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as my health care agent to make any and all health care decisions for me, except to the extent that I state 
.. ~ otherwise. This proxy shall take effect when and if I become unable to make my own health care decisions. 

(2) Optional mstructions: I direct my agent to make health care decisions in accord with my wishes and 
limitations as stated below, or as he or she otherwise knows. (Attach additional pages if necessary.) 
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(Unless your agent knows your wishes about'artificial rlutrition and hydration (feeding tubes), yo r agent 
will not be allowed to make decisions about artificial nutrition and hydration. See instructions on reverse 
for samples oflanguage you could use.) \ Vo.>\S\'" +>- be- Gt\l-\I3~OI.. 1\- .... -t1.£.r"'\ d.'Z.<\.~. I/\. ctJc.t,~'>jof) 
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(3) Name of"substitute or fill-m agent if the person I appoint above is unable, unwilling or unavailable to act as 
my health care agent. 
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(name, horne address alld telephone number) 

(4) Unless I revoke it, this proxy shall remain in effect indefinitely, or until the date or conditions stated below. 
This proxy shall expire (specific date or conditions, if desired): 

[/v ~L----(5) Signature ___________________________________________ _ 

Address --\-1<1 Le..:? b~8~1l....!... ... ~~~h\:...;.:o.:.!..!'t\5~b~"":...!....:....7~.L\3-=A~,. ________________ _ 
Date _____ 4-"-1_1....._b_'_CS_'1-___________________ _ 

Statemeilt by Witness (must be 18 or older) 

I declare that the person who signed this document is personally known to me and appears to be of sound 
mind and acting of his or her own free will. He or she signed (or asked another to sign for him or her) this 
document in my presence. 
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If the person I appoint i$~llnwilling or unavailable to act as my health care ~cnt.1 hen:by 

ilppoint c...~1'" ',)1!M(. f' f\I'\.I'\.~~ '" 
(name, homf! address and telephone number) 
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(4) o.tMnab I I.lirt:d my ht:alUI (art agt'nt to maltt ht"alth can decisions a<:cordini! to my ...... i5he5 a.nd 
limitations. as he or she knows or as stateu below. (If !IOU want to limit your agent s authoril.', to make 
health care d«isions for you or to give specific instructions. you may slate !Jour wishes or limitations 
here.) I ()ired my ht-alth c:<lre agi:nl to make health care decisions in accordance with the following 
IimitaUons atl\Vor inslructions (ull(Jch "dC/fliunal pu~s~' necessary): i ( ...o::--~:.c. R(.,.-.u J.tt'U~, >'\l,. ,-t :s 
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10 order for your agent "to make health care deci~ion~ for )'ou about artificial nutrition and hydration 
(nouri .. hmenf and water provided bv feeding tube and introL'enous line), your agent must reasonably 
know your \\ishes. You can eithu tell your ~nt what your ""ism's 4lre or include th ... m in this section. 
See instructions for sampi~ languallt: that you (ould 1I~ i( YOII choose to include your wi!>he.t. "" thi!li 
form, including your wi~hcs about artificiainutrition and h}'dration. 
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"1 Lumgti~ ________________________________________________ ___ 

If you do not state your wUh~ or instructions about organ andlor tissue donation on this form. it will 
not be: taken to mean that you do not wish to make a donation Of prevent a penon, who is otherwise 
authorized by lIw. to consent to .. donltion on your behalf. 

or 
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