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DURABLE POWER OF ATVORNEY FOR HEALTH CARE -
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Grantor(s) (Principal): (1) (2) Addl'.onpg___|
Graniee(sj(Attorney in Fact) (1), 2) Addl.onpg____
Legal Dascription {abbreviatad);
AddY', legal is on page____Assessor’s Proparty Tax Parcel/A Ao,

% DESIGNATION OF ﬁmﬂNﬁY-lN-FAiT:l‘FAS HEALTH CARE AGENT
[}

L—Mirginig L. ey ,
i = - (Iusert nemy, and addreso), do hershy desigrate and
cappoint____Tames L. Truin P.0. box (22 Joq 421~ 592.(

: (Iusert name, address, and telephone of designated health care agent), as my

attorney-in-fact (agent), to make health care declsions for me as authorized in this d For the purposes of this

document, “health care decision” means consent, refusal of consent, or withdrawal of cofigent to any care, treatment,

non-tteatment, as provided in Chapter 7,70 ROW, service, or procedure to maintain, diagnose, or treat an individual's

physisal condition.

GREATION OF DURABLE POWER, OF ATTORNEY FOR HEALTH CARE

By this document ! intend to creats a durable powver of attornoy for health care, This power of attorney shall not be Affected by

my disability or Incompetoncs and shall continue in full force and effect until revokod or terminated as sei forth in poragraph 9.

GENERAL STATEMENT OF AUTHORITY GRANTED

Subject to any limitations tn this document, I hereby grant to my agant full power and authority to make health care decisions

for me (0 the sumq extent that | could make such decisions for myself if I had the capacity to do so, In exercising this

sathority, my agent shal} make heaith care deisions that are consistent with my dosires as stated in this document or

otherwise made known to my agent, including, but not limited to, my desires concerning obtaining or refusing or

withdrawing life-prolonging care, treatment, services and proced Provided, | s my agent may not congant, withous

court approval, fo any procedure referced to in RC,W. 11,02,040(3) that requires court approval before a guardian may consent

to such,

STATEMELT OF DESI®%, SPECIAL PROVISIONS, AND LIMITATIONS

In exercising the aut* uuity under this durable power of attornay for health care, my agent shall act cnnsistently with my

desirea and is subject to the special provisions and limitations stated in any living will which I have exevuted,

INSPECTION AND BISCLOSURE OF INFOCRMATION RELATING TO MY PHYSICAL OR MENTAL HEALTH

Subfect to any lintitations in this document, my agent has the power an4 nutharity to do all of the following:

8  Request, raview, and receive any information, verbal or written, regarding my phiysical or mental health, including,
but not lirnited to, medical and hospital records,

b Execute on my behalf any rel e *herd ts that may be required in order to obtaln this information,

¢ Consent to the disclosure of this information.

d.  Consent io the donatlon of any of my organs for medical purposes,

Durahis Power Of Attorminy for Heslih Care
©Washington Legal Blank, Inc., lsasquabi, WA, Form No. 108 7/07
MATERIAL MAY NOT BE REPRODUCED IN WHOLE OR IN PART IN ANY FORM WHATSOEVER www.walegalblank.com




800k Af]. pacx 90
6.  SIGNING DOCUMENTS, WAIVERS AND RELEASES

Wheie nececuary to implement the heaith care decisions that my agent is authorized by this document to muke, my

agent has the power and autiority to execute on my behalf all of the following:

n Documents titled or purporting to be a “Refusal to Permit Treatment” and “Leaving Hospita! Against Medical
Advice",

b.  Any nicessary waiver or releass from Hability required by a hospital or physician,

C.  Any dozuments pussuant to the powor of substiwution in the pronaises, which I hereby, grant to my agent subject to
my choice of alternatos below,

DESIGNATION OF ALTERNATE AGENTS
If the person designated as my agent in paragraph 1 is not available or becpmes ineligible ‘o :.t asmy agent to make &
health care decision or me or leses the mental capacity to make hezith care decisions for me, or If.1 revake that
person’s appointment or authority to act as my agent to make health care decisions for me, then I designate and
appoint the following persons ta setve as my agent to make health cave decisions for me as authorized in this
document, such persons to serve in !he order listed below:

a.  First Alternate Agent: G h\v IY‘_D_J_}M‘ P.O . Bo x, 122, Cd\f’.‘)‘gb‘ 4 wﬁ,

("nsert name, address and telephona n‘ulltn}er of first alterziate agsnt)’
b.  Second Alternate Agent:_MKe, Trwiw Qa[:;’g Ar a HOq - #27= 77&5’

{Insort name, address and telsphone number of second alternate agent)

PRIOR DESIGNATIONS REVOKED
1 revoks any prior durable power of attorney for healh care.

TERMINATION

This poier of attorney may be terninated by Wriiten notice, court approval of revacation, recording a notico with the
County Auditor/Recorder, und shall be automatically revoked upon my death but only upon actual notise or
kriowledge of such by my agent,

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

Dated _{’%:M akt ol O]/‘J;»(‘}‘ Ay :&4 \QAM:N»—/

STATE OF WASHINGTON,
INDIVIDUAL ACKNOWLEDGEMENT

County of_SA#Maw/g

-~ °
I certify that { know or have satisfactory evidence that ViR  Girl lA L~ FRU! ~ is the
perspn who appedred belore me, and said porson acknuwledged that ___signed thi< instramont and acknowledged it to be
.<§eg free and voluntary act for the uses and pusposes mentioned in tha instrutizent,
SN

le\l‘!r‘ QY o /);Pxfl 60/
s K oW,

d’pﬁn' @;y P, Ohses”

iame ___
Notiry Public inand for tho Statoor _WASAals 704/
My appointment expires: _£'0 * 37~ devy

\\\\\\“‘
]

"

ALY

'u. §) ;
et

W, G
A \\\1‘\\\‘4"




