RECORDING REQUESTED BY AND MAIL TO:

&tWo

htf;zj POWER OF ATTORNEY FOR HEALTH CARE
or® (Durable Power of Attorney)
1. Creation of Power of Attorney for Health Care. By this document 1, (fill in full legal name)

, aresidentof County,
California, intendtocreate (fill in county of domicile)

apower of attorney for health care. A power of attorney enables the person designated belowto make health
care decisions for me as permitted in California Probate Code sections 4600-4805, Health Care Decisions Law
operative July 1,2000. This power of attorney shall remainin force foran indefinite period of time and shall not
be affected by my subsequentincapacity.l intend that my health care agent(s) be my personal representative
withinthe meaning of and have all osthe same rightsas I would have under the Health Insurance Portability and
Accountability Actof 1996, together with furtheramendments, 42 USC 1320d and 45 CFR 160-164.

2. Designation of Health Care Agent. | do hereby designate and appoint the following persons asagents,
each of themseverally and notjointly, my attorneys in fact, and each of them shall be referred to inthis power
ofattorneyas “myattorney infact.” Each of these persons, acting alone, shall have full power and authority to
actonmy behalfunder the terms of this power of attorney:

(Enter name of First Alternate Agent)

(Enter street address)

(Enter City, State and Zip Code)  (Phone Number)

(Enter name of Second Alternate Agent)

(Enter street address)

(Enter City, State and Zip Code)  (Phone Number)

(Enter name of Third Alternate Agent))

(Enter street address)

(Enter City, State and Zip Code)  (Phone Number)
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(Enter name of Fourth Alternate Agent)

(Enter street address)

(Enter City, State and Zip Code)  (Phone Number)

(Enter name of Fifth Alternate Agent)

(Enter street address)

(Enter City, State and Zip Code)  (Phone Number)

(Should the addresses of any of the above-named Agents_change, the new address can be listed on the last
page of this document. Do not scratch out and change addresses)

2.(B) Negative designation.

I have specifically, intentionally and willingly appointed the above personsto be my agent(s), my sole agent(s),
my only spokesperson(s), who shall consultwith my health care providersand ensure that my health care wishes
are honored. Under no circumstances shall my health care provider consider any input fromthe below named
persons, and under no circumstances shall they participate inany health care decision making on my behalf. enter

names below)

3. General Statement of Authority Granted.
A. IfIbecomeincapable of giving aninformed consentto any health care decision, I hereby grantto my agent

full power and authority to consent, refuse consent, or withdraw consent to any type of health care procedure
(includingany procedure to maintain, diagnose, or treatany physical or mental condition), or to make any other
health care decision, to the same extent that | could if I were competent to do so, subject to the terms of this
instrument. My agentshall exercise this power and authority inaccordance with my expressed desires, known
tomyagent, whether contained in thisdocumentor not. Before acting, my agent shall attemptto communicate
with me regarding my desires unless such attemptwould be futile. If my desires are unknown, then my agent
should decide for me, having my bestinterests inmind. My agent is further authorized:

Toauthorize, or refusetoauthorize, any health care decision, or medical treatment, if I shall be physically or
mentally incapacitated or otherwise unable to make suchauthorization for myself, including but not limited to
authorization for emergency care, hospitalization, surgery, therapy, and/or any other kind of treatment or
procedurethat, inmyagent’ssole discretion, my agent thinks necessary for my benefitand well being.
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Toconsultwithandadviseany physicians, nurses, therapists, dentists, or any other medical and/or health care
institutionson my behalf, assuch consultationsrelate tomy healthand welfare. All such personnel and institutions
are specifically requested to abide by any andall decisionsand instructions of my agentandto release to my agent
any andall information that my agent may request concerning my healthandwell being.

Toreceive intomyagent’ssole possessionany and all items of personal property and effects that may be
recovered from or about my person by any hospital, police agency, or any other personatthetime of my illness,
disability, or death, thisto specifically include my remains, ifapplicable.

B. “Health care decisions” means consent, refusal of consent, or withdrawal of consent forany care, treatment,
service, or procedure to affect my physical or mental condition, as well as consent to release of medical
information.

C. Iltrusteachagentlhaveappointed, and each knowsand understands my desires, and inwhose judgment
I have absolute faith, to exercise the agent's discretion inamanner that would be satisfactory tome if I had the
capacity togive or refuse to give consent.

