NEVADA
DURABLE PONER OF ATTORNEY FOR HEALTH CARE DECI SI ONS

WARNI NG TO PERSONS EXECUTI NG THI S DOCUMENT

THI'S I'S AN | MPORTANT LEGAL DOCUMENT. | T CREATES A DURABLE PONER OF
ATTORNEY FOR HEALTH CARE. BEFORE EXECUTI NG THI S DOCUMENT, YQOU
SHOULD KNOW THESE | MPORTANT FACTS:

1. TH' 'S DOCUMENT G VES THE PERSON YOU DESI GNATE AS YOUR
ATTORNEY- | N- FACT THE PONER TO MAKE HEALTH CARE DECI SI ONS FOR YOQOU.
TH'S PONER | S SUBJECT TO ANY LI M TATI ONS OR STATEMENT OF YOUR
DESI RES THAT YOU I NCLUDE I N THI S DOCUMENT. THE PONER TO MAKE HEALTH
CARE DECI SI ONS FOR YOU MAY | NCLUDE CONSENT, REFUSAL OF CONSENT, OR
W THDRAWAL OF CONSENT TO ANY CARE, TREATMENT, SERVI CE, OR PROCEDURE
TO MAI NTAI'N, DI AGNCSE, OR TREAT A PHYSI CAL OR MENTAL CONDI TION.  YQU
MAY STATE IN TH S DOCUMENT ANY TYPES OF TREATMENT OR PLACEMENTS THAT
YOU DO NOT DESI RE.

2. THE PERSON YOU DESI GNATE I N THI S DOCUMENT HAS A DUTY TO
ACT CONSI STENT W TH YOUR DESI RES AS STATED I N TH S DOCUMENT OR
OTHERW SE MADE KNOWN OR, | F YOUR DESI RES ARE UNKNOWN, TO ACT I N YOUR
BEST | NTERESTS.

3. EXCEPT AS YOU OTHERW SE SPECI FY | N THI S DOCUMENT, THE
PONER OF THE PERSON YOU DESI GNATE TO MAKE HEALTH CARE DECI SI ONS FOR
YOU MAY | NCLUDE THE POWER TO CONSENT TO YOUR DOCTOR NOT @G VI NG
TREATMENT OR STOPPI NG TREATMENT WHI CH WOULD KEEP YQOU ALI VE.

4. UNLESS YOU SPECI FY A SHORTER PERI OD I N THI S DOCUMENT, THI S
PONER W LL EXI ST | NDEFI NI TELY FROM THE DATE YOU EXECUTE THI S
DOCUMENT AND, | F YOU ARE UNABLE TO MAKE HEALTH CARE DECI SI ONS FOR
YOURSELF, THI S POANER W LL CONTINUE TO EXI ST UNTIL THE TI ME WHEN YQU
BECOVE ABLE TO MAKE HEALTH CARE DECI SI ONS FOR YOURSELF.

5. NOTW THSTANDI NG THI S DOCUMENT, YOU HAVE THE RI GHT TO MAKE
MEDI CAL AND OTHER HEALTH CARE DECI SI ONS FOR YOURSELF SO LONG AS YQU
CAN G VE | NFORVED CONSENT W TH RESPECT TO THE PARTI CULAR DECI SI ON.
I N ADDI TI ON, NO TREATMENT MAY BE G VEN TO YOU OVER YOUR OBJECTI ON,
AND HEALTH CARE NECESSARY TO KEEP YOU ALI VE MAY NOT BE STOPPED | F
YOU OBJECT.

6. YOU HAVE THE RI GHT TO REVOKE THE APPO NTMENT OF THE PERSON
DESI GNATED IN THI' S DOCUMENT TO MAKE HEALTH CARE DECI SI ONS FOR YOQU BY
NOTI FYI NG THAT PERSON OF THE REVOCATI ON ORALLY OR I N WRI TI NG

7. YOU HAVE THE RI GHT TO REVOKE THE AUTHORI TY GRANTED TO THE
PERSON DESI GNATED I N THI' S DOCUMENT TO MAKE HEALTH CARE DECI SI ONS FOR

DPA. HC (1-02) -1-  Principal



YOU BY NOTI FYI NG THE TREATI NG PHYSI CI AN, HOSPI TAL, OR OTHER PROVI DER
OF HEALTH CARE ORALLY OR IN VWRI TI NG

8. THE PERSON DESI GNATED I N THI S DOCUMENT TO MAKE HEALTH CARE
DECI SI ONS FOR YOU HAS THE RI GHT TO EXAM NE YOUR MEDI CAL RECORDS AND
TO CONSENT TO THEI R DI SCLOSURE UNLESS YOU LIMT TH'S RIGHT IN TH' S
DOCUMENT.

