section
Sec. 13 October 1, 2022 New section
Sec. 14 October 1, 2022 New section
Sec. 15 October 1, 2022 New section
Sec. 16 October 1, 2022 New section
Sec. 17 October 1, 2022 New section
Sec. 18 October 1, 2022 New section
Sec. 19 from passage New section
Sec. 20 October 1, 2022 New section

Statement of Purpose:
To provide aid in dying to terminally ill patients.

(Proposed deletions are enclosed in brackets. Proposed additions are indicated by underline, except
that when the entire text of a bill or resolution or a section of a bill or resolution is new, it is not
underlinedj
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2/1212019 Physician-Assisted Suicide American Medical Association

E~
ETHICS

Physician-Assisted Suicide

/ Code of Medical Ethics Opinion 5.7/~ P~y~cian-assisted suicide occurs when a physician facilitates a patient’s death by
provid~ig the necessary means and/or information to enable the patient to perforrn~
the_Iife~ Jn act (e.g., the physician provides slee in ills and i formation about
the lethal dose, while awa~e that the patient may commit suicide).

It is understandable, though tragic, that some patients in extreme duress—such as
those suffering from a terminal, painful, debilitating illness—may come to decide
that death is preferable to life. However, permitting physicians to engage in assisted
suicide would ultimately cause more harm than good.

Physician-assisted suicide is fundamentally incompatible with the physician’s role as
healer, would be difficult or impossible to control, and would pose serious societal
risks.

Instead of engaging in assisted suicide, physicians must aggressively respond to the
needs of patients at the end of life. Physicians:

(a) Should not abandon a patient once it is determined that cure is ir~npossibIe.

(b) Must respect patient autonomy.

(c) Must provide good communication and emotional support.

(d) Must provide appropriate comfort care and adequate pain control,

AMA PrIncipies of Medical Ethics: I, IV

Read more opinions about this topic
Code of Medical Ethics: Caring for Patients at the End of Life

Visit the Ethics main p~g~ to access additional Opinions, the Principles of Medical
Ethics and more information about the Code of Medical Ethics.

Appendix page 22
hts:llwwwan-sssn.orn/deliverlno_carofethjcs/ohvsicjenassjstedsujcjde



2/12/2019 Euthanasia American Medical Association
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ETHICS

Euthanasia

Code of Medical Ethics Opinion(5.8
~ Euthanasia is the administration of a lethal agent~y another person to a patient for

the purpose of relieving the patient’s intolerable and incurable suffering.

It is understandable, though tragic, that some patients in extreme duress—such as
those suffering from a terminal, painful, debilitating illness—may come to decide
that death is preferable to life.

However, permitting physicians to engage in euthanasia would ultimately cause
more harm than good.

Euthanasia is fundamentally incompatible with the physician’s role as healer, would
be difficult or impossible to control, and would pose serious societal risks.
Euthanasia could readily be extended to incompetent patients and other vulnerable
populations.

The involvement of physicians in euthanasia heightens the significance of its ethical
prohibition. The physician who performs euthanasia assumes unique responsibility
for the act of ending the patient’s life,

Instead of engaging in euthanasia, physicians must aggressively respond to the
needs of patients at the end of life. Physicians:

(a) Should not abandon a patient once it is determined that a cure is impossible.

(b) Must respect patient autonomy.

(c) Must provide good communication and emotional support.

(d) Must provide appropriate comfort care and adequate pain control.

AMA Principles of Medical Ethics: 1, IV

Read more opinions about this topic
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Terminal Uncertainty
Washington’s new “Death With Dignity” law aHows doctors to help
people commit suicide—once they’ve determined that the patient has
only six months to Jive. But what if they’re wrong?

By Nina Shapiro
Tuesday January 13, 2009 12:00am 1j~ws &cgM~NT

She noticed the back pain first. Driving to the grocery store, Maryanne
Clayton would have to pull over to the side of the road in tears. Then 62, a
retired computer technician, she went to see a doctor in the Tri—Cities,
where she lived. The diagnosis was grim. She already had Stage IV lung
cancer, the most advanced form there is. Her tumor had metastasized up her
spine. L~~Y ~yto ir months to live.

~~stfouryears ago.

Prodded by a son who lives in Seattle, Clayton sought treatment from Dr.
Renato Martins, a lung cancer specialist at Fred Hutchinson Cancer
~esearch Center, Too weak to endure the toxicity of chemotherapy, she
;tarted with radiation, which at first made her even weaker ba~~

Maryanne clayton with her son, Eric, in the Fred Hutch waiting room: “I just kept going~”
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built her strength. Given dodc~i prospects with the standard ~c!atrnents,

Clayton then decided to part~L1pate in the clinical trial of a r~t~’ drug called
pemetrexate,

Her response was remarkable. The tumors shrunk, and although they
eventuafie~~h~j~runk again when she enrolled in a SeCQfld
clinical trial. (Pemetrexate has since been approved by the FDA for initial
treatment in lung cancer cases.) She now com~ JheJ-jutch every three
weeks to see Martins, get CT scans, and L~fld~gOher drug r~4men. The
prognosis she was roved to~”qufte wrong.” /‘

“I just kept going and going,” says Clayton “Yoixkihaof don’t notice how
long it’s been.” She is a plain-spoken woman with a raspy voice, a pink face,
and grayish-brown hair that fell out during treatment but grew back newly
lustrous. “I had to have cancer to have nice hair,” she deadpans, putting a
hand to her short tresses as she sits, one day last month, in a Fred
Hutchinson waiting room. Since the day she was given two to four months
to live, Clayton has gone with her children on a series of vacations,

including a cruise to the Caribbean, a trip to Hawaii, and a tour of the
Southwest that culminated in a visit to the Grand Canyon. There she rode a
hot-air balloon that hit a snag as it descended and tipped over, sending
ev’erybody crawling out.

“We almost lost her because she was having too much_fun, not from
cancer,” Martins chuckles.

Her experience underscores the difficulty doctors have in forecasting how
long patients have to live—a difficulty that is about to become even more

pertinent as the Washington Death With Dignity Act takes effect March 4.
The law, passed by initiative last November and modeled closely on a 14-

year-old law in Oregon, makes Washington the only other state in the
country to allow terminally ill patients to obtain lethal medication. As in
Oregon, the law is tightly linked to a prognosis: Two doctors must say a

patient has six months or less to live before such medication can be
prescribed.
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Uoctors also shade their prognoses according to their own bi~es and

desires. Christakis’ study fod~ that the longer a doctor kneL d patient, the
more likely their prognosis was inaccurate, suggesting that doctors who get
attached to their patients are reluctant to talk of their imminent demise.
What’s more, Christakis says, doctors see death “as a mark of failure.”

