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lRe!erence # (ifapplicable). . i ' j .
yCrantor(s) (Principal): (1) - . (2). . _Addl.onpg |
jGractee{s)Attorney in Fact) (1) __{2) = Addionpg:
" |Legal Pescription (abbreviated). _ )
Addl. legalis on Page__Assessor’s Property Tax Parcel/Accounts

e, L\ : S L9 0S8 z20eC R Qocsaa L0,
i - (Insert name, 3nd address), do hereby designate and

- STy,

- (Inser: name, address, and telephone of desigrated Bealth care agent}, 2s my
attornsy-in-fact fagent), to make health s |
document, “bealth care dscision”

fo my agent,

but oot limited to, medical and bospital;ec .
En:chonmybehalfmy releases or oth.
3 Consenttothedisdoql.}reqfthis informa

d. Consent to the dona_ﬁoi: of any of my otgans for medical purposes.
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6.

7.

I Second Alternate Agent: o/

18.

County oW/l

ROOK /6/& PAGE WS

SIGNING DOCUMENTS, WAIVERS AND RELEASES :
Where necessary to implement the health care decisions that my aéent is authorized by this document to make, my
agent has the powsr and autkority 10 execute on my behalf all of the followi ing:
Documents titled or purporting to be a ~Refusal 10 Permit Treatment™ and “Leaving Hospital Against Medical -
Advice”. -
Auny necessary waiver ot release from liability required b) 2 bospxta! or pb\s-czan.

Any documents pursuant to the power of substitution in the premises, which I hereby. gractto my agent subject te
my ckoice of alternates below. .

DESIGNATION OF AI.TERN ATE AGENTS

1€ the person designated as my agen! in paragraph 1 is not available or becomes inelngxb!e to act as my agenl to make 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 appointment or authority to act as ‘my agent to make health care decisions for me, then | designate and

appoinl the foliowing persons to serve as my agent to make health care decisions for me as aulhonzed in this
document, such persons to serve in the crder listed below:
a.  First Alternale Agent: U/ﬁ

L -

{Insert name, address and telephone number of first alternate agent) -

{Icsert name, address and teléphone numiber of second alternate agent)

PRIOR DESIGNATIONS REVOXKED - : B

1 revoke any prior durabie power of attorney for health Gse.

TERMINATION

This power of atturoey may be tenm:zated by written notice, court approval of revocation, recerding a notice with the

County Auditor/Recordar, and shall be automatically revoked upon my death but only upor actual nonce or
knowledge of such by my agect.

APPLICABLE LAW
The laws of the State of Washington ofthe United States of America shall gov ern this power of attoiney.

w St 725 ELl T,

'STATE OF WASHNGTON,

INDIVIDUAL ACKNCVLEDGEMENT

- 1 cszy !ha‘ l Xnow or have satisfactory evidence that is the
E who appeared befoes me, and said person acknowledged that signed this instrument and acknow]edged ittobe

free and volunfary act for the uses and purposes mentioned in the instrument.

,-gmms_LaM_

‘auhnm.,,

Notary Pubiic in and fox the State of _‘m

My appaintment expires