D. Beforeacting, myagentshallattemptto communicate with me regarding my desires unlesssuch attempt
wouldbefutile. If am unreachable by such communication, and my desires regarding a particular health care
decisionare unknown, my agentshould make the health care decision guided by the following: any preferences
that | have previously expressed, preferences stated herein, and information received from the attending
physician(s) concerning my prognosis, all the while having my best interestsinmind.

E. IfaDeclarationunder the Natural Death Act, as set forth inthe California Health and Safety Code, is
signed by me, whether itissigned before, inconjunction with, or after this Durable Power of Attorney for Health
Care, itismy intention that the language in the Natural Death Actshould innoway limitthe powersgiventomy
agentinthisdocument. If I have signed a Declaration, itwas with the hope that the cumulative effect of both
documentswould helpimplementmy intentions.

4. Statement of Desires. Special Provisions, and Limitations. Inexercising the authority under thisdurable
power of attorney for health care, my agent shall act consistently with my desires as stated below and is subject
tothe special provisionsand limitations stated below.

(a) Statement of Desires Concerning Life-Prolonging Care, Treatment, Services, and Procedures:
(Initial One)

Avrtificial Life Support Desired: (initial choice)

| expressthe desire that my life be prolonged to the greatest possible extent without regard for my
physical or mental condition, chance of recovery, likelihood of suffering, or expense and authorize my agentto
consenttowhatever medical procedures are necessary toaccomplishthisend. I trust my agent, who knows my
desireswell,and inwhose judgment I have absolute faith to exercise the agent's discretion inamanner thatwould
be satisfactory tome.

see next---
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Artificial Life Support Not Desired - the "'Living Will"* type provision:

______ If have anincurable or irreversible physical or mental condition, even if lam not in a persistent
vegetative state or some other form of permanent unconsciousness, | want care and treatmentthat will enable
metotake partinactivities of daily living, to eatand drink and to communicate meaningfully with others. I want
to live my life with dignity and for my loved ones to have pleasant memories of my final days. Thus,  wishto be
allowedtodiewithout prolonging my deathwith medical treatment includingartificial nutritionand hydrationthat
willnotbenefitme.

I wish to make my own decisionsas longas | amabletodoso. If lamincapacitated, then | give my agent
fullauthority and discretion to make decisions about medical treatment for me within the context of the following
values:

1. lwanttodieanatural death withouthaving my life prolonged by machines or non-beneficial treatment.
2. lwantmy religious beliefsto be honored.

3. lwanttodie free of unnecessary painand suffering even if pain medication will shorten my life.
4.1don’twantto be aburdento my family.

5. 1don’twantmy life prolonged, by any means, when this life has no more meaning for me.

6. 1don't wantartificial nutritionand hydration unless necessary for my comfortor to alleviate pain.

I trust my agent to make my medical decisions within the context of these values.

(b). Itismy desire that my agent consent to and arrange for the administration of any type of painrelief, even
though its use may lead to permanentdamage, addiction, or even hasten the moment of, but notintentionally
cause, my death.

(c) Regarding the decisiontowithhold or withdraw life-sustaining treatment, | desire that my agent act after
allowingareasonable period of time for observation and diagnosis.

(d) If1develop Alzheimer’sdisease, | would like all noninvasive life-prolonging treatments suchasartificial
nutrition, fluids, andantibioticsas long as | have the ability to meaningfully interact with my family and friends,
andamphysically independent, but I do notwanthighly intrusive treatmentssuch as CPR, mechanical ventilation,
orkidney dialysis. However, if I lose the capacity for meaningful interaction and physical independence, I then
wantonly treatments that would make me more comfortable and free from pain.  would then notwantartificial
hydration or nutrition.

(e) _Authority to enforce PAHC If my health care provider fails to honor my wishes as stated in this
document, | direct and authorize my agent to take appropriate legal action, if necessary in my agent’s judgment,
to enforce my right of self determination as | have intended by executing this document. If my health care provider
refuses to honor my agent’s decisions, | empower my agent to direct my health care provider to transfer my care
to another health care provider who will honor my wishes. If my health care provider thwarts, undermines, or does
not honor to the fullest extent my durable power of the attorney for health care decisions or my agent’s decisions,
| further direct and empower my agent to initiate an action for battery against my health care provider.
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5. Inspection and Disclosure of Information Relating to My Physical or Mental Health. My agenthas
the power and authority to do all of the following:

(a) Request, review, and receive any information, verbal or written, regarding my physical or
mental health, including, but not limited to, medical and hospital records;

