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1, DESIGD.J}.TION OF ATTO Y-IN-FACT AS HBALTH CARE AGENT i
£ € E_,Z&Ad,_éfruwsan, LA
N ~ (Insert nome, and address), dohereby designate and
appoint_(_*hance s Radis e

N #4 Y
(inseit name, address, and telophone of designated health care agent), as my

attorney-in-fact (agent), {o make Lealth care decisions for me as authiorized ir this document. For the purposes of this

document, “health care decisi. *" means consent, refusal of consent, or withdrawal of consent to aiy sare, treatment,

non-treatment, as provided in Chapler 7,70 RCW, service, or procedure lo maintain, diagnose, or treat an individual's

physical condition.

CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE

By this document | intend to créate a durable power of attorney for health care, This power of attorney shall not be affected by

my disabllity or incomipstence und shall continue In full force and effect until revoked or terminated as set forth in paragraph 9,

GENERAL STATEMENT OF AUTHORITY GRANTED

Subjuct to any lmitations in this document, I hereby grant to my agent full powsr and authorily to make health care decisions

for me to the same extent that | could make such decisions for myself if 1 had the capacity 1o do o, In exercising this

nuthority, my agent shall make health care declsions that afé consistent with my deires as stated in this document or

otherwise made known to my agent, including, but not Hmited to, my desiras soncerning obtaining or refusing or

withdrawing life-prolonging care, treatment, services and procedures, Provided, however, riy agent may not consent, without

court approval, to tny procedure refurred fo in RG,W. 11.02,040(3) that raguires court approval before a guardian may consent

to such.

STATEMENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIONS

Int exeraising the auihority under this duzable power of attorney for health care, my agent shall act consistently with my

desires and s subject to the spoctal provisions and limitations stated in any living will which I have sxecuted.

INSPECTTON AND DISCLOSURE OF INFORMATION RELATING TG MY PHYSICAL OR MENTAL HEALTH

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

a. Request, review, and receive any information, verbal or written, regarding my physical or meutal health, including,

but not limited to, medical and hospital records.

b, Execute on my behalf any releases or other documents that may be required in order to obtain this information.

¢ Gonsent to the disclosure of this information,

d.  Consent to the donation of any of my organs for medical purposes.
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6,  SIGNING DOCUMENTS, WAIVERS AND RELEASES

Where necessary to implement tho health care decisions that my agent is authorizod by this document to make, my

agent has the power and authority to exocute on my behalf al} of the following;
Documents titled or purporting to be a “Refusal to Permit Treatment” and “Leaving Hospital Agatnst Medical
Advice",
Any necossary waiver or release from liability required by a hospital or physician,
Any documents pursuant to the power of substitution in the premises, which I hereby, grant to my agent subject to
my cholce of alternates below,

comes ineligible to act as my agent to make a

person's appoin! t op/authority to act as my agen\to makeAlealth care ducisions for e, then I designate and
appaint the followind(persons to serve as my agent thmgké health care decisitns for me as authorized in this
decument, such persghs Y serve in the order lsted below:

4 First Alternate Agont:

AN (Ingort name! nddress}\dtolophone numbe uf first alternate agent)

b, Second Al)e(rnato Agent; »
{Inser¥namae, address und\elaphone number of second alternate agent)

PRIOR DESIGNATIONS REVOKED
I'revoke any priar durable power of attorney for health care.

TERMINATION

“This power of attorney may be terminated by wiltten notice, court approval of revocation, recording a natieo with the
County Auditor/Recorder, and shall b automatically revoked upon my death but only upon actual notice or
knowledge of such by my agent,

APPLICABLE LAW
The lawz cf the State of Washinglon of the Unitad Stat -3 of Ameriaa shall govern this power of attorney,

Datod _ééay;y_z,é?ag} ﬁ‘ﬁi&“" Versy on Clilins

State of Washington,

County oém_@’

INDIVIDUAL ACKNOWLEDGEMENT

I certify that I knuw or have satisfactory evidence that EZ{ gene. y@ ooy /éo / // s is the

pgrson who appeared before me, and said person acknnwledged tHat/i€. signad $his instrument and acknowle
_,Z A free and voluntary a .

ot for the uges and purposos mentioned in theJdst
Dated this :2 #/ﬁ __0'\ 1/&’/@%."2&; ]
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