Oncologists in particular tend to adopt a cheerleading attitude “right up to
the end,” says Brian Wicks, an orthopedic surgeon and past president of the

Washington State Medical Association. Rather than talk about death, he
says, their attitude is “Hey, one more round of chemo!”

But it is also true that one more round of chemo, or new drugs like the one
that helped Clayton, or sometimes even just leaving patients alone, can help
them in ways that are impossible to predict. j. Randall Curtis, a pulmonary
disease specialist and director of an end-of-life research program at

Harborview Medical Center, recalls treating an older man with severe
emphysema a couple of years ago. “I didn’t think I could get him off life
support,” Curtis says. The man was on a ventilator. Every day Randall tested
whether the patient could breathe on his own, and every day the patient
failed the test. He had previously made it clear that he did not want to be
kept alive by machines, according to Curtis, and so the doctor and the man’s
farnily made the wrenching decision to pull the plug
\ /

B stead of dying as expected, the man slowly begafl to get better Curtis
doe n’ know exactly why, but guesses that for that patient, “being off the

ventilator was probably better than being on it. He was more comfortable,
less stressed.” Curtis says the man lived for at least a year afterwards.

Curtis also once kept a patient on life support against his better judgment
because her family insisted. ‘~I thought she wou lye days to weeks,” he
says of the woman, who was suffering from septic shock and multiple organ
~ai1ure. Instead she improved enoug eventua thh t1 d
~ome back for a visit some six or eight months later.

-~-.-~--~--~-

‘It was humbling,” he says. “It was not amazing. That’s the kind of thing in

nedicine that happens frequently.”

Appendix page 27



CANADA COtJR SUPERIEURE

PROVINCE DE QUÉBEC
DISTRICT DE TROIS-RIVIE~RES GINETTE LEBLANC,
No. : 400—17—002642—110 demanderesSe

C.

PROCUREUR GENERAL DU CANADA,
défendeur

et
PROCUREUR GENERAL DU QUÉBEC,

mis—en—cause

AFFIDAVIT OF JOH~N NORTON IN OPPOSITION TO
ASSISTED SUICIDE ~ND EUTHANASIA

THE UNDERSIGNED, being first duly sworn on oath, STATES:

1. I live in Florence Massachusetts USA. When I was eighteen

years old and in my first year of college, I was diagnosed with

AinyotrophiC Lateral Sclerosis (ALS) by the University of Iowa

Medical School. ALS is commonly referred to as Lou Gehrig’s

disease. I was told that I would get progressively worse (be

paralyzed) and die in three to five years.

2. I was a very physical person. The diagnosis was devastating

to me. I had played football in high school and was extremely

active riding bicycles. I also performed heavy labor including

road construction and farm work. I prided myself for my physical

strength, especially in my hands.

3. The ALS diagnosis was confirmed by the Mayo Clinic in

Rochester Minnesota. I was eighteen or nineteen years old at the

AFFIDAVIT OF JOHN NORTON- Page 1

c:\Ur.\Harg~tet\D0CUN0flt~~~ Fi1o~\Lc~biaI \~)hn k~rLLn Pjfid.. ~

Appendix page 28



time. By then, I had twitching in both hands, which were also

getting weaker. At some point, I lost the ability to grip in my

hands. I became depressed and was treated for my depression. If

instead, I had been told that my depression was rational and that

I should take an easy way out with a doctor’s prescription and

support, I would have taken that opportunity.

4. Six years after my initial diagnosis, the disease

progression stopped. Today, my condition is about the same. I

still can’t grip with my hands. Sometimes I need special help.

But, I have a wonderful life. I am married to Susan. We have

three children and one grandchild. I have a degree in Psychology

and one year of graduate school. I am a retired bus driver (no

gripping required) . Prior to driving bus, I worked as a parole

and probation officer. When I was much younger, I drove a school

bus. We have wonderful friends. I enjoy singing tenor in

amateur choruses. I help other people by working as a volunteer

driver.

5. I will be 75 years old this coming September. If assisted

suicide or euthanasia had been available to me in the 1950’s, I

would have missed the bulk of my life and my life yet to come. I

hope that Canada does not legalize these practices.

1~.FFIDAVIT OF JOHN NORTON- Page 2

C: \U-J c&\~ garot\ECun rits\A~E Fi1c.ALebIrflC\JL~hfl NOCL fl !~tEidr 1L.~pcl
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OB/26/2612 62:53 4135861852 K~RUTH/PELKA PAGE ~3

SWORN BE~’ORE ME at
MASSACRtJSETTSI USA
On,,4~9uZT L%1Th 20112

NAME \1W~Qi F’~-~4. ~1~
~4A~t ~-~-~-

A notary in and ~or the
State of W i~ti,r~~

ADDRESS: ~5 sV~&LY\ ~T
t~ ~Ad4 ~ f OLol.

EXPIRY OF COMMISSION;~p~ 2-2-i 2,)1?~

PLACE S~A~Rj~:

//

-

‘/

ArrIoAVIT OF JQ)~N NORTON’- P~g~ 3

rLq~Z4bk*~.1W, ~I,OI~ ~ ~pQ
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2

3

4 MARGARET K. DORE

~ Washington State Bar No. 16266
3 Sunset Plaza, B

6 Kalispell MT 59901
Telephone: (206) 697-1217

7 E-mail: n~ar~aretdore(~2margaretdorecoi~

8 Appearing pro se

9
TN THE UNITED STATES DISTRICT COURT

10

11 FOR THE NORTHERN DISTRICT OF CALIFORNIA

12 SAN FRANCISCO DIVISION

13

14 LONNY SHAVELSQN, M.D., et al., ) 21-cv-06654

15 Plaintiffs, ) DECLARATION OF JEANETTE HALL

16

17
CALIFORNIA DEPARTMENT OF ) Judge: The Honorable Vince Chhabria

18 HEALTH CARE SERVICES, et al., )
Action filed 08/27/2 119 Defendants. )

20

21 I, JEANETTE HALL, declare the following under penalty of perjury:

22 1. hive in Oregon where assisted suicide is legal. Our law was enacted in 1997 bya ballot

23
measure that I voted for.

