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" [Reférence # (if applicable); o . ‘

Grantor(s) (Prineipal}: {1} - (2) ~Addl'.onpg_. |

. |Grantee(s)(Attorney in Fact) (1) . ) ‘ — Addl,onpg____

“ILogal Description {abbreviuted): . :
lAddl'.‘ lugal 18 ori page_ . Assessar's Property Tax Parcel/Accounty,

©1,DE ‘cmmnoumnuav-m-mmt.snmtm CARE AGENT i
a7 - Oedstens /91 MEBEder QA Qatsen wsa,

" . i (InS6rt name, and address), do hereby designate and

~ appolnt3Rey] M@\—&m&% NECU oy

) (f‘/ll p \ =OCSow P (nser, riame, adrross, and teloplione of designated health care agent), ag my
 attornay-tr-fact egontt), to make health care decisions for me oy authorized in this do

cument, For the purposes of this
document, “health core decision” means couvent, refusal of consent, or withdrawal of consent to any care, ireatment,
non-tréatment, &s provided in Chipter 7.70 REW, service; or procedure to matntain, diagnose, or treat an individual’s
physical condition,

-~ 2. CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE
By this document I 1tk to credte 1 dursble tower of utorney for health care,
my disability or (ncompetence ind shall continue in full force and effect until v
GENERAL STATEM‘BNT OF AUTHORITY GRANTED :
Subjett to any limitatfons in this dotument, 1 hereby grant to my agent full powarad authorily to make health care decisions
for mé 16 the sam¢ sxtent that 1 could make such declsinns for myself if 1 had the capacity to do so. In exercising this
asutliority, my Agent shall make healtk: care decisions that are consistent with my Uosires as stated in this document or

- othurwise mads knows 19 iy, agent, including,

but not limited to, my desires concerning cbtaining or refusing or
withdrawing lifesprolonging care, ksatment) services and procedures; Provided, howeyer, my agent may not consent, without

ourtapproval, o fny proceditre refarred 16 in RC.W. 11,62.046(3) thll requives court aproval before a guardiar may corisent
o such, ; ) k : .
& STATEMENT OF DESIRES, SPECIAL PROVISICNS, AND UMITATIONS
B exersising the mithnelty uidor this durebly powet of attorney for health cate,
“Gaslres and iy subjpct to the spacial provistons and limitatiois stated in any Tiv
8, < INSPECTION AN DISCLOSURE OF INFORMATION RELATING TO MY PHYSICAL OR MENTAL HEALTH
Subject to any limitations i this document, my agent has the power and authority to do all of the following:

& . Rotttost, review, and secelve any inforsitation, verbial of writton, regarding my physical or mental health, including,
b not itited to, medical and haspital records.

b, Execute on my betalf any teases or other do
0. Consent to the disclosure of this infsrmation,
d.Consent to the donation of any of my organs for medical purposes,
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This power of attorney shall not be affocted by
voked or terminated as set forth in paragraph 9,

» my agent shall att consistently with my
ing will which I have vxecuted.

cuments that may be required in ofder to obtaln this tiformation,

L MAY NOT BE REPRODUGED IN WHOLE OR IN PART IN ANY FORM WHATSOEVER wwi.walegilblank.cor
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6. SIGN!NGDOCUMENTS. WAIVERS AND RELEASES
Whexiiiecessary to implement the health care decisions that my agent is authorized by this document to make, my

agent Tiag the power and authority o execute on my behaif all of the following:
a.  Documienis titled or purporting to be o “Refusal 1o Permit Treatmen*” and “Leaving Hospital Against Medical

Advice",
b. - Any necessary waiver or release from liability required by a hospital or. physician.
Any documents pursuant to the power of substitution in the premisss, which 1 hereby, grant to my agent subject to

my choice of alternates below.

€.

7. DESISNATION OF ALTERNATE AGENTS
Hthe person designated as iy agent in paragraph 1 is not available or becoimes ineligible to ar‘z as y-agent to miake a

liealth care decision for me or Joses the mental capacity to make health care decigions fo* ait, or if I revoke that
person’s appointment or autherity to act as my agent to make health care decistons for me, then 1 fdesignate and
appolnt the following parsons to serve as my agent to make health care ducisions for me as authorized in this
_ document, such persons to serve in the order listed below: .
a. - First Altérnata Agent; .

(Insert name, address and telophona number of fiss! alternate agent)

b, Second Alternate Agent:.. L/ .
(Ingert name, ad¢'cess and telephone number of sacond alternate agent)

8, . PRIGIMESIGNATIONS REVOKED
I revoke ai,v prior durable power of attornoy for health care,

9. TERMINATION ‘ ‘
This pewer of altorney may be terminated by wrilten notice, court approval of rer ocation, recording a notice with the
County Auditer/Recorder, and shall be automatically reveked upon my d ath but only upon actual notice or

knowledge of such by my & v«
10, APPLICABLE LAW

The laws of the Stata of Washinglon of the United States of America shall govern \hls power of attorndy.
¥ 4
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STATE QF WASHINGTON;
88, INDIVISUAL ACKNOWLEDGEMENT PR

Gounty oz MARRYIN

" [
PR,

Y cetify that T know or have satisfactory evidence that L is t
persop who appeared befora re, and sald person acknowledged that ned this instrument and acknowledged it to be

free 2nid voluntazy act for the usps and purposes mentioned in llim {nstrument,
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