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

Except to the extent you state otherwise, this document gives the person you name as your agent
the authority to make any and all health care decisions for you in accordance with your wishes,
including your religious and mora beliefs, when you are no longer capable of making them

yourself.

or treat
edth care

Because "health care" means any treatment, service, or proc
your physical or mental condition, your agent has the p
decisions for you. Your agent may consent, ref sent to medical
treatment and may make decisions about e-sustaining treatment.
Y our agent may not consent to vo health services, convulsive treatment,
psychosurgery, or abortion. A phy our agent'sinstructions or allow you

to be transferred to anot

Your agel
health care

ur doctor certifies that you lack the competence to make

Your agent is obligated to follow your instructions when making decisions on your behalf.
Unless you state otherwise, your agent has the same authority to make decisions about your
health care as you would have had.

It is important that you discuss this document with your physician or other health care provider
before you sign it to make sure that you understand the nature and range of decisions that may be
made on your behalf. If you do not have a physician, you should talk with someone else who is

knowledgeable about these issues and can answer your questions. You do not need a lawyer's



assistance to complete this document, but if thereisanything in this document that you do not
under stand, you should ask a lawyer to explain it to you.

The person you appoint as agent should be someone you know and trust. The person must be 18
years of age or older or a person under 18 years of age who has had the disabilities of minority
removed.

Y ou should inform the person you appoint that you want the person to be your health care agent.

You should discuss this document with your agent and your physician and give each a signed

copy.

Y ou should indicate on the document itself the people and i copies.

Your agent is not liable for health care decisions madeg
Even after you have signed this documen health care decisions for

yourself as long as you are able not be given to you or stopped over

your objection. You hav right ority granted to your agent by informing

your agent or your healt ider orally or in writing or by your execution of
a subsequ p PUnless you state otherwise, your appointment of a
spouse di r

This docum t be changed or modified. If you want to make changes in the document,

you must make an entirely new one.

Y ou may wish to designate an aternate agent in the event that your agent is unwilling, unable, or
ingligible to act as your agent. Any alternate agent you designate has the same authority to make

health care decisions for you.

THIS POWER OF ATTORNEY IS NOT VALID UNLESS IT IS SIGNED IN THE
PRESENCE OF TWO COMPETENT ADULT WITNESSES.



Unless he or sheis your spouse, or adult child or brother or sister, none of the following persons
may act as your attorney-in-fact: your physicians, the physicians employees, or the owners,

administrators, or employees of the health care facility where you reside or receive care.

| HAVE RECEIVED THE ABOVE DISCLOSURE AND HAVE READ AND UNDERSTAND
ITSCONTENTS.

Date:

(Signature)

(Print Name)

A




DURABLE POWER OF ATTORNEY
FORHEALTH CARE

(RCW 11.94.010)

; (insert your name) appoint:

Name:

Address:

Phone;

ent | state
able to

as my agent to make any and all health care decisions for me, exc
otherwise in this document. This medical power of attorn
make my own health care decisions and thisfact is ¢
If I become unable to make or to commun th care decision, my
Agent, as my fiduciary, shall hav make decisions for me under this
Durable Power of Attorn
for myself if | had abilit I his authority, my agent shall use his’her best

efforts to di pr

H tent that | could make such decisions

h me as much as practicable and to determine my

desires, w e to understand what my agent may be saying and whether or not

| am abletor nd.