(b) Execute on my behalfany releases or other documents that may be required in order to
obtainthisinformation;and

(c) Consenttothe disclosure of thisinformation.
6. Signing Documents, Waivers, and Releases. When necessary to implement the health care decisions
thatmy agent isauthorized by this document to make, my agent has the power and authority to execute on my

behalfall of the following:

(@) Documentstitled or purporting to be a“Refusal to Permit Treatment” and “Leaving Hospital
Against Medical Advice”;and

(b) Any necessary waiver or release from liability required by ahospital or physician.
7. Anatomical Gifts. My agent shall have [ ] shall not have [ ] the power and au-
thority to make adisposition of apartor parts of my body under the Uniform Anatomical Gift Act (Chapter 3.5,
commencing with Section 7150) of Part 1 of Division 7 of the California Health and Safety Code).

8. Disposition of Remains. My agentshall have the authority to arrange for the following disposition of my
remains under California Health and Safety Code sections 7100and 7100.1. I directthat:

[ ] my body be cremated.
[ ] my body be buried.
[ ]1have previously made arrangementsthrough:
(name of mortuary or facility)
(address)
phone ( )-
9. Authorization of Autopsy. | give do not give my agent the authority to

authorize anautopsy under California Healthand Safety Code section 7113.
10. Prior Designations Revoked. | revoke any prior durable power of attorney for health care only.

11. Nomination of Conservator of Person. If a conservator of the person is to be appointed for me, I
nominate the firstnamed agentto serve as conservator of the person, or the alternate agentsabove inthe order
designated. I grantto my conservator all the powers specified inthe California Probate Code. My conservator
shall serve insuch capacity withoutbond, orifabond isrequired, I request thataminimum bond be set. | revoke
all prior conservatorship nominations.
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WARNING TOPERSON EXECUTING THISDOCUMENT

THIS IS AN IMPORTANT LEGAL DOCUMENT. BEFORE EXECUTING THIS DOCUMENT, YOU SHOULD
KNOW THESE IMPORTANT FACTS:

THISDOCUMENTGIVESTHEPERSON YOUDESIGNATEASYOURAGENT (THEATTORNEY INFACT) THEPOWER
TOMAKEHEALTHCAREDECISIONSFORYOU. YOURAGENTMUSTACT CONSISTENTLYWITHYOURDESIRES
ASSTATEDINTHISDOCUMENT OROTHERWISE MADE KNOWN.

EXCEPTASYOUOTHERWISESPECIFY INTHISDOCUMENT, THISDOCUMENT GIVESYOURAGENT THEPOWER
TOCONSENTTOYOURDOCTORNOTGIVINGTREATMENTORSTOPPING TREATMENTNECESSARY TOKEEP
YOUALIVE.

NOTWITHSTANDING THISDOCUMENT, YOUHAVETHERIGHT TOMAKEMEDICALANDOTHERHEALTHCARE
DECISIONSFOR YOURSELFSOLONGASYOUCANGIVE INFORMED CONSENTWITHRESPECT TOTHE
PARTICULARDECISION. INADDITION,NOTREATMENTMAYBEGIVENTOYOUOVERYOUROBJECTIONATTHE
TIME,ANDHEALTHCARENECESSARY TOKEEP YOUALIVEMAY NOTBESTOPPEDORWITHHELDIFYOU
OBJECTATTHETIME.

THISDOCUMENTGIVESYOURAGENTAUTHORITY TOCONSENT, TOREFUSETOCONSENT,ORTOWITHDRAW
CONSENTTOANY CARE, TREATMENT, SERVICE,ORPROCEDURE TOMAINTAIN,DIAGNOSE,ORTREATA
PHYSICALORMENTALCONDITION. THISPOWERISSUBJECT TOANY STATEMENT OF YOURDESIRESANDANY
LIMITATIONSTHAT YOUINCLUDEINTHISDOCUMENT. YOUMAY STATEINTHISDOCUMENTANY TYPESOF
TREATMENT THAT YOUDONOTDESIRE. INADDITION,ACOURT CANTAKEAWAY THEPOWEROF YOURAGENT
TOMAKEHEALTHCAREDECISIONSFORYOUIFYOURAGENT (1) AUTHORIZESANYTHING THATISILLEGAL,
(2)ACTSCONTRARY TO YOURKNOWN DESIRES, OR (3) WHERE YOUR DESIRESARENOT KNOWN, DOES

ANYTHINGTHATISCLEARLY CONTRARY TOYOURBEST INTERESTS.

