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1. DESIGNATION OF ATTO Y-IN-FAGT AS HEALTH CARE " , v
ot L. Kriicih G e [Hia e N5 @Rrson . 1A :
Gme,

: =R {Insert name, and address), do hereby designate and
St 125 liusmhlﬂ%la ond E&EZ.’ZZCQ.‘ J_L{Qm;f‘ m( >
(2 {Insert address, and telephonc of designated health care agont), as my$® g

B raske health cara decisions for me as

1

oy T (L

} 5 alitharized in. this document, For the purposes of this

documont, “health care decision” means consent, refusal of ont, or withdrawal of to any care, treatment,

- on-treatment, as provided in Chapter 7.70 RGW, service, or pracedure to maintain, diagnose, or treat an individual's
phiysical conditioh. !

2. CREATION QF DURADLE POWER OF ATYORNEY FOR HEALTH CARE ‘
Dy this document ; infend to cruate a dutshle power of attomey for health care, This power of attorney siieil not be affected by
my disability orincompetence and shall contines in full force dnd effect until revoked or terminated as set forth tn patagraph g,
3. GENERAL STATEMENT OF AUTHORIT Y GRANTED :

) Subject to anty limitaticine in this doalimont, [ hereby grant to my agent full power and authority to make health care decisions
for me to the same extent that | could make such dacisons for mysslf i | had the capacity to do so. In dxercising this
authority, niy agant shail mike health care desisions that are consistent with my desires a3 stated in this document or
otherwise raada kriown to my agent, including, but not limited to, my desizes Conicerning obtaining or refusing or
withdtawing life-prolonging care, treatment, services and Procedures, Provided, however, my agent may not consent, without
Coiurt approval, to any procedute referred to in RC.W, 11,92,04 3) that requires court approval before a gunrdian may consent
tosuch, )

4, STAWENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIGNS
* In oxercislng the authority under this durable power of attornay for health care, my agent shall at consistently with my
desires and is subject to the spacial provisions and Jimitations stated in any living will which I have executerl.
4. INSPECTION AND DISGLOSURE OF INFORMATION RELATING TO MY PHYSICAL TR MENTAL HEALTH
Subject to any lim#tations in this document, my agent has the power and autherity to o all of the following:
& Request, review, and receive any iiformation, verbal or written, regarding my physi~al or mental hiealth, including,
- but not limited to, metical and hospital vecords.
bi. Execute e my behalf any releases or othor deicuments thiat may he required In order to cbain this information,
¢ - Consent to the disclu are of this information,
d. Conisient to the donarton of any of my organs for medical purposcs
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SIGNING DOCUMENTS, WAIVERS AND RELEASES

Where necessiry to implement the health care decisions that 1, agent is authorized by this document to make, my

agent bas the power and autherity to execute on my behalf all of the following:

a.  Documents titled or purporting to be a “Refusal to Permit Treatment” and “Leaving Hospital Against Medical
Advice", ‘

b, Any necussary waiver or release from liability required by a hospital or physician.

¢ Any documents pursuant to the power of substitution in the premises, which I heroby, grant to my agent subject to
my choice of alternates below.

DESIGNATION OF ALTERNATE AGENYS :

If the person designated as my agént in paragraph 1 is not available or becomes ineligible to act as my agent to make a
health: care decision for me or loses thw menial capacity to make health care deolsions for me; or if | revoke that
person’s appointmeant or authority to dct as my agent to make health care decisions for me, then dogignate and
"appoint the following persons to serve 21 my agent to make health cars decisions for me as autliorized In this

document, such frersons to serve in the order listed bal?w: i
& Fimst Allemate Asent%ﬁ%_&ag?/)t,_gmﬁﬁ__&am*w
[ = , 41°3M {64 neme'dddyess and telophone number of firkt alternate agént
b, Sgoond Alternato Agent; mmpj.ﬂlaﬁ%ﬁm.&&..(mo A wéﬁs:@w
é@ﬂz‘i -5R1} (Iasert name, addiess and telophone number of setonid alternate agent) ‘

PRIOR DESIGNATIONS REVOKED
Irevoke any prior durable power of attorney for healih care,

TERMINATION ‘
. ‘This power of attorney may be terminated by written notice, court approval ¢f revocation, recording a notice with the
County Auditor/Recorder, and shall be automatically revoked upon my death but only upon actual notice or
- knowledge uf such by my agent,

‘APPLICABLE LAW ‘
The laws of the State of Washington of tho United States of America shall govern this pawer of attorney,

b2 F9F Ay MJ»,T

S7ATE.OF WASHINGTON,

County ofSSAQ a0

INDIVIDUAL ACKNOWLEDGEMENT

L eartify that 1 know or have satisfactory evidence that (C & 'f"Ac”/Q
2mon who appeared before me, and sald person acknowledged that _d‘“\signed this instriiment and

free and voluntary act for the uses and purposes mentioned\n the instrumen

O’QM "
Deted this i y:if{%ucy /?9’? _QL..,
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