24

25 2. In 2000, 1 was diagnosed with cancer and told that I had 6 months to a year to live. I knew that

26 our law had passed, but I didn’t know exactly how to go about doing it. I tried to ask my doctor,

27 Kenneth Stevens MD, but he didn’t really answer me. In hindsight, he was stalling me.

28 larat ion otJcancttc HaII.wpd
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3. 1 did not want to suffer. I wanted to do our law and I wanted Dr. Stevens to help me, thstead,

2 he encouraged me to not give up and ultimately I decided to fight the cancer. I had both

3
chemotherapy and radiation. I am so happy to be alive!

It has now been 21 years since my diagnosis. If Dr. Stevens had believed in assisted suicide, I

6 would be dead. Assisted suicide should not be legal.

7 I declare under penalty of perjuiy that the above is true and con’ect to the best of my knowledge.

8 Dated this~~ day of November, 2021

10 ~teHa1l~

28 \\Nas4Of4c9\dox\CLIENTS\SIiaveIson’~DccIaratjon of Jeanette HaIl.wpd
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1~/20i8 Sewyor Arr&Qn&d or~ State Fraud Charges News - Home

CENTRAL O~O()N~S NEWS LEADER

Sawyer Arraigned on State Fraud Charges

Judge sets Plea Entr~’ for Sept. 6

PoS.Pf~D~ i1:~ PM PDT September 7, zoil. UPDATED: 4:36 AM PDT July 14, 2011
fl~ND, Ore. -

liormer Bend real estate broker Tarni Sawyer w~s arr~igned Thursday on state charges of criminal mistreatment and
aggravated theft, fóur days after her a.rrest at Portlnn(1 International Airport.

Sawyer was taken into custody by Port of Portland police after arriving on a flight back from Mexico, where she was allowed
to go and check.on rental property.

She appenied before Descbutes County Circuit Judge Wells Ashby, who continued her bond at $~o,ooo but set no travel
restrctiqns, prosecutors said

Ashby said she can travel outside of Oregon but has to sign and submit a waiver of extradition, should that be needed.

3awyei’faccs ehA~gcs of E~st.degiee criminal mistreatment and aggravated theft., accused of selling Thomas Middleton’s
home and pocl(etmg the ~ioc~eti~

The judge set her next couut appearancefor Sept 6 at 8:30 n.m., when sl~e is scheduled to enter a plea.

Sawyer and husband Kevin are scheduled for trial in December on federal fraud and money-laundering charges.

Former l3e~c1 teal estetu broker Tarn i Sawyer was r~sted Sc n~in.y night at Portland InternatIonal Airport on a Qa~ehutes
County w~irr:anl issued late ist wack after her Inc ctnrcn~ o~i (cloy cha~es of criminal ml i tmenl and aggravated
theft.

Sawy~tr, 48, \i boolw.d iflto the Mcrltuoimth County Jt\i] a(OUI1d 9 pro, Sunday, about a hall~hot~r aftet her arrest,
rc1)ortecfly t~ln~Jusl flnwi~ bock to o~g~ ~ftcr a judge agr’~ed to let hat’ go check on rental propertyThatahe oi~d
ho sh~ncI Kevin own in Cabo s~ ~ i .~ ~, ~M

De~chtil’c’s Crni~ty Cli’enil lndge AIt~r i3~r~cly signednir arrest warirmt with $~io,ooci bail last Thursday, two 4ays after she
wos indicted on a flrat-degiee aiim ~i~tl mi~tict~ttñent eh~rj~c that alleges ehe took custody of Thomas Midcfleton, ?a
cIc1~ndcn~ t’~ldei’ly pursan,~ for the pe rpo~o cif fraud.

The fIrst-degree aggravated theft charge alleges that in October 2008, Sawyer stole more than $50,000 from the Thomas
Middleton Revocable Trust.

State and conrt.dO nl~flCs show Middlet~u, who ~u(fnred frçm Lou Gchrig~ chacash, moved into Sawyer7s homein July
~o8, rnonthsnftc’~naturng hOL’ trustee olbis estoto, The Bufletin re LIL~d S~tirr’clny. Micldieton deeded his home t~ the
trust and directed her to i~nlce it a rc’n I a’) until th~rea1 estate rn arket improved.

/ ~Snwy~r si~i’~ed do~tm trm~n Is that •n~o~ t~h to ~ ist the properly.for st~l a, two Clays~tssit,icd’~mc.ttk L’Iic ptop(~t Iv ~u1d tn O tobc ~fth’~t ycar fo nun c thn~ ‘~ ‘oo,o~o, ihc clocurnent~ sho N, ~nd it WCS

~ aC pc~~it~ci tuf~rn accouni fo~ one of Sawyer )~ hnSHWS~C5, bIinbo,~tCl LLCJ ,md ~ço,uocr of Ih~t w~rs ttdnsfeIC(l to Iwo other
Sawyer eomprm.me~c, Gqncsis Futures and Tam I Sawyer PC,

SawYi~t’ rind hemit ushand, 0 foi.’t)~ ~ ~ police ~ p~ [ace rial scheduled for Dc:eanrbc:r’ iii Eugene on çj~~;~) charges of
money Lou ntlo’ing, ~he Ira it an (I cc~nspi racy to corn nit wire fraud, ‘l’hay are aceu~iecl of using iiw~;tor ~~oi~y to pay (or
personni property, causing tvcstot’~ to lose ~ million

A federal judge twice gave permission for her to travel to Mexico, once in May ~ Appendix page 33



SUPREME COURT OF QUEENSLAND

CITATION: R v Morant [2018) QSC 251

PARTIES: R
V

GRAHAM ROBERT MORANT
(defendant~

FILE NOIS: Indictment No 1424 of 201.8

DIVISION: Trial Division

PROCEEDING Trial

DELIVERED ON: 2 November 2018 (delivered ex tempore)

DELIVERED AT: Brisbane

HEARING DATE: 17 to 21 September 2018; 24 to 28 Septeifll)er 2018;
2 October 2018; 26 October 2018; 2 November 2018

JUDGE: Davis J

ORDER: Convictions recorded.

On count 1, the defendant is sentenced to 10 years
imprisonment.

On cüuflt 2, the defendant IS sentence(l to 6 years
I rnprisOrLment.