If my Agent cannot determine my then current desires, my agent shall make a decision for me
based:
A. Primarily, upon my desires, intentions, and limitations expressed in this Durable
Power of Attorney for Health Care and in any Health Care Directive, Directive to
Physicians, Living Will, or other health care declaration that | have executed or as
otherwise known to my agent, and

B. Secondarily, upon what my agent believes to be in my best interests.

My agent's authority to interpret my desires is intended to be as broad as possible except for the



limitations | state below. Accordingly, unless specifically limited as stated below, my agent
shall have al powers conferred upon my agent by law as well as the following power and
authority, all exercisable on my behaf and for my benefit:

To consent, to refuse consent, or to withdraw or revoke consent to any care, treatment, service,
or procedure (and expressly including withholding or withdrawal of life-sustaining treatment) to
maintain, diagnose, or treat a physical, medical, mental, psychological, or psychiatric condition
of mine, for example, and not by way of limitation: any medical, surgical, diagnostic,
psychological, or psychiatric procedure, treatment, or medication, or any mechanical or other
procedure that may affect bodily function, such as artificial respiration, nutg

hydrational support, cardiopulmonary resuscitation, experimental treatm

To request, gain access to, receive, and review any infg ' [ arding my

To obtain any information what al affairs or physical or mental
health or treatment from

physician, hospital, inst ist, nurse, attendant, technician, or personnel,

and toward Ilege over such information in favor of my Agent.

To execute er document, for example, one that may be required in order to

obtain the for other information.

| intend that my authorization for therelease of recordsand
information related to my health care comply with and fulfill all
requirementsunder the privacy standards (45 CFR Part 160) as
implemented under Section 264 of the Health Insurance Portability
and Accounting Act of 1996, P.L. 104-191 (" HIPPA").

To disclose, or to consent to the disclosure of, any of the foregoing or other information.

To authorize my admission to or discharge (even against medical advice) from any health care

facility or service, such as a hospital, nursing home, or residential care, assisted living, mental



health, or similar facility or service.

To execute any document or order entitled or purporting to be a"Refusal of Treatment,” a
"Leaving Health Care Facility Against Medical Advice," a"No Code - Do Not Resusitate,” or

similar document or order.

To execute any necessary waiver or release from liability required by any physician, hospital, or

health care provider or facility.

To contract for any health care related product, service, or facility or anythin (N furtherance

of my desires expressed, or to exercise any power authorized, in this Du

To employ and discharge medical (eg, physicians, psychiatri
psychotherapists, mental health counsellors, etc.)
physical therapists, etc.).
To authorize or to refuse to authori edication or procedure, including
any medication or proc am, even though such use might lead to
permanent physi iction or might hasten the moment of my death.

To author horize or to arrange for any nontraditional or unconventional
medication, pro erapy, for example, acupuncture, biofeedback, cutaneous
stimulation, g agery, or relaxation therapy.

To visit and provide companionship for me and to be accorded the status of a member of my
family for purposes of visitationand access to me at any place or in any setting in which the

right to be present may be restricted to family members.

To express my desire to reside in my home and, if I am living away from my home, my desire
and intent to return to my home if possible and, if not possible or practicable, to a hospice or

similar care facility.



To make arrangements for my funeral or memorial services and for the the disposition of my
remains. | intend that this authorization shall constitute my written direction as regards:
A. Direction of the disposition of my remains following my death under RCW
68.50.160,
B. Disposition under the Uniform Anatomical Gift Act (RCW 68.50.520 through
68.50.620, as amended),
C. Authorization for an autopsy under RCW 68.50.101, as amended, and
D. My funeral services and burial or cremation.

My Agent shall act consistently with my desires as expressed by me during my lifetime, and if

written direction shall not terminate upon my death; however, revocatio ' le Power
of Attorney for Health Care by me during my lifetime shall
under this written direction under the statutes listed [ emina

separate writing.

fr

health care providers or facilities, cgtants and other appropriate persons

To consult with, and obtain informaj y family, my physicians and other

regarding my health, c Swhich, | waive any and al privilege over

such informati Qaei favo!

To take an
to my agent in

S necessary or proper to carry out the authorization | have granted
le’Power of Attorney for Health Care; and in furtherance of that grant
of authority:
A. To pursue any legal or administrative action in my name and on my behalf at the
expense of my estate to compel compliance with my desires as expressed in this
Durable Power of Attorney for Health Care or as otherwise determined by my agent;
and

B. To seek actual and punitive damages for the failure to comply.



LIMITATIONS ON THE DECISION-MAKING AUTHORITY OF MY AGENT ARE AS
FOLLOWS:

DESIGNATION OF ALTERNATE AGENT.

