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DURABLE POWER OF ATTORNEY FOR HEALTH CARE
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Tnjormation vequired by the Wathiwton Gtats Audilor s/Recor:
Refarence # (if applicable);_ ‘
Grantor(s) ¢rincipal): (1) (2)

please print last name

(2) Addl', onpg____
Granter,s)(Attomey in Fact) (1), : 2) Addl'.enpg.___
Legsi Doscription (abbray .ited);__

AddL', legal is oni page.__ Asssssor's Property Tax Patrel/Account #

1. DESIGNATIQN OF ATTORNEY-IN-FACT AS JH CAME AGENT
ol P b I e hvien 104 29043

(ingirt name and address), do hereb designate and
appalnt _Lynn Jénie " TAnn_ankms_éQgﬂﬂ&.__
(Inwert name, addreas, and telephonie of cesignated health care agent), as iy attorney-

in-fact {agent), to make health care declsions "> me &s authorized iri this document. For the purposes of this d
“health cate decision” means connent, rafiisal of consent, or withdrawal of consent to any care, treatment, nonsteatiment,
as provided In Chapter 7,70 RGW, service, o piocadure to maintain, diagnose, or treat an individual’s physical

nanditlonf N 509-477~ 4929 and[er 5¢9 - 427 -54.71

CHEATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE

By thiz documerit I intend to creats & durable power of attarney for health care, This powir of attorney shall not be affecte
my disability of incompetanco and shiail continue in full force and effect untll revoked or terminated as g6t forth in paragraph g,

.3 GENERAL STATEMENT OF AUTHORITY GRANTED
Subject to any limitations in this document, T hereby grant to my agent full power and authority to make health caré decislons
for nie to the same exte thiat I could make such/decistons for myzalf 4 1 had the capacity to do s0, in exetcising this authority,
my sgev! uhall make healthi cavs decisions that are consistent with my desires us stated in this document or otherwise mede
Knawn to my agent, Including, but not lmited to, my desires conceening oblaining of refusing or withdrawing life-prolongling
cars, frcalmont; services and pracedures, Provided, hawever, my agent may not consent, without court approval,

io any
procedure taferred to in RC.W, 11,92.040(3) that requires cotirt appraval beftire  guardian may consant to such,

4. STATEMENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIONS ;

Iti exerofsing the authority under this durable poveer of attarniey for heslth cace, my agent shall act consistently with my
denirew: antl is subject to the apecial pravisions and limitations stated in any Itvirig will which I have exscuted, .

INSPECTION AND DISCLOSURE OF INFORMATION RELATING TO MY PHYSICAL OR, MENTAL HEALTH
Subject to aity Iimitations in this document, my agent has the power and authorlty to do all of the following:

. Request, review, and receive any Inforzaation, verbal or written, regapding my physical or mental health, including,
Eut not limited to, niedical and hospitl records, [

N . RS
b, Execute on my behalf any releases nr othsr documents that may bie r’@}wraﬂ in rdar to obtain this fnformation,
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d.  Consent to the donatior. of any of my organs for medical purposes,

8, SIGNING DOCUMENTS, WAIVERS AND RELEASES
Wilsre necessary to implement the health care dectstons that my agent is authorized by this docursent to make, my agent
has the pawer and authority to executs on my behalf sli of the following:
8. Documents titled oz purporting to be a "Refusal to Permit Treatment” and “Leaving Hospital Against Mudical Advics",
b Any necessary waiver or release from liability required by a hospital or physician,
¢, Any documents pussiiant to the power of substitution in the premises, which I hereby, grant to my agent subject to
my choice of altarnates below.

DESIGNATION OF ALTERNATE AGENTS

It the person designated as my agent in parsgraph 1 is not available or becomes insligibié to act sa my agent to make a
health care decision for me or loses the mental capacity to muke heaith care decisions for me, or if [ ravoke that person’s
appointment or suthority to ant as my agent to make health care decisions for e, then 1 designats and appoint the
followir 4 persons to serve as my' agent to make health care dacisions for me as mithorized fu this document, such parsons
to sexve in the order Mated below: /

8 First Alternate Ageut: h [/

7

(Tisert name, kddross and telephons number of first alternate agent)

b, Second Altemate Agent:__ 1[4
‘ (Insert naine, addzess and telephone numbor of second alternate ngent)

8. PRIOR DESIGNATIONS REVOKED
Irevoke any prior durable power of attorney for health care,

- 8 TERMINATION
This pownr of attarniey may be terminated by written notice, coust approval of sevocation, recording a notice with the
County Auditor/Recorder, and shall be automatically revokad upoii my death but only tpon a~tusl notice or knowledge
of such by my agent.

10, APPLICABLE LAW
‘The lawa of the Stat of Washington of the United Slates of America shall govern this power of attorriny.
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STATE 07 WASHINGTON,
‘. " INDIVIDUAL ACKNOWLEDGEMENT
County of_ﬂﬂdﬂ:_
1 certify thii I know or bave satisfactory eviderice that I-Oi a E. ”OD kl Hs la the

peraon ywho appeared bofore me, and sald person acknowledged that SIC signed this mstrament and acknowledged it
tobe - fres and voluntaty act for the uses and purposes menﬁoneg'iln the instrument,

pateathin__ 29 e Ondober 1998
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