The sentenceS are to be served concurrently.

pursuant to s 159A of the Penalties atid Sentences Act
1992, it is declared that 32 days spent in pre_sentenCe
cu~ftdy between 2 October 2018 and 2 November 2018 be
deemed time already served under the sentence

CATCHWORDS: CRIMINAL LAW PARTICULAR OFFENCES --

OFFENCES AGAINST THE PERSON
MISCELLANEOUS OFFENCES - OTHER
MISCELLANEOUS OFFENCES AND MATTERS where
the defendant was charged with one count of counselling
u i e co’. o ai( in~ si ic~ ~ purSUan 0 S —

of

counselling suicide

CRIMINAL LAW - SENTENCE - SENTENCING
PROCEDURE - FACTUAL BASIS FOR SENTENCE -

PARTICULAR CASES where the Crown pressed for
sentencing on the basis that the defendant counselled and
aided his wife to commit suiQ~(~~ Appendix page 34



[1

the fact that you paid the premiumS on the policies and inconsistent with your
involvement with Mr Macallan and Mrs Morant in July 2014 and November 2014.

[73] 1 do not find that you counselled Mrs Morant to take out the first policy, that held with
Guardian, which was established in 2010.

[74) It might be open to find that you counselled Mrs M.orant to take out the other two
policies, the later ones, tliir~king that there was a chance you cOUl(l persuade her to
suicide at some point mole than 13 months later, There is support for ~ueh a
COUC[USiOfl in some of the statements made by Mrs Mo rant to the three ladies.

[75] Mr Lehanc, though, did not press for such a finding. Instea.l,hC submitted that I should
flnd that the plan was hatched in early 20 14 when Mrs Morant flrst told her sister that
you were t~ing to convince her to kill herself and thai you had made s[nleinenl.S 1.0 her,
Mrs Morant, related to the insurance policies. I find, having regard to section 1 32C(4)
of the Evidence Act that you began counselling Mrs Moran to suicide in about February
of 2014.

[76) It is unnecessaly to make detailed ~ndings as to Mrs Morant’s emotional state or her
mental health. However, she had what. appears to he a chronic back. condition which
was causing her immeilse pain. She was on medication fot’ that pam and was taking
medication for d~prcssi0fl. Shc~was fret~ly discussing, with variOuS people, the prospect
of her ending her own life. She was o~viou~[Y a vulnerable person.

[77) The note she loft and the statement she made, which painted you in a good light and
critIcised Others, are expIained~ in my view, by her state of mind. Here was a lady who
suicided. The evidence of what she told the three ladies is, in my view, a more reliable
account of what was actually occurring.

[78) Against that backdrop, I find that you said the things which Mrs Morant told the three
ladies you said. Those conversations and other evidence that I have identified show
that you had an acute awareness that upon Mrs M.orant’S death, you would benefit from

~ the payout of the insurance policies. I draw the inference that you were motivated by
the money to counsel and to aid her to suicide. In other words, you counselled and
aided your wife to kill herself because you wanted to~
I n~akc ~aL finding on the balance of probabilitieS after having directed myself
carefully to the provisiOnS of section 132C(4) of the Evidence Act and taking all the
evidence into account.

[79) 1 have, as yet, said little 5peciftcally about the aiding, which is count 2. As I have
already observed, you initially dcni~d any knowledge of the generator which Mrs
MorantusCd to kill herself.

[80) Mrs Morant died in her car in a lonely place. The cause of death was carbon monoxide
poisoning from the exhaust fumes of the 1.,etrol generator which was placed in the boot
of the vehicle.

[811 The ovidence shows that. you atteflded with Mrs Morant upon a Bannings Warehouse
the day bel~re she used the generator to kil,l hcr~ell’. Yoi~ stayed in the ç.iii’park while
she entered the store and purchased the generator. You helped her l)laCC it in the boot
of the car at Bunnings Allor initially cler~ying to jolice any Appendix page 35



2112/2019 Prosecutors S~y Doctor Killed To Feel a Thrill - The New York Times

~1je.~ ~ork ~iii~eø

ARCHIVES 2000

Prosecutors Say Doctor Killed To Feel a Thrill
By CHARLIE LEDUFF SEPT. 7, 2000

Most people in the courtroom knew how the small, skittish man had managed to

murder at least four of his patients without getting caught: he injected them with

poison, he admitted today. The question observers wanted answered was “Why?”
And then prosecutors offered five scrawled pages from the killer’s spiral-bound

diary as the motive. It seems that Michael J. Swango, a former doctor, killed for the

pure joy of watching and smelling death,

Reading from a notebook confiscated from Mr. Swango when he was arrested in

a Chicago airport in 1997 on his way to Saudi Arabia, where he had a job in a

hospital, prosecutors painted a portrait of a delusional serial killer. The written

passages show that Mr. Swan go, 45, was a voracious reader of macabre thrillers

about doctors who thought they had the power of the Almighty.
In small, tight script, Mr. Swango transcribed a passage from what prosecutors

said was “The Torture Doctor,’ which they described as an obscure true-to-life novel

published in 1975 about a 19th-century doctor who goes on a quiet murder spree and

tries to poison his wife with succinyicholine chloride, a powerful muscle relaxant.

“He could look at himself in a mirror and tell himself that he was one of the

most powerful and dangerous men in the world -- he could feel that he was a god in

disguise,” the notebook read.

Another of Mr. Swango’s favorite books, according to prosecutors, was “The

Traveler,” written by John Katzenbach. One passage that prosecutors contended

offered a window into Mr. Swango’s mind was: “when I kill someone, it’s because I

want to. It’s the only way I have of reminding myself that I’m still alive.”

ART~LES ~Subscribe for $3.75 a week. [ SEE MY 0PTIONS~ Subscriber Iog~
REMAINING

Appendix page 36

......... ~ JC~r~Ir~7J.,, ,~...., 1.-~....,,., .~._ _...~. ~ IIIL...-~ •.-. c....,I .-.



211212019 Prosecutors Say Doctor Killed To Feel a Thrill - The New York Timo~

what he identified as the text of “My Secret Life,” Mr. Swango was inspired to copy:

“I love it. Sweet, husky, close smell of an indoor homicide.”

Mr. Brown, on the steps of United States District Court, said today: “Basically,

S~ Dr.S~gol~kedto kill p~p~.By his own admission in his diary, he killed because
it thrilled him.”

