DURABLE POWER OF ATTORNEY FOR HEALTH CARE
(California Probate Code Section 4771)

WARNING TO PERSON EXECUTING THISDOCUMENT

THISISAN IMPORTANT LEGAL DOCUMENT WHICH ISAUTHORIZED BY THE KEENE
HEALTH CARE AGENT ACT. BEFORE EXECUTING THISDOCUMENT, YOU SHOULD
KNOW THESE IMPORTANT FACTS:

THISDOCUMENT GIVESTHE PERSON YOU DESIGNATE ASYOUR AGENT (THE
ATTORNEY-IN-FACT) THE POWER TO MAKE HEALTH CARE DECISIONSFOR YOU.
YOUR AGENT MUST ACT CONSISTENTLY WITH YOUR DESIRESASSTATED IN THIS
DOCUMENT OR OTHERWISE MADE KNOWN.

EXCEPT ASYOU OTHERWISE SPECIFY IN THISDOCUMENT, THISDOCUMENT GIVES
YOUR AGENT THE POWER TO CONSENT TO YOUR DOCTOR NOT GIVING TREATMENT
OR STOPPING TREATMENT NECESSARY TO KEEP YOU ALIVE.

NOTWITHSTANDING THISDOCUMENT, YOU HAVE THE RIGHT TO MAKE MEDICAL
AND OTHER HEALTH CARE DECISIONSFOR YOURSELF SO LONG ASYOU CAN GIVE
INFORMED CONSENT WITH RESPECT TO THE PARTICULAR DECISION. IN ADDITION,
NO TREATMENT MAY BE GIVEN TO YOU OVER YOUR OBJECTION AT THE TIME, AND
HEALTH CARE NECESSARY TO KEEP YOU ALIVE MAY NOT BE STOPPED OR
WITHHELD IF YOU OBJECT AT THE TIME.

THISDOCUMENT GIVESYOUR AGENT AUTHORITY TO CONSENT, TO REFUSE TO
CONSENT, OR TO WITHDRAW CONSENT TO ANY CARE, TREATMENT, SERVICE, OR
PROCEDURE TO MAINTAIN, DIAGNOSE, OR TREAT A PHYSICAL OR MENTAL
CONDITION. THISPOWER ISSUBJECT TO ANY STATEMENT OF YOUR DESIRESAND
ANY LIMITATIONSTHAT YOU INCLUDE IN THISDOCUMENT. YOU MAY STATE IN
THISDOCUMENT ANY TYPESOF TREATMENT THAT YOU DO NOT DESIRE. IN
ADDITION, A COURT CAN TAKE AWAY THE POWER OF YOUR AGENT TO MAKE
HEALTH CARE DECISIONSFOR YOU IF YOUR AGENT (1) AUTHORIZESANYTHING
THAT ISILLEGAL, (2) ACTSCONTRARY TO YOUR KNOWN DESIRES, OR (3) WHERE
YOUR DESIRESARE NOT KNOWN, DOESANYTHING THAT ISCLEARLY CONTRARY TO
YOUR BEST INTERESTS.

THE POWERS GIVEN BY THISDOCUMENT WILL EXIST FOR AN INDEFINITE PERIOD OF
TIMEUNLESSYOU LIMIT THEIR DURATION IN THISDOCUMENT.

YOU HAVE THE RIGHT TO REVOKE THE AUTHORITY OF YOUR AGENT BY NOTIFYING
YOUR AGENT OR YOUR TREATING DOCTOR, HOSPITAL, OR OTHER HEALTH CARE
PROVIDER ORALLY OR INWRITING OF THE REVOCATION.

YOUR AGENT HASTHE RIGHT TO EXAMINE YOUR MEDICAL RECORDSAND TO

CONSENT TO THEIR DISCLOSURE UNLESSYOU LIMIT THISRIGHT IN THIS
DOCUMENT.
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UNLESS YOU OTHERWISE SPECIFY IN THISDOCUMENT, THISDOCUMENT GIVES
YOUR AGENT THE POWER AFTER YOU DIE TO (1) AUTHORIZE AN AUTOPSY, (2)
DONATE YOUR BODY OR PARTS THEREOF FOR TRANSPLANT OR THERAPEUTIC OR
EDUCATIONAL OR SCIENTIFIC PURPOSES, AND (3) DIRECT THE DISPOSITION OF
YOUR REMAINS.