(You are not required to designate an alternate agent but you may do so. An alternate agent

may make the same health care decisions as the designated agent if t ated agent is

unable or unwilling to act as your agent. If the agent designat ouse, the

designation is automatically revoked by law if your marria

If the person designated as my agent is unable or e decisions for me,

| designate the following personsto serve are decisions for me as

authorized by this document, wh

A. First Altern

Address:

Phone;




B. Second Alternate Agent

Name:

Address:

Phone;

The original of this document is kept at:

ns have signed copies:

Address:

Phone;

Name:




Address:

Phone;

Any person acting without negligence and in good faith and reasonable reliance on this Durable
Power of Attorney for Health Care shall not incur any liability thereby.

All acts done by my Agent under this Durable Power of Attorney for Heal all have the
same effect and inure to the benefit of and bind me and my estate, heirs,

successors, and assigns asif | had performed such acts perso

[
d auth

| and my estate hold harmless and indemnify ts done in good

faith, not in fraud of me, and in accordanc granted by this Durable

Power of Attorney for Health Car

My agent shall be entitl
ut t

out Court order, for al reasonable expenses
Is Power of Attorney for Health Care but shall not be

entitled to f er services.

incurred in

| want every S Durable Power of Attorney for Health Care to be fully implemented. If
any part is held to be invalid or unenforceable, its remaining provisions shall remain in full

effect.

This Durable Power of Attorney for Health Careis made in, and shall be interpreted under the
laws of, the State of Washington, although | intend it to be valid in any jurisdiction in which it is
presented.



DURATION.

| understand that this power of attorney exists indefinitely from the date | execute this document

unless | establish a shorter time or revoke the power of attorney. If | am unable to make health
care decisions for myself when this power of attorney expires, the authority | have granted my
agent continues to exist until the time | become able to make health care decisiong for myself.
(IF APPLICABLE)

This power of attorney ends on the following date:

PRIOR DESIGNATIO

| revoke any prior Durable Power of Attor

ACKNO URE STATEMENT.
| have been Sure statement explaining the effect of this document.

| haver Information contained in the disclosure statement.

| expressly r e right to revoke this Power of Attorney at any time by written

instrument signed by me and delivered to my attor ney-in-fact/Agent.

(YOU MUST DATE AND SIGN THIS POWER OF ATTORNEY.)

| sign my name to this Durable Power of Attorney for Health Care on day of
(month, year) at
(City and State)




(Signature)




Attestation

In accordance with RCW 9A.72.085, each of us declares under penalty of perjury under the laws
of the State of Washington that the following is true and correct to the best of his’her knowledge:

On the date and at the place shown immediately above, in my presence and in tgmoresence of the

other witnesses, the Principal declared this document to be his’/her Dur
for Health Care, requested me and the other witness to act as witnesses to ing of the
Durable Power, and then signed the Durable Power. Immedi

Principal’ srequest, | and the other witness now si I

ereafter
er L

presence of the Principal and each other.

The Principal is personally known e er to be capable of making health

care decisions.

| am not:
Th , or an employee of the health care provider, of the Principal;
Financi sible for the health care of the Principal;

A credito

Related by blood, marriage, or adoption to, or a potential Heir-at-Law of, the Principal; or

the Principal;

A beneficiary under any valid Will or other estate planning document of the Principal.

Signature Printed Name & Address

Witness




Witness

AGENT'SACCEPTANCE

, as attorney infact ("Agent") for

("Principal™), accepts and acknowledges delivery to him or her, as Agent, of the foregoing
Durable Power of Attorney for Health Care and agrees to be bound thereby.

Dated:

Telephone Number with Area Code