Wearing prison blues and faded slippers, Mr. Swango stood in the courtroom

and admitted that he murdered three of his patients at a Long Island hospital with

lethal injections

Each time 3udge Jacob Mishler asked Mr. Swango how he pleaded, he answered

impassively: “Guilty, your honor.”
Accusations, incriminations and death followed Mr. Swango wherever he went,

from the time he began medical school at Southern Illinois University in the early

1980’s to his tenure as a physician in Zimbabwe. And although an inordinate amount

of his patients died over the years -- some officials estimate as many as 6o Mr.

Swango always managed to find employment.
Prosecutors in New York could charge him only with the three murders in their

jurisdiction, committed when he worked for three months as a resident at the

Veterans Affairs Medical Center in Northport in 1993. His victims were Thomas

Sammarco, 73; George Siano, 60; and Aldo Serini, 62, all of Long Island. He faced

federal, rather than state, charges because those three murders were committed at a

federal institution.
And for the first time, Mr. Swango acknowledged today that he killed Cynthia

McGee, 19, a student who was in his care at Ohio State University Hospitals in 1984

when he worked there as a resident.

He was not charged with her murder, because it was not a federal crime, but he

pleaded guilty to lying about his role in her death, and also to falsifying records

about prison time he served in the mid-ig8o’s for poisoning co-workers’ coffee and

doughnuts with ant poison.

When Judge Mishler asked for an explanation of the death of Mr. Siano, Mr.

Swango read from a prepared text. “I intentionally killed Mr. Siano, who was at the

time a patient at the veterans’ hospital in Northport,” he read. hlJ did this by

administering a toxic substance which I knew was likely to cause death. I knew it was

A~tICLES ~ubscribe for $3.75 a week. [ SEE MY OPTIONS~ SubscrWerj~g~
R~MMNING
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Not only did Mr. Swango administer the lethal injection to Mr. Siano,

prosecutors said, he did it on his day off, a day when he was not even on call.
Prosecutors said that a nurse saw Mr. Swango sitting on a radiator near Mr. Siano’s

bed watching the man die from the lethal dose.
“I’m still shaking my head that a madman got a plea bargain today,” said Mr.

Siano’s stepdaughter, Roselinda Conroy. “He’s worse than an animal. Animals don’t

kill for pleasure.”
Judge Mishler sentenced Mr. Swango to three consecutive life sentences,

without the possibility of parole, in a maximum-security prison in Colorado.

Mary A. Dowling, director of the hospital in Northport, tried to answer the wider

question of how a man with Mr. Swango’s background could find employment there.

She said that he was hired by the State University of New York at Stony Brook,

and rotated through Northport as part of his Stony Brook residency training.

“Michael Swango failed to truthfully disclose the reason for a prior criminal

conviction on his application,” Ms. Dowling said, explaining that Mr. Swango had

told administrators that his jail time had to do with a barroom brawl. “It was an

offense he pled guilty to and for which he served three years in prison.”

That explanation was not good enough for the relatives of the dead men. “He left

a trail of death wherever he went,” Ms. Conroy said. “Because of the gross negligence

of these institutions, Swango was allowed to kill. They, too, should be held

accountable.”
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~fhe(~ii~ardian

A report has found that the prison where Britain’s most prolific serial killer hanged himself
‘could not have prevented’ his death. David Batty explains the background of the case

~1hti~5 Aug 2005 10.19 EDT)
N. ..~_z

who wasfiarold Shipman? //

Harold Shipman was Britaints m\St p/olific serial killer. According to the public inquiry into his
crimes, the former family doctor lØcI at least 250 of his patients over ~j~rs~ He was found
dead in his cell at Wakefield prison/b.n January 13 2004, having hanged himself. The 57-year-old
was serving 15 life sentences. /

What triggered the inquiry?
Shipman was convicted at Preston crown court in January 2000 of the murder of 15 elderly
patients with lethal injections of morphine. A public inquiry was launched in June 2001 to
investigate the extent of his crimes, how they went undetected for so long, and what could be
done to prevent a repeat of the tragedy.

Q&A: Harold Shipman
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What do we know about his ~ ies?
His first victim, Eva Lyons, was killed in March 1975 on the eve of her 71st birthday while Shipman
was working at the Abraham Ormerod medical practice in Todmorden. The following year the
first clues emerged that Shipman was no ordinary respectable GP. In February 1976, he was
convicted of obtaining the morphine-like drug pethidine by forgery and deception to supply his
addiction to the drug. Later that year, in the name of a dying patient, he obtained enough
morphine to kill 360 people. After receiving psychiatric and drug treatmentin York, he re-
emerged as a GP in Hyde, Greater Manchester. His method of murder was consistent: a swift
injection of diamorphine - pharmaceutical heroin. He killed 71 patients while at the Donnebrook
practice in the town and the remainder while a single-handed practitioner at his surgery in Market
Street. The majority of his victims - 171 - were women, compared with 44 men. The oldest was 93-
year-old Anne Cooper and the youngest 41-year-old Peter Lewis.

How did he get away with it?
When Shipman was fired from the Todmorden medical practice for forging prescriptions, he
received a heavy fine but was not struck off by the General Medical Council (GMC), the regulatory
body for doctors. Instead, it sent him a stiff warning letter and allowed him to carry on practising.
This meant that from this point any employer or patients who asked about Shipman would
probably not have been told about his conviction. By the late 1990s, his crime was forgotten and
he appeared to be a dedicated, caring professional. But in 1998, Hyde undertakers became
suspicious at the number of his patients who were dying, and the neighbouring medical practice
discovered that the death rate of Shipman’s patients was nearly 10 times higher than their own.
They reported their concerns to the local coroner who in turn called in Greater Manchester police.
But the police investigation failed to carry out even the most basic checks, including whether
Shipman had a criminal record. Nor did they ask the GMC what was on his file. Neither Shipman
himself not relatives of the dead patients were contacted. The officers did ask the local health
authority to check the records of 19 deceased patients for any inconsistencies between the
medical notes and the cause of death on the death certificate. But the medical adviser was
unaware that the doctor he was investigating had a history of forging documents - and Shipman
had added false illnesses to his victims’ records to cover his tracks. As a result the investigation
found no cause for concern and the GP was free to kill three more of his patients before finally
being arrested in February 1999.