THISDOCUMENT REVOKES ANY PRIOR DURABLE POWER OF ATTORNEY FOR
HEALTH CARE.

YOU SHOULD CAREFULLY READ AND FOLLOW THE WITNESSING PROCEDURE
DESCRIBED AT THE END OF THIS FORM. THISDOCUMENT WILL NOT BE VALID
UNLESSYOU COMPLY WITH THE WITNESSING PROCEDURE.

IF THERE ISANYTHING IN THISDOCUMENT THAT YOU DO NOT UNDERSTAND, YOU
SHOULD ASK A LAWYER TO EXPLAIN IT TO YOU.

YOUR AGENT MAY NEED THISDOCUMENT IMMEDIATELY IN CASE OF AN
EMERGENCY THAT REQUIRES A DECISION CONCERNING YOUR HEALTH CARE.
EITHER KEEP THISDOCUMENT WHERE IT ISIMMEDIATELY AVAILABLE TO YOUR
AGENT AND ALTERNATE AGENTS OR GIVE EACH OF THEM AN EXECUTED COPY OF
THISDOCUMENT. YOU MAY ALSO WANT TO GIVE YOUR DOCTOR AN EXECUTED
COPY OF THISDOCUMENT.

DO NOT USE THISFORM IF YOU ARE A CONSERVATEE UNDER THE
LANTERMAN-PETRIS-SHORT ACT AND YOU WANT TO APPOINT YOUR CONSERVATOR
ASYOURAGENT. YOU CAN DO THAT ONLY IF THE APPOINTMENT DOCUMENT
INCLUDES A CERTIFICATE OF YOUR ATTORNEY.

1. DESIGNATION OF HEALTH CARE AGENT.

(Insert your name

g and address)

do hereby designate and
appoint (Insert name, address,
and telephone number of one
individual only as your agent to make health care decisions for you.
None of the following may be designated as your agent:

(2) your treating health care provider,

(2) anonrelative employee of your treating health care provider,

(3) an operator of acommunity care facility,

(4) anonrelative employee of an operator of a community care facility,

(5) an operator of aresidential care facility for the elderly, or

(6) anonrelative employee of an operator of aresidential care facility for the
elderly. ) as my agent to make health care decisions for me as authorized in this document. For the
purposes of this document, "health care decision" means consent, refusal of consent, or withdrawal of
consent to any care, treatment, service, or procedure to maintain, diagnose, or treat an individual's
physical or mental condition.
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2. CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE.

By this document | intend to create a durable power of attorney for health care under Sections 4600 to
4752, inclusive, of the California Probate Code. This power of attorney is authorized by the Keene Health
Care Agent Act and shall be construed in accordance with the provisions of Sections 4770 to 4779,
inclusive, of the Probate Code. This power of attorney shall not be affected by my subsequent incapacity.

3. GENERAL STATEMENT OF AUTHORITY GRANTED.

Subject to any limitationsin this document, | hereby grant to my agent full power and authority to make
health care decisionsfor meto the same extent that | could make those decisionsfor mysdlf if | had the
capacity to do so. In exercising this authority, my agent shall make health care decisionsthat are consistent
with my desires as stated in thisdocument or otherwise made known to my agent, including, but not
limited to, my desires concer ning obtaining or refusing or withdrawing life-prolonging car e, treatment,
services, and procedures.

(If you want to limit the authority of your agent to make health care decisionsfor you, you can state the
limitationsin paragraph 4 (" Statement of Desires, Special Provisions, and Limitations") below. You can
indicate your desires by including a statement of your desiresin the same paragraph.)

4. STATEMENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIONS.

(Your agent must make health care decisions that are consistent with your known desires. You can, but are
not required to, state your desiresin the space provided below. Y ou should consider whether you want to
include a statement of your desires concerning life-prolonging care, treatment, services, and procedur es.
You can also include a statement of your desires concer ning other mattersrelating to your health care. You
can also makeyour desires known to your agent by discussing your desireswith your agent or by some
other means. If there are any types of treatment that you do not want to be used, you should statethem in
the space below. If you want to limit in any other way the authority given your agent by this document, you
should state thelimitsin the space below. If you do not state any limits, your agent will have broad powers
to make health care decisionsfor you, except to the extent that there are limits provided by law.)

In exercising the authority under thisdurable power of attorney for health care, my agent shall act
consistently with my desires as stated below and is subject to the special provisionsand limitations stated
below:

(a) Statement of desires concerning life-prolonging car e, treatment, services, and procedures:

(b) Additional statement of desires, special provisions, and limitations:

(You may attach additional pagesif you need more spaceto complete your statement. If you attach
additional pages, you must date and sign EACH of the additional pages at the sametime you date and sign
thisdocument.)
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5. INSPECTION AND DISCLOSURE OF INFORMATION RELATING TOMY PHYSICAL OR
MENTAL HEALTH.

Subject to any limitations in this document, my agent has 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 behalf any releases or other documents that may be required in order to obtain this
information.

(c) Consent to the disclosure of this information.

(If you want to limit the authority of your agent to receive and disclose information relating to your health,
you must state the limitations in paragraph 4 (" Statement of Desires, Special Provisions, and Limitations")
above))

6. SIGNING DOCUMENTS, WAIVERS, AND RELEASES.

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 al of the following:

(a) Documentstitled or purporting to be a"Refusal to Permit Treatment” and "L eaving Hospital Against
Medical Advice."

(b) Any necessary waiver or release from liability required by a hospital or physician.

7. AUTOPSY; ANATOMICAL GIFTS; DISPOSITION OF REMAINS.

Subject to any limitations in this document, my agent has the power and authority to do all of the
following:

(a) Authorize an autopsy under Section 7113 of the Health and Safety Code.

(b) Make adisposition of apart or 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 Health and Safety Code).

(c) Direct the disposition of my remains under Section 7100 of the Health and Safety Code.

(If you want to limit the authority of your agent to consent to an autopsy, make an anatomical gift, or
direct the disposition of your remains, you must state the limitations in paragraph 4 (" Statement of
Desires, Specia Provisions, and Limitations") above.)

8. DURATION.

(Unless you specify otherwise in the space below, this power of attorney will exist for an indefinite period
of time.)

This durable power of attorney for health care expires on

(Fill in this space ONLY if you want to limit the duration of this power of attorney.)
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9. DESIGNATION OF ALTERNATE AGENTS.

(You arenot required to designate any alter nate agents but you may do so. Any alter nate agent you
designate will be able to make the same health care decisions asthe agent you designated in paragraph 1,
above, in the event that agent isunable or ineligibleto act asyour agent. If the agent you designated is
your spouse, he or she becomesineligibleto act asyour agent if your marriageis dissolved.)

If the person designated as my agent in paragraph 1isnot available or becomesineligibleto act asmy
agent to make a health care decision for me or loses the mental capacity to make health care decisions
for me, or if | revokethat person'sappointment or authority to act as my agent to make health care
decisionsfor me, then | designate and appoint the following personsto serve as my agent to make health
care decisionsfor me asauthorized in this document, these personsto servein the order listed below:

A. First Alternate Agent

(Insert name, address, and telephone number of first alternate agent)
B. Second Alternate Agent

(Insert name, address, and telephone number of second alternate agent)
10. NOMINATION OF CONSERVATOR OF PERSON.

(A conservator of the person may be appointed for you if a court decides that one should be appointed.
The conservator is responsible for your physical care, which under some circumstances includes making
health care decisions for you. Y ou are not required to nominate a conservator but you may do so. The
court will appoint the person you nominate unless that would be contrary to your best interests. Y ou may,
but are not required to, nominate as your conservator the same person you named in paragraph 1 as your
health care agent. Y ou can nominate an individual as your conservator by completing the space below.)

If aconservator of the person isto be appointed for me, I nominate the following individual to serve as
conservator of the person

(Insert name and address of person nominated as conservator of the person)
11. PRIOR DESIGNATIONS REVOKED.
| revoke any prior durable power of attorney for health care.