9. TH' S DOCUMENT REVOKES ANY PRI OR DURABLE POVNER OF ATTORNEY
FOR HEALTH CARE

10. |IF THERE IS ANYTHI NG I N TH S DOCUMENT THAT YOU DO NOT
UNDERSTAND, YQOU SHOULD ASK A LAWER TO EXPLAIN I T TO YQU

1. DESI GNATI ON OF HEALTH CARE AGENT.

I, (i nsert your nane),
do hereby designate and appoint:

Nane:

Addr ess:

Phone: ( )

as ny attorney-in-fact to nmake health care decisions for ne as
aut horized in this docunent.

(I'nsert the nanme and address of the person you wish to
desi gnate as your attorney-in-fact to nmake health care decision for
you. Unless the person is also your spouse, |egal guardian or the
person nost closely related to you by bl ood, none of the follow ng
may be designated as your attorney-in-fact: (1) your treating
provi der of health care, (2) an enpl oyee of your treating provider
of health care, (3) an operator of a health care facility, or (4) an
enpl oyee of an operator of a health care facility.)

2. CREATI ON OF DURABLE PONER OF ATTORNEY FOR HEALTH CARE.

By this docunent | intend to create a durable power of attorney
by appoi nting the person desi gnated above to nmake health care
decisions for ne. This power of attorney shall not be affected by
nmy subsequent incapacity.

3. GENERAL STATEMENT OF AUTHORI TY GRANTED.

In the event that | amincapable of giving infornmed consent
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wWith respect to health care decisions, | hereby grant to the
attorney-in-fact naned above full power and authority to nmake health
care decisions for ne before, or after ny death, including:

consent, refusal of consent, or w thdrawal of consent to any care,

t reat ment,

service, or procedure to maintain, diagnose, or treat a physical or
mental condition, subject only to the limtations and speci al
provision, if any, set forth in paragraph 4 or 6.

4. SPECI AL PROVI SI ONS AND LI M TATI ONS.

(Your attorney-in-fact is not permtted to consent to any of
the followng: commtnment to or placenment in a nental health
treatnent facility, convul sive treatnent, psycho surgery,
sterilization, or abortion. |If there are any other types of
treatnment or placenent that you do not want your attorney-in-fact's
authority to give consent for or other restrictions you wish to
pl ace on his or her attorney-in-fact's authority, you should I|ist
themin the space below. [|f you do not wite any limtations, your
attorney-in-fact will have the broad powers to nake health care
deci sions on your behalf which are set forth in paragraph 3, except
to the extent that there are |imts provided by |aw)

In exercising the authority under this durable power of
attorney for health care, the authority of ny attorney-in-fact is
subject to the follow ng special provisions and limtations:

5. DURATI ON.

| understand that this power of attorney will exist
indefinitely fromthe date | execute this docunment unless I
establish a shorter time. |If | amunable to nake health care
deci sions for nyself when this power of attorney expires, the
authority I have granted ny attorney-in-fact will continue to exi st
until the tinme when | becone able to nmake health care decisions for
nmysel f.

(1 F APPLI CABLE)

| wish to have this power of attorney end on the follow ng

dat e:

6. STATEMENT OF DESI RES.
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(Wth respect to decisions to withhold or withdraw |ife-
sustaining treatnent, your attorney-in-fact nust nake health care
deci sions that are consistent wth your known desires. You can, but
are not required to, indicate your desires below |If your desires
are unknown, your attorney-in-fact has the duty to act in your best
interests; and, under sone circunstances, a judicial proceeding may
be necessary so that a court can determ ne the health care decision
that is in your best interests. |If you wish to indicate your
desires, you may INITIAL the statenent or statenents that refl ect
your desires and/or wite your own statenents in the space bel ow. )

(I F THE STATEMENT REFLECTS YOUR DESI RES, | N Tl AL THE
BOX NEXT TO THE STATEMENT.)

