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DURABLE POWER OF ATTORNEY FOR HEALTH CARE
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Reference # (if applicable):
Grantor(s) (Principal): (1) (2) Addl’, onpg___|
Granlao(s)(Attorney in Fact) (1), (2) Addl'.onpg ____|
Legal Description (abbrevinted);
Addl’, legal is on pags.___Assessor's Property Tux Parcel/Accountt)____

1. DESIGNATION OF ATTORNEY-IN-FACT AS HEALTH CARE AGENT
I, =Y J‘I\G‘Ag Gongat. - N ’92 Benes H S Sha &5 LauCsan, LA C;r?dn/a
(Pd, Bt HEES ) o {Insert nome, and addresy), do hereby designate and

appoint L\—C\:X‘(‘\{ At e "Daouglass S A 129 Vnocawues, WA
(3607 &7l -=502 {Ingeit name, address, and telephone of designated health cars agent), as my

attorney-in-fact (agent), to make health eare dectsions for me as authorized in this document, For the purposes of this

document, "health care decision” menns consent, refusal of consent, or withdrawal of consent to any care, t*eatment,

non-treatment, as provided in Chapter 7.70 RCW, service, or procddure to maintain, diagnose, or treat an individual's

physical condition,

CREATION OF DURABLE POWER OF ATTORNEY OR HEALTH CARE

By this document I inten to create a durable power of attomay for health care, This power of attorney shall not be atfectad by

my disability or incompetence and shall continue in full force and offect until vevoked or terminated as set forth in paragraph 9.

GENERAL STATEMENT OF AUTHORITY GRANTED

Subject to any timitations in this documiant, I hereby grant to my agent full power and authori.;  ~ake healtit care decisions

for ma;to the same axtent that 1 could maka such decisio:s for myself ! 1 had the capacil, - so. In exerclsing this

authosity, my agent shall make hoalth care decisions that are consistent with my desires as in this Jooument or

atherwiss made known to my egent, including, but not limited to, my desives concerning - taining or vefusing or

withdrawing life-prolonging cate, treatment, services and pracedures. Provided, however, my agant may not consent, withaut

court approval, to any prucedure refarred to in R.C,W. 11,92.040(3) that requires court approval before a guardian inay consert

to such,

STATEMENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIONS

In exercising the authority under this durablé power of attorney for health cure, my agent shall act consistently with oy

Husires and is subject to the spenial provisions and limitations stated in any living will which [ have executed,

IMSFECTION AND DISCLOSURE OF INFOKMATION RELATING TQ MY PHYSICAL OR MENTAL HEALTH

Subject to any limitations in this document, my agent has the power ar.d authority to do all of the following:

. Raquest, review, and recelve any Information, verbal or wrlttes, regarding my physical or mental health, including,

but not limited to, medical and hospital records,

b, Exacute on my behalf any releases or other documents that 1nay be required in order to obtain this information,

o, Consent to the disclosure of this information. ) /

d. Covsent to tho dunation of any of my organis for medical purposes. LRI
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SIGNING DOCUMENTS, WAIVERS AND RELEASES
Where necessary to implement the health care decisions that my agent is authorized by this document to make, my
agent has the power and authority to execute on ray behalf all of the following:
8. Documents titlad or purporting to be a “Refusal to Permit Treatment” and “Leaving Hospital Against Medical
Advice”.
Any necessary walver or release from liability requirnd by a hospital or physician,
Any documents pursuant to the power of substitution ia the premises, which I hereby, grant to my agent subject to
my choice of alternates below.

DESIGNATION OF ALTERNATE AGENTS
1f the person designated as my agent in paragraph 1 is not available or becomes ineligible to act as my agent to meke a
health care decision for me or loses the mental capacity to make health care decisions for me, or if I revoke that
person's appuintment or suthority to act as my agent to make health care decisions for me, then I designate and
appoint the following persons to serve as my agent to make health care decisions for me as authorized in this
document, such persons to serve in the order listed below:
a.  First Alternate Agent:___"Jeowy Ann Wisewa. s 42/ <4 ¥ hecd Folls £d . Car.ao'?, wh
BoG HI I~ 592  (insert name, ad-ress and telephone nuniber of first alternate agent)
b, Second Alternate Agent:__ .- oy K LG  J4 92 Atz ger ] Larson g
506 437-R343 (inisert narne, address and telephone number of second alténate agent)

PRIOR DESIGNATIONS REVOKED
I rev ke any prior durable power of attorney for health care.

TERMINATION

This power cFattorney may be terminated by written notice, nourt approval of revocation, recording a notice with the
County Auditor/Recorder, and shall be automatically revoked upon my death but only upon actual notice or
knowledge of such by my agent.

APPLICABLE LAW
The laws of the State of Washinglon of the United States of America shall govern this power of attorney.

Dated ‘{/% ﬁ/ : _W ?//72 ﬁ)‘%&lg/ﬁ"

8414, TE OF WASHINGTON,

County oﬁ.ﬂ’ﬂm&@@,—_

INDIVIDUAL ACKNOWLEDGEMENT

I cortify that I know or have satisfactory evidence that ALﬁ JiLs /!’I . /)"V" —}Zu?m 15 the
perzn who appeared before me, and sald person acknowlodged that ¢ signed this instrument andJacknowledged it to be

frep and vo}untary act for thy nses and purposes mentioned in the instrument.
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