~What led to his conviction?
Sh~pman’s crimes were finally uncovered after he forged the will of one of his victims, Kathleen
Grundy, leaving him everything. Having administered a lethal dose of morphine to the 81-year-
old former mayoress on June 24 1998, he ticked the cremation box on the will form. But she was
buried. Her daughter, Angela Woodruff, was alerted about the will by Hyde solicitors Hamilton
Ward. She immediately suspected foul play and went to the police. Mrs Grundy’s body was
exhumed on Augl4st 1 1998 and morphine was found in her muscle tissues. Shipman was arrested
on September 7 1998. The bodies of another 11 victims were exhumed over the next two months.
~Shipman’s surg~y computer and found that he had made.
false entries to •~pp~~ causes of death he g~y~on his victims’ death certificates.

Why did he kill his patients?
Various theories have been put forward to explain why Shipman turned to murder. Some suggest
that he was avenging the death of his mother, who died when he was 17. The more charitable view
is that he injected old ladies with morphine as a way of easing the burdens on th~N~&\Others
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suggest that he simply could, resist playing God, proving th~ a could take life as well as save
it.

L,What is the scope of the inquiry?
~he.inquiry, chaired by Dani~Th~net Smith, was split into two parts. The report of the first part
examined the individual deaths of Shipman’s patients. The second part is examining the systems
in place that failed to identify his crimes during the course of his medical career.The inquiry team
is also carrying out a separate investigation into all deaths certified by Shipman during his time as
a junior doctor at Pontefract General infirmary, West Yorkshire, between ~97O and 1974. A
separate investigation by the prisons and probation ombudsman, Stephen Shaw, concluded that
Shipman’s death “could not have been predicted or prevented”.

What are its findings?
The inquiry has published six reports. The first concluded that Shipman killed at least 21.5
~tients. The, second found that his last three victims could have been saved if the police h~d //
investigated other patients’ deaths properly. The third report found that by issuing death \ /
certificates stating natural causes, the serial killer was able to evade investigation by coronei~
ThTfourt~èport called for stringent controls on the’ use and stockpiling of controlled drugs~~içh
as diamorphine.

The fifth report on the regulation and monitoring of GPs criticised the General Medical Council
(GMC) for failing in its primary task of looking after patients because it was too involved in
protecting doctors. The sixth and final report, published in January 2005, concluded that
Shipman had killed 250 patients and may have begun his murderous career at the age of 25,
within a year of finishing his medical training.

Could this happen again?
A range of measures is being considered to improve checks on doctors. The government is
considering piloting schemes to monitor GPs’ patient death rates. These might include recording
causes of death, each patient’s age and sex, the time of death and whether other people were
present. The fourth report called for stringent controls on the use and stockpiling of controlled
drugs such as diamorphine. The fifth report recommends an overhaul of the GMC’s constitution
to ensure it is more focused on protecting patients than doctors. It proposes that the body is no
longer dominated by its elected medical members and should be directly accountable to
parliament.

Since yotCre here...
we have a small favour to ask. More people are reading and supporting our independent,

investigative reporting than ever before. And unlike many news organisations, we have chosen an
approach that allows us to keep our journalism accessible to all, regardless of where they live or
what they can afford.

This is The Guardian’s model for open, independent journalism: available to everyone, funded by
our readers. Readers’ support powers our work, giving our reporting impact and safeguarding our
essential editorial independence. This means the responsibility of protecting independent
journalism is shared, enabling us all to feel empowered to bring about real change in the world.
Your support gives Guardian journalists the time, space and freedom to report with tenacity and
rigor, to shed light where others won’t. It emboldens us to challenge authority and question the
status quo. And by keeping all of our journalism free and open to all, we can
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BEFORE ThE T~EGISLATUF~E OF THE
STATE OF NEW YORK

DECLAR~T ION OF KENNETH
STEVENS, MD

I, Kenneth Stevens, declare the following under penalty of

perjury.

1. I am a doctor in Oregon where physicianasslsted suicide is

legal. I am also a Professor Emeritus and a former Chair of the

Department of Radiation Oncology, Oregon Health & Science

University, Portland, Oregon. I have published articles in

medical journals and written chapters for books on medical

topics. This has been for both a national and international

audience. I work in both hospital and clinical settings. I have

treated thousands of patients with cancer.

2. In Oregon, our assisted suicide law applies to patients

predicted •to have less than six months to live. I write to

clarify that this does not necessarily mean that patients are

dying.

3. In 2000, I had a cancer patient named Jeanette Hall.

Another doctor had given her a terminal diaqncsis of six months

to a year to live, which was based on her not being treated for

Affidavit of Kenfl~th Stevens, Jr., MD - pac~e 1

IN RE NEW YORK BILLS
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cancer. i understand that he had referred her to me.

4. At our first meeting, Jeanette told me plainly that she did

not want to be treated and that was going to “do” our law, i.e.,

kill herself with a lethal dose of barbiturates. It was very

much a settled decision.

5. I, persoflallYi did not and do not believe in assisted

suicide. I also believed that her cancer was treatable and that

her prospects were good. She was not, however, interested in

treatment. She had made up her mind, but she con~inued to see

me.

6. On the third or fourth visit, I asked her about her family

and learned that she had a son. I asked her how he would feel if

she went through with her plan. Shortly after that, she agreed

to be treated and she is still alive today. Indeed, she is

thrilled to be alive.

7. ~or Jeanette, the mere presence of legal assisted suicide

had steered her to suicide.

8. 1 also write to clarify a difference between physician-

assisted suicide and end-of-life palliative care in which dying

patients receive medication for the intended purpose of relieving

pain, which may incidentally hasten death. This is the principle

of double effect. This is not physician—assisted suicide in

which death is intended for patients who may or may not be dying

anytime soon.

Affidavit of Kenneth Stevens, Jr., im - page 2
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9. Finally, I have been asked to coimnent on generally accepted

J.c~a)- practice ~egacding the ministratiOn of pre~criPti0fl

dru~u to a pi~r~f.

io. Generally accepted medical practice allows a doctor, or a

per3on acting under the direction of a doctor, to administer

prescription drugs to a patient. Common examples of persons

acting under the direction of a doctor, include: nurses and other

healthcare professionals who act under the direction of a doctor

to administer drugs to a patient in a hospital setting; parents

who act under the direction of a doctor to administer drugs to

their children in a home setting; and adult children who act

under the direction of a doctor to administer drugs to their

parents in a home setting.

