Retwn Address:

200k X7 pacr /9
FILED 7 0t REGORD

SKAMZNIL GO, WASH
RY "Ooumes Soi

6 H 01

AUDITOR
GARY H. OLSON

-Tomaj L I\rwf/\/ : - -
__‘p.O-BOK = {22. ) l‘_!s':\'i,‘,}'§

_.;C.a\r‘__sof\li . ‘WQ_ 941D e .

DURABLE POWER OF ATTORNEY FOR HEALTH CARE ™
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Gdixhg N Eod Fidilred 5y the Wazkingio MGG, (R0
Reference # {if appliceble):
Grantor{s} (Principal): (1) (2) Addlnonpg ___
Grantee{s)Altorney in Fact) (1) (2) Addlonpg _
Legal Description (abbreviated):
Addl', legal is on page___Assessor's Froperty Tax Parcel/Accounte
1. DESIGNATION OF ATTORNEY-IN-FACT AS HEALTH CARE AGENT
i Ni L. Tresiw :
1 (Insert neme, and address), do hereby designate and
wppoint__Tames I, Triuwn P-0.80x 122 209 -427- 592 |

- (losert name, address, and telephone of designated health care agent), as my
attorney-in-fact (agent), to make health care decisions for me a3 authorized in this document. For the purposes of this
document, “health care decision” means consent, refusal of consent, or withdrawa! of consent to any care, treatment,
non-trealment, as provided In Chapter 7.70 ROV, service, or procedure to malntaln, disgnose, or treat an individual's
physicat conditios

CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE

By this docutnent [ intend (o create a durable power of attorney for health care. This
my disability or incompetence and shall continus in full force
GENERAL STATEMENT OF AUTHORITY GRANTED
Subject to any limitations in this document, I hereby grant to my agent full power and authority to make health care decisions
for me lo the same extent that I could make such decisions for myself if I had the capacity 10 do so. In exercising this
authority, my agent shakl make health care decisions that are consistent with my desires 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 procedures. Provided, however, my agent may not consent, without
coust approval, to any procedure referred to in RCW.

- 11.82.040(3) that requires court approval before a guardian may consent
to such. : \\\\
STATEMENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIGNS . |
In exercising the authority under this durable pawer of atiorney for health care, my agent shall act consistently with my
desires and is subject fo the special provisions and limitations stated in any living will which 1 have executed.
INSPECTION AND DISCLOSURE OF INFORMATION RELATING TQ MY PHYSICAL OR MENTAL HEALTH
Subject to any limitations in this document, my sgeat hag :-_i.m power and authority to doall of the following:

a.  Request, review, and recelve any information, verbal or wriiten, regarding my physical or miental health, including,
but not limited to, medical and kaspital records.

b.  Execute on my behalf any releases cr other documents that
€. Consent to the disclosure of this information.

Consent 1o the donation of any of my organs for medical Durposes.

power of attorney shall not be affected by
and effect until revoked ot terminated as set forth in paragraph 9.

may be required in order to obtain this information.
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6.  SIGNING DOCUMENTS, WAIVERS AND RELEASES | 7

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 my behalf all of the following:

a.  Documents titled or purporting 1o be & ~Refusal te Permit Treatment™ and “Leaving Hospital Against Medical
Advice”. '

b, Any necessary waiver of release from lability required by a hospital or physician.

¢ Any documents pursuunt to the power of substitution in the premises, which 1 hereby, grant to my agent subject to
my choice of alternstes below.

7. DESIGNATION OF ALTERNATE AGENTS

1€1he person designated as my agent in paragraph 1 is not available or becomes ineligible to act as my agent to make a

health care decision for me or loses the mentaf capacity 1o make health care decisions for me, or if | revoke that

person’s appoictment or suthority to act as my agent to make health care decisions for me, then 1 designate and

sppolnt the foliowing persons to serve as my agent to make heslth care decisions for me as authorized in this
o document, such persons to serve in {he order listed below:

a.  First Alternate Agent: Shirley Lrwyw P-o - BO x 122 Cq V‘Jofl'. wﬁ,

(Insert name, adt{rﬁsis'and telephone number of first alternate

&)
b Second Allernate Agenl:_m_l_K&__IwunrﬂAL d 509 —aﬁ‘zll- 77%

(Insert name, address and telephone number of second alternate agent)

8. PRIOK DESIGNATIONS REVOKED v

I revoke any prior durable power of attorney for healih care.
LG

8. TERMINATION

This power of altorney may be terminated by written notice, court spproval ol revocation, recording & notice with the

Counly Auditot/Recorder, and shall be sutomatically revoked upon my death but only upen actual notice or
knowledge of such by my agent, -

10. APPLICABLE LAW
The laws of the State of Washington of the United Stales of America shall govern this power of sltorney.
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STATE OF WASHINGTON,

5. INDIVIDUAL ACKNOWLEDGEMENT
County of_SKZmsnrs

- 1 °
1 cerlify that I know or have satisfaciory evidence that V1 REiw 1A L~ FRr v A/
persgn who appeared before me, and said person acknowledged that __ signed 1his
free and voluntary act for the uses and purposes mentioned in |

o /);i‘xl‘t Qso/

is the
instrument and acknowledged it to be
instrument.
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