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Durable Power of Attorney for Health Care
for

Paul J. Pearce

i
i

1. MyAgent.|, Paul J. Pearce, a reéident of the State of
Washington, appoint Kay Roeder, as my Agent with full authority to make health care
decisions-on-my behalf. See Exhibit A for my Agent’s contact information.

2. Altemate. If for any reason my Agent becomes unable or unwilling to act, | appoint
Doug Slyter, as my Agent with fuII authority to make health care. decisions on my behalf.
See Exhibit A for my Alternate Agent’s contact information

3. Durable Power of Attorney. This Power of Attorney shall not be affected by my disability and
will remain in effect to the extent permitted by RCW 11.94 or until revoked.

4.  Effective Date. This Power of Attorney shall become effective imme_diately;

5. Revoking My Power of Attorney.. | may revoke this Power of Attorney by a written notice
mailed or dehvered tomy Agent See Exhibit C for Revocation Notice.

6. Powersof Agent. | hereby grantfto my Agent full power and authority to make health care
decisions for me to the same extent that | could make such decisions for myself if | had the
capacity to.do so. In exercising this authority, my Agent shall make health care decisions
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 sustaining care, treatment, services and procedures. The power and.
authority to make health care decisions shall include, but not be fimited to, the following:

6.1  Accessto Medical Records. | hereby authorize all physicians and psychiatrists who
have treated me, and all other providers of health care, including hospitals, to
release to my Agent all information in my medical records which my Agent may
request. With respect to my Agent only, | hereby waive all privileges attached to
the physician patient relatlonshlp and to any communication, verbal or written,
arising out of such a relationship. My Agent is authorized to request, receive and
review any information, verbal or written, pertaining to my physncal or mental-
health, including medical and hospital records, and to execute any releases, waivers
or other documents that may be required in order to obtain such information, and
to disclose such information to such persons, organizations and health care
provnders as my Agent may designate.

Durable Power of Attorney for Health Care - Page 1 of 3
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6.2

6.3

6.4

6.5

6.6

6.7

6.8

HIPAA Release. In addition to the other powers granted by this document, | grant
to my Agent the power and authority to serve as my personal representative for
-all purposes under.the Health Insurance Portability and Accountability Act
(HIPAA) of 1996, as amended from time to time, and its regulations. My Agent
will serve as my HIPAA personal representative” and will exercise this authority

- atanytimethat my Agent is exercising authority under this documeni.

Health Care Providers. My Agent is authorized to employ and discharge health care

- providers, including physicians, psychiatrists, dentists, nurses and therapists, as my

Agent shall deem appropriate for my physical, mental and emotional well- -being.

Admission to Facilities. My Agent is authorized to apply for my admission to a
medical, nursing, res:dentlal or other similar facility, execute any consent or
admission forms required by such facility and enter into agreements for my care at
such facility or elsewhere during my ifetime or forsuch lesser periods of time as my
Agent may designate. My Agent s not authorized to arrange for my

commitment to or placement i in a mental health treatment fac:hty, except pursuant
to RCW 71.05. ;

Consent to Procedures. My Agent is authorized to arrange for and consent to
medical, therapeutic and surglcal procedures for me, incliding the administration
of drugs My Agentis not authorized to arrange for or consent to electroconvulsive
therapy. The power to make health care decisions for me shall include the power
give consent, refuse consent or withdraw consent to any care, treatment, service,
or procedure to mamtam dlagnose or treat a physical or mental condition. .

Visitation. My Agent shall have the unfettered right to visit me at any hospital or

-other medical facility where | reside or receive treatment.

Reserved Rights.  Notwithstanding any provision herein to the contrary, | retain the
right to make medical and other health care decisions for myself so long as | am
able to give informed consent wnth respect to a particular decision.

Withdrawal of Life—Sustaining Procedures.

A. 1have executed a Heialth Care Directive expressing my intentions with respect
to the use, continuation, or withdrawal of life sustaining procedures; thus, |
direct my Agent to take all appropriate steps to implement my directions.