THISPOWERWILLEXISTFORANINDEFINITEPERIODOF TIMEUNLESSYOULIMITITSDURATIONINTHIS
DOCUMENT.

YOUHAVETHERIGHT TOREVOKETHEAUTHORITY OF YOURAGENTBYNOTIFYINGYOURAGENTORYOUR
TREATINGDOCTOR,HOSPITAL,OROTHERHEALTHCAREPROVIDERORALLY ORINWRITINGOFTHE
REVOCATION.

YOURAGENTHASTHERIGHT TOEXAMINEYOURMEDICALRECORDSAND TOCONSENT TOTHEIRDISCLOSURE
UNLESSYOULIMITTHERIGHTINTHISDOCUMENT.

UNLESSYOUOTHERWISESPECIFY INTHISDOCUMENT, THISDOCUMENT GIVESYOURAGENT THEPOWER
AFTERYOUDIETO(1)AUTHORIZEANAUTOPSY, (2) DONATE YOURBODY ORPARTSTHEREOFFOR TRANS-
PLANTORTHERAPEUTICOREDUCATIONALORSCIENTIFICPURPOSES,AND (3) DIRECT THEDISPOSITIONOF
YOURREMAINS.

IFTHEREISANYTHINGINTHISDOCUMENT THAT YOUDONOT UNDERSTAND, YOUSHOULDASKALAWYER
TOEXPLAINITTOYOU.

ADDITIONALWARNINGS
THISDOCUMENT REVOKESANY PRIORDURABLEPOWEROFATTORNEYFORHEALTHCARE.
YOURAGENT MAYNEED THISDOCUMENT IMMEDIATELY INCASEOFANEMERGENCY THATREQUIRESA
DECISIONCONCERNING YOURHEALTHCARE.EITHERKEEP THISDOCUMENTWHEREIT ISIMMEDIATELY
AVAILABLETOYOURAGENTANDALTERNATEAGENTSORGIVEEACHOFTHEMANEXECUTEDCOPY OFTHIS
DOCUMENT.YOUMAY ALSOWANT TOGIVEYOURDOCTORANEXECUTEDCOPY OF THISDOCUMENT.
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DATE AND SIGNATURE OF PRINCIPAL

| declare that my lawyer has explained to me my rights in connection with this
instrument and the consequences of signing itand not signing it, and that | have read

the warnings contained in this instrument.
I signmy name to this Durable Power of Attorney for Health Care on ,
20 ,at County, California.

(signature

CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC

STATE OF CALIFORNIA )
) SS.
COUNTY OF )
On ,20 ,beforeme, ,

aNotaryPublic, personally appeared
who or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to the
withininstrumentand acknowledged to me that he/she executed the same in his/her authorized capacity, and that
by his/her signature onthe instrument the person, or the entity upon behalf of which the person acted, executed
theinstrument.

I certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing para-
graph is true and correct.

WITNESS my hand and official seal.

Signature
(Seal) Notary Public

Acceptance by agents:

I/We, the undersigned, accept the appointmentand consentto actas agent under the power of attorney
for health care executed by the above principal, on the above date. I/We have discussed the principal’s wishes
regarding health care and end-of-life decisions. Ifthe principal becomes incapacitated, I/\WWe understand that it
ismy/our duty to enforce the principal’swishes with regard to the principal's health care. (Agentssign and date)

Date:

Date:

Date:

Date:
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Acceptance by Physician:

I, the undersigned, am the physician of ,haveread
this power of attorney for health care and have had opportunity to discuss my patient'swishes inregard to
end of lifeissues and health care treatment preferences. If my patient becomes incapacitated, | understand
thatitis my duty to followacourse of action which will implementthe preferences expressed inthis docu-
mentinordertoassure that the principal's wishes will be honored.

Date:

signature
UPDATING ADDRESSES OF MY HEALTH CARE AGENTS

ENTERMOST CURRENT ADDRESSWHERE INFORMATIONHASCHANGEDANDSEND TODOCTOR:

Alternate Agent: ,
residingat ;

the telephone numberis ( )

Alternate Agent: ,
residingat ;

the telephone numberis ( )

Alternate Agent: ,
residingat ;

the telephone numberis ( )

Alternate Agent: ,
residingat ;

the telephone numberis ( )

Alternate Agent: ,
residingat ;

the telephone numberis ( )

Alternate Agent: ,
residingat ;

the telephone numberis ( )
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