Signed under penalty of perjury, this day of JanuarY,

2016.

Kenneth Stevens, Jr., MD
Sher~wod, Oregon

A.ffl&a.~-it of Konn~th St~v~n6, Jr., t~1iJ - page 3
‘~4~~TK~4 ~ LII~ ~ Y’U ~~ 0 ‘.~“-.‘ ~nn ..~l
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Define ‘accordance - Google Search

Goo~e [~acco~anc~ -

t,
All News Maps Videos Shopping More

About 221,000,000 results (0,73 seconds)

/
accord•ance

‘kôrdns/ .~‘)

accordance

in a manner conforming with.
the product is disposed of in accordance wit~r federal regulaUr

SyflOfIyflJa: In agreement witt on ‘tt’4rith in line with. rue
following, heeding
~a ballot held In accordance with union Iule5

OLD FRENCH OLD FRENCH

acolrtarroe

accorctanc~

Settings Tools

ENI3LISH ..,

accoict

Middle English: from Old French acordance, from acorder’bring to an agreement’ (see accord).

Translate accordance to Choose language

Use over time for: accordance

1.

Show less

Feedback

Accordance Definition of Accordance by Merriam-Webster
https://wv/w.merriam.webstercont/dictionary/accorda(lce
Definition of accordance. 1 : agreement, conformity in accordance with a rule. 2 : the act of granting
something the accordance of a privilege.

In Accordance With I Definition of In Accordance With by Merriam
https;//www.rnerriam~webstercom/djctiofla~/in%2Oaccordaflce%2Qw.th
accordance. : agreement, conformity. : the act of granting something.

Accordance I Define Accordance at Dictionary.com
www,dictionary,com/browse/accordance
Accordance definitiorm, agreement; conformity: In accordance with the rules. See more

accordance (noun) definition and synonyms I Macmillan Dictionary
wivw.ntacmiiallcilctronmycorn/Ijs/dtcllonlary/etmIenicarl/.lccordaIlce
Define accordance (noun) and get synonyms. What is accordance (noun)’~ accordance (noun) meaning,
pronunciation and more by Macmillan Dictionary.

Accordance - definition of accordance by The Free Dictionary
www.thefreedictionar-y corn/accordance —
1. conformity; agreement; eccord (asp in the phrase In accordance with), 2. the act of granting:
bestowal: accordance of rights. collins English Dictionary

In accordance with - Idioms by The Free Dictionary
IdiorrIs.thefreedictionarycol.n/itl4accordaflce+with

aciDrder

https:/twww.google.com/search?q~ Define÷ %22accordance%~&riz,~ 1 Cl R N\/F emil i~~7l I ~7R-”n= ~
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Iof~VII defineinthespirjtof GoogleSearch

Google L~ne in the spirit of ..!~ Q~]

All Videos News Shopping Images More Settings Tools

About 63100000 results (0.65 seconds)

in (or in the) spirit
vase of sp~

1. -“i~tliougi1~ or intention thougf~)riot physiC~Ity.
~hij~outdn’t be hers in p~rspfr, but he i~ with us in spirit’

Translations, word origin and more definitions

Feedback

Whats the meaning of “in the spirit or? - English Language & Usage
htiPS;I/ongtish.stackexcharI9000rn/quostiflns/,whats li’(l
Apr 22, 2014 tn the spirit of full disclosure, the iexter in question turned out to be my editor at Salon.

Source: http://imgtfy.com/?q~in+the+spjrjffQ(+~0fifl11j0~

the spirit of the law (phrase) definition and synonyms Macmillan
www.macn~iNandlctionar.ycom/u$/dicfionary/arnerican,thelltffhl
Define the spirit of the law (phrase) and get synonyms. What Is the spirit of the law (phrase)? the
spirit of the law (phrase> meaning, pronunciation and more by

enter / get into the spirit of something (phrase) definition and
www.macmiliandictionary com/us/dictionary/~
Define enter/ get into the spirit of something )phrase) and get synonyms, What is enter I get into the
spirit of something (phrase)? enter / get into the spirit of

In the spirit - definition of in the spirit by The Free Dictionary
www.thefreodictionary.com/in+ttte~.splrit
A force or principle believed to animate living beings. b. A force or principle believed to animate
humans Snd often to enduwi after departing from the body of a person at death: the soul. 2. Spirit The
t’foiy Spirit.

in the spirit of synonym I English synonyms dictionary I Reverso
dictionary.reverso.net/englisl1synofly,fls,ifl%2Othes,~,2Ospirlt%2Oof
in the spirit of synonyms antonyrns, English dictionary, English language, definition, see also
sPirits .Spiritnd’ spin Wn ‘‘cpu’, Reveico dtctitu~uuary, English

Spirit I Definition of Spirit by Merriam-Webster
hitPs;f/~vw.ttterriarnweh5[ercom/djciionary)sp.it
1 en animating or vital prtncipte held to give life to physical organisms. 2 : a supernatural being or
essence, such asa capitalized; holy sptrltb soul 2ac : an often malevolent being thetis bodiless but
can become visible; specifically : ghost 2d : a malevolent being that enters and possesses a human
being,

in the spirit of - definition of in the spirit of - Dictionarist
WWw.dicilonaristcorn/jn+fhe+spirit÷of
Definition of in the spirit of. What is the meaning of In ihe spirit of in various languages. Translation
of in the spirit of in the dictIonary.

spirit Definition in the Cambridge English Dictionary
~
spirit definition, meaning, what us spirit: a particuttir way of thinking, feeling, or behaving, especially a
way that is typical of a.... Learn more.

Spirit Definition and Meaning - Bible Dictionary - Bible Study Tools
W~w.bihtesludytools.con.,kIjclio,,ary/spiriU
What is Spirit? Definition arid rneaning:{artic,le.lext}

Spirit Define Spirit at Dictionary.com
WWw.dictionary.com/browse/spirit
Spirit definition, the principle of conscious life; the vital principle in humans, animating the body or
mediating between body and soul. Se~ more.
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STATE OF CONNECTICUT
OFFICE OF THE CHIEF MEDICAL EXAMINER
11 Shuttle Rd., Farmington, CT 06032-1939
Telephone: (860) 679-3980 Fax: (860) 679-1257

FREQUENTLY ASKED QUESTIONS

What is an autopsy?
An autopsy is a medical examination of a body after death. It is performed by a pathologist, a person
specially trained in such procedures, and is usually assisted by a specially trained technician.