7. Reimbursement of Costs. My Agent shall be entitled to reimbursement for alf reasonable
costs actually incurred and paid by my Agent on my behalf under the authority granted in
this document.

Durable Power. of Attorney for Health Care —Page2of3
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8. Nomination of Guardian. | nominate my Agent as the guardian of my person or estate for
consideration by the court if protective proceedings for my person or estate are hereafter

-commenced.

9. Accounting. My Agent shall keep accurate records of my financial affairs, including
documentation of all tran'sactidﬁs inwhich my Agent is involved. Upon request, my Agent
shall be required to present such records to me, a successor Agent, a guardian of my estate
or person, or to the acting pers_&ma! representative or executor named in my Will.

10.  Ratification and Indemnity. | hereby ratify all that my Agent shall lawfully do or cause to
be done by virtue of this document, and I shall hold harmless and indemnify my Agent

ﬁm Wr acts done in good faith. :
My Signature ; o - Date

Notarization

State of Washington : ‘ .
Countyof Skasmgmien

1 certify that | know or have satisfactory ;avidehce that, ’P/LU\. YPea Va'a B s
the person who appeared before me, signed above, and acknowledged that the signing was done
freely and voluntarily for the purposes mentioned in this instrument.

SUBSCRIBED and SWORN to before me on_(A/ {4 / 3 Ot

@Qf Y DIVE %W//L/

SIGNATURE OF NOTARY

: ;ja,l/{\_/l 0. P)DWLM

JAYNE |. BORDEN \ * PRINT NAME OF NOTARY
NOTARY PUBLIC | .
STATE OF WASHINGTON NOTARY PUBLIC for the State of Washington.
COMMISSION EXPIRES - :

FEBRUARY 15, 2019

My commission expires (O3, /15/ 019 .

Durable Power of Attorney for Health Care - Page3of 3 (l_%?
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Health Care Directive
of

Paul J. Pearce

As a person with capacity, 1 willfully and voluntarily execute this Health Care Directive. In the -
absence of my ability to give dlrectlons regarding the use of life Sustaining treatment it is my
intention that this directive shall be honored by my family and all medrcal providers as the final
expression of my legal right to refuse medical or surgical treatment, and | accept the
consequences of such refusal. I have appomted another person to make health care decisions
for me, whether through a durable power of attofniey or otherwise, then | request that my agent
be guided by my desires as expressed in this directive or as otherwise commumcated to my
agent. It is my wish that every part of. thls directive be fully implemented. If for any reason any
part is held invalid it is my wish that the remainder of my directive be implemented.

1. Withhold and Withdraw Treatment. If at any time | should be diagnosed in writingto be in a
terminal condition by my physician, er in a permanent unconscious condition by two
physicians, and where the apphcatlon of life sustaining treatment would serve only artificially
to prolong the process of my dylng, | direct that the followmg treatment be withheld or
withdrawn: {initial the choices that apply).

E
NO_Artificial nutrition. !
YES Artificial hydration.
NO Artificial respiration.

NO Cardiopulmonary Resuscitation (CPR) , including artificial ventilation; heart regulating
drugs, diuretics, stimulants, or any other treatment for heart failure.

NO Surgery to prolong my life or.keep me alive. .
NO_Blood dialysis or filtration for; lost kidney function.

i
1

O_Blood transfusion to replace lost or contaminated blood.
NO_Medication used to prolong-lv‘ife, not for controlling pain.

NO Any other_rnedical treatmenti used to prolong my life or keep me alive.

i
H
H

: Health Care Directive—Page 1 of 3 F@ /: : |
i ©Seattle University School of Law Clinical Program & Northwest Justice Project




AFN #2017002012 Page: 6 of 8

L 2

2. Comfort Care and Pain Medication. If at any time | should be diagnosed in writingtobeina
terminal condition.by my physician, or in a permanent unconscious condition by two
physicians, | want treatment to relleve my pain and symptoms and make me comfortable if |
appear to be in pain or experiencing other signs of discomfort, even if my physicians or other
medical providers believe this mlght umntentlonally hasten my death.