DATE AND SIGNATURE OF PRINCIPAL

(YOU MUST DATE AND SIGN THIS POWER OF ATTORNEY)

| sign my name to this Statutory Form Durable Power of Attorney for Health Care on at:

(City) (State) (Date)

(You sign here)
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(THISPOWER OF ATTORNEY WILL NOT BE VALID UNLESSIT ISSIGNED BY TWO
QUALIFIED WITNESSES WHO ARE PRESENT WHEN YOU SIGN OR ACKNOWLEDGE YOUR
SIGNATURE. IF YOU HAVE ATTACHED ANY ADDITIONAL PAGESTO THISFORM, YOU
MUST DATE AND SIGN EACH OF THE ADDITIONAL PAGESAT THE SAME TIME YOU DATE
AND SIGN THIS POWER OF ATTORNEY'.)

STATEMENT OF WITNESSES

(Thisdocument must be withessed by two qualified adult witnesses. None of the following may be used
asawitness:

(1) a person you designate as your agent or alter nate agent,

(2) a health care provider,

(3) an employee of a health care provider,

(4) the operator of a community car e facility,

(5) an employee of an operator of a community care facility,

(6) the operator of aresidential carefacility for the elderly, or

(7) an employee of an operator of aresidential carefacility for the elderly. At least one of the witnesses
shall makethe additional declaration set out following the place wher e the witnesses sign.)

(READ CAREFULLY BEFORE SIGNING. You can sign asa witness only if you personally know the
principal or theidentity of the principal isproved to you by convincing evidence.)

(To have convincing evidence of the identity of the principal, you must be presented with and reasonably
rely on any one or mor e of the following:

(1) Anidentification card or driver'slicenseissued by the California Department of Motor Vehiclesthat is
current or has been issued within five years.

(2) A passport issued by the Department of State of the United Statesthat iscurrent or has been issued
within five years.

(3) Any of thefollowing documents if the document iscurrent or has been issued within five years and
contains a photograph and description of the person named on it, is signed by the person, and bearsa
serial or other identifying number:

(a) A passport issued by a foreign gover nment that has been stamped by the United States Immigration
and Naturalization Service.

(b) A driver'slicenseissued by a state other than California or by a Canadian or Mexican public agency
authorized toissuedrivers licenses.

(c) An identification card issued by a state other than California.

(d) An identification card issued by any branch of the armed for ces of the United States.

(4) If theprincipal isa patient in a skilled nursing facility, a witnesswho is a patient advocate or
ombudsman may rely upon therepresentations of the administrator or staff of the skilled nursing facility,
or of family members, as convincing evidence of the identity of the principal if the patient advocate or
ombudsman believes that the representations provide a reasonable basisfor deter mining the identity of
theprincipal.)

(Other kinds of proof of identity are not allowed.)
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| declare under penalty of perjury under the laws of Californiathat the person who signed or
acknowledged this document is personally known to me (or proved to me on the basis of convincing
evidence) to be the principal, that the principal signed or acknowledged this durable power of attorney in
my presence, that the principal appears to be of sound mind and under no duress, fraud, or undue
influence, that | am not the person appointed as agent by this document, and that | am not a health care
provider, an employee of a health care provider, the operator of a community care facility, an employee
of an operator of acommunity care facility, the operator of aresidential care facility for the elderly, nor
an employee of an operator of aresidential care facility for the elderly.

Date: Signature:

Name and address

Date: Signature:

Name and address

STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN

(If you are a patient in a skilled nursing facility, one of the witnesses must be a patient advocate or

ombudsman. The following statement isrequired only if you are a patient in a skilled nursing facility a
health carefacility that providesthe following basic services: skilled nursing care and supportive careto
patientswhose primary need isfor availability of skilled nursing care on an extended basis. The patient
advocate or ombudsman must sign both parts of the " Statement of Witnesses' above AND must also sign

the following statement.)

| further declare under penalty of perjury under thelaws of Californiathat | am a patient advocate or

ombudsman as designated by the State Department of Aging and that | am serving as a witness as
required by subdivision (€) of Section 4701 of the Probate Code.

Signature:
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