What is a pathologist?
Pathology is the branch of medicine which studies the causes of human disease. Pathologists are
specialized doctors that examine tissues from the body in order to diagnose disease in patients.

What is a Forensic Pathologist?
Forensic Pathology is a subspecialty of pathology which studies disease and injury that is of interest to
the law—injuries and diseases that cause sudden, unexpected, or violent death. Forensic Pathologists
must know about healthy organs and effective treatments in order to determine how someone died. To
become a Forensic Pathologist, a doctor must first become a pathologist, then receive special training
and pass a certification exam. Commonly Forensic Pathologists perform postmortem examinations and
autopsies in order to determine the cause of death of an individual.

What is a Medical Examiner?
In Connecticut, a medical examiner is a board- certified forensic pathologist who investigates and
examines persons dying a sudden, unexpected, or violent death and then determines the cause and
wanner of death.

y
how do Forensic Pathologists perform autopsies?
The autopsy is done under the highest standards of medical professionalism, similar to what you would
expect from an examination in a doctor’s office or of surgery in an operating room. It includes two
phases—investigation of the history/circumstances and the examination of the body both externally
and internally.

During the external exam, the pathologist examines the outside of the body as it is received, looking
for evidence of injury or disease. Photographs are taken for identification purposes and
documentation. During the internal exam, the body is opened with surgical-type incisions and the
internal organs (including the brain and heart) are examined. In all autopsies, small samples of each
organ are retained and preserved so that the pathologist can perform later testing if needed. In rare
instances, an entire organ, such as a brain or heart may be retained for further diagnostic tests. These
diagnostic tests are conducted after release of the body to the Funeral Director. The autopsy report will
state that this has been done.

What is the difference between cause and manner of death?
The cause of death is the disease andlor injury responsible for the death. An example would be lung
cancer or a stab wound. The manner of death depends upon the circumstances of death and the choices
are: homicide, suicide, accidental, natural, therapeutic complication, or undetermined.
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This article is more than 5 years old

The.
GHardlan

Death certificate reform delays ‘incomprehensible’
Royal College of Pathologists president Dr Suzy Lishman says changes to system for
recording deaths are long overdue

Press Association
Wed 21 Jan 2015 05.09 EST

A senior pathologist has criticised the lack of reform to the death certificate system 15 years after
the conviction of serial killer Dr Harold Shipman.

Dr Suzy Lishman, president of the Royal College of Pathologists, said changes to the system for
recording deaths in England and Wales were long overdue and it was incomprehensible they had
not happened.

Family doctor Shipman covered his tracks by signing the death certificates of his victims himself,
avoiding the involvement of a coroner.

Chris Bird, whose mother, Violet, was murdered by Shipman, said the delay in implementing the
changes was “criminal”.

https://www.theguardian.com/uk-news/201 5/jan/21 )death-certificate-reform-delays-incompreher
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Lishman said changes that would see a medical examiner review death certificates had not been
implemented, possibly because of confusion created by the coalition government’s NHS shakeup.

She told BBC Radio 4’S Today programme: “I think it appears that the introduction of medical
examiners may have got lost in the NHS reforms. Primary care trusts, for example, were initially
meant to employ medical examiners and they were abolished in the latest reconfiguration.

“I know there were also concerns about funding mechanisms, but medical examiners in the pilot
schemes have been shown to save money so this shouldn’t really be an obstacle’

Lishman said in the pilot areas it cost less to pay a medical examiner to scrutinise all deaths than
it cost for the cremation form system that relatives pay for following a bereavement.

“It also saves money because the pilot schemes found there is much less litigation:’ she added. “If
bereaved relatives get the answers that they need around the time of death, if all their questions
are answered then, then they don’t feel the need to sue the NHS to get the answers they deserve:’

She said the legislation had been passed, and Prof Peter Furness was in place as the interim chief
medical examiner “sitting there waiting to take on this role”.

Bird told Today: “Dr Lishman said in her statement today this was ‘incomprehensible’. It’s not, it
is criminal. There is government stalling on implementing something like this that can save
millions of lives’ —

Shipman, who died in 2004, was jailed for life in 2000 for murdering 15 patients using the drug
diamorphine while working in Hyde, Greater Manchester.

An official report later concluded he killed between 215 and 260 people over a 23-year period.

A Department of Health spokesman said: “We are committed to reforming the system of death
certification. We now have working models of the medical examiner service in Sheffield and
Gloucester and will be working to review how they fit with other developments on patient safety.
The reforms will proceed in light of that review:’

Topics
• Harold Shipman
• Doctors
• Health
• news
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JUSTIA

View the 2020 Connecticut General Statutes I View Other Versions of the

Connecticut General Statutes

2005 Connecticut Code - Sec. 45a-447.
(Formerly Sec. 45-279). When person
guilty of killing another to inherit from
or receive property or insurance
proceeds as beneficiary ofvictim.

Sec. 45a-447. (Formerly Sec. 45-279). When person guilty of killing another

to inherit from or receive property or insurance proceeds as beneficiary of

victim. (a) A person finally adjudged guilty, either as the principal or accessory, of any

crime under section 53a-54a or 53a-54b, or in any other jurisdiction, of any crime, the

essential elements of which are substantially similar to such crimes, shall not inherit or

receive any part of the estate of the deceased, whether under the provisions of any act

relating to intestate succession, or as devisee or legatee, or otherwise under the will of the

deceased, or receive any property as beneficiary or survivor of the deceased; and such

person shall not inherit or receive any part of the estate of any other person when such

homicide or death terminated an intermediate estate, or hastened the time of enjoyment.

With respect to inheritance under the will of the deceased, or rights to property as heir,

devisee, legatee or beneficiary of the deceased, the person whose participation in the estate

of another or whose right to property as such heir, devisee, legatee or beneficiary is so

prevented under the provisions of this section shall be considered to have predeceased the

person killed. With respect to property owned in joint tenancy with rights of survivorship

with the deceased, such final adjudication as guilty shall be a severance of the joint tenancy,

and shall convert the joint tenancy into a tenancy in common as to the person so adjudged

and the deceased but not as to any remaining joint tenant or tenants, such severance being

effective as of the time such adjudication of guilty becomes final. When such jointly owned

property is real property, a certified copy of the final adjudication as guilty shall be
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