3. Health Care Institutions ~ Refusal to Honor My Advance Directive. If | am a patient at a health
care institution whose policy is to decline to follow advance directives that conflict with
certain religious or other beliefs when this document comes into effect; | direct that my.
consent to admlssmn shall not constitute implied consent to procedures or courses of
treatment that conflict with this advance directive. Moreover, ifa health care institution
declines to follow my wishes set out in the advance directive when this document comes into
effect, | direct that | be transferred as soon as possible to a hospital, nursing home, or other
institution that will honor the instructions provided in this document.

4. Changes and Revocation. | understand that, before | sign this directive, | can add to ordelete
from or otherwise change the wordrng of this directive. | further understand that at any time
I may revoke this directive entirely or execute a new directive with different provisions. Any
changes must be consistent with Washington State law or federal constitutional law to be
legallyvalid. s

5. Additional Directions: | make the.fpllowing additional directions regarding my care:

A. Anti-Anxiety drugs. | do nét wish the use of anti-anxiety drugs if they cause loss of
perception or consciousness.

| have signed this document in the presence 6f two witnesses.

e R A

/,A—a 2 / Cofot cr

My Signature Date
Statement of Witnesses
On Q|)‘4 ‘ 13- , the maker of this document signed it in my.presence. He or she is

personally known to meand | belleve him or her to be capable of maklng health care decisions, to
understand this document and to have srgned it voluntarily. R
® lam not related by blood or marriage to him or her.
e |am not now entitled to receive any portion of his or her estate, either by will or by
operation of law, or as a result of any claim against him or her.
e |am not his or her attending physician or an employee of that physician or of a health
facility in which he or she is a patient.

Health Care Directive — Page 2 of 3 /—: W
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Witness 2

Witness 1

OAfﬁlu Ay ﬁ%"'
Signature Signature

AnniM) Uiteders Prter Mocto

Name Name

éOQqQ7 52K Sut- 4 G0- 1S9

Phone Phone

2 ind River 2]

Po ivxzz‘) /er\-/é- ”‘u«scy.r//-c Wig .

TR 1WA A610l0
ST

Address 1 IECT9

?/7{/7

M
/ et
My Signature 5

Notarization

State of Washington

County of ,Sk dun/ annl Ly, | f

Dafe

| certify that | know or have satlsfactory evndence that/‘\)a 4)\ \ CaN(o

the person who appeared before me, signed above, and acknowledged that the signing was done

freely and voluntarily for the purposes mentnoned in this instrument.

SUBSCRIBED @i SWORN to before me on J’)Q [\ 2017

JAYNE | BORDEN
NOTARY PUBLIC

STATE OF WASHINGTON
COMMISSION EXPIRES
FEBRUARY.15, 2019

| Health Care Directive ~ Page 3 of 3 W ,

$IGNATURE OF NOTARY

Bovden

" PRENT NAME OF NOTARY
NOTARY PUBLIC for the State of Washington.

My commission expires; O}[ \Slap\9
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EXHIBIT A

Contact Information for /igent and Alternates as of the Date of Signing

My Agent’s Name
B Kay Roeder 1
| Address 11010 Chenowuth 0 By 3oC
North Bonneville, WA
98673 _‘1"?63?”,
, Phone o ' Email
| 509-427-5774 [Casey@Skamania.Org
My Agent’s Name
| Address
Phone : Email
L
My Alternate '
‘Agent’s Name |Douglas Slyter -
| Address ~ [2107 Franklin
. |[Camas, WA
-[08607
‘Phone o Email
' ' 360.608-2256 1 Slydug@yahoo.com
: My'AIt'é"rnate
__ Agent’'s Name_ .
Address
Phone ' | Email

Exhibit A — Contact Information for cl-\gentiand Alternates ’R?
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