(1) I desire that ny life be prolonged to the greatest
extent possible, without regard to ny condition, the

chances | have for recovery or |long term survival

or the cost of the procedures. ... ]

(2) If 1 amin a coma which ny doctors have
reasonably concluded is irreversible, | desire
that |ife-sustaining or prolonging treatnents
not be used. (Al so should utilize provisions of
NRS 449.535 to 449.690, inclusive, if this

subparagraph is initialed.) r.. ]
(3) If I have an incurable or termnal condition

or illness and no reasonabl e hope of long term

recovery or survival, | desire that life-

sust ai ning or prolonging treatnents not be

used. (Al so should utilize provisions of

NRS 449.535 to 449.690, inclusive, if this

subparagraph is initialed.) r.. ]

(4) Wthholding or withdrawal of artificial

nutrition and hydration may result in death

by starvation or dehydration. | want to

receive or continue receiving artificial

nutrition and hydration by way of the

gastro-intestinal tract after all other

treatnent is wthheld. ... ]

(5) Except as set forth in Paragraph (2)

and/or (3) above, | do not desire treatnent

to be provided and/or continued if the burdens

of the treatnent outweigh the expected benefits.

My attorney-in-fact is to consider the relief of
DPA. HC (1-02) -4-  Principal



suffering, the preservation or restoration of
functioning, and the quality as well as the
extent of the possible extension of ny life. [

(6) | do not desire treatnment to be provided

and/or continued if the burdens of the treatnent

out wei gh the expected benefits. M attorney-in
-fact is to consider the relief of suffering, the
preservation or restoration of functioning, and

the quality as well as the extent of the possible

extension of ny life. [

(7) If any of ny tissues or organs are sound
and would be of value, | freely give ny per-
m ssion for such donation pursuant to the

Uni form Anatom cal G ft Act (NRS 451.500) for
the foll om ng purposes:

(a) For transplant to other people. [

(b) For transplant to famly, only. [

(c) For nedical research. [
(8 | want the financial cost of ny nedical

treatnent to be taken into account and wei ghed
against the likelihood that the treatnent wl|
achieve the goals that I have initialed above. ...
(9) If I amdisabled, but not in need of nursing

home care, then | direct ny attorney-in-fact to

obtain an individualized care plan for nme which

is to be prepared by a geriatric care manager

wi thin 60 days of ny disability. |In making said

plan, | direct that the plan be developed in a
manner so that | can be maintained in the | east
restrictive environnent. r..

(10) If a guardian is appointed of my person and/
or estate, by a court of conpetent jurisdiction,
then | direct my attorney-in-fact to submt this
Durabl e Power of Attorney for Health Care Deci sions
to said court. | then request that said court
i npl ement ny directives contained herein and that
the court direct, by its order, that my designated
attorney-in-fact is to continue to make nmy health
care and pl acenent decisions in accordance with
this docunent, even if ny attorney-in-fact is not
a Nevada resident. [
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(11) If I amdi agnosed as having denentia or the

Al zheinmer's type or other denentia that is deened

by best avail abl e nedi cal know edge to be
progressive and irreversible, and I no | onger have

deci si on-maki ng capacity, | desire that | be allowe
to die of natural causes such as pneunonia or
dehydration if | becone ill or fail to take in
enough fluids by nouth. [

(12) It is ny desire to be confortable. |If
cannot communi cate with ny Doctor, famly or
friends, then I want ny Attorney-in-fact, famly
and friends to know the foll ow ng:

(a) | ask that nedical treatnment to alleviate
pain, to provide confort, and to mtigate
suffering be provided so that | may be as

free of pain and suffering as possible.

When the circunstances are appropriate, and

in accordance with ny wishes as | have
expressed them such pain relief may be

aut hori zed even though its use nmay | ead

to physical danage, addiction, or even

hasten the noment of (but not intentionally

cause) ny deat h. [
(b) If ny tenperature is above nornal,

want a cool noist cloth put on ny head. [
(c) I want ny nouth and |ips kept noist. [

(d) I need to be kept fresh and cl ean at

all tines. | wish to have war m bat hs
often or warm showers, if | am stable
enough for a shower. [

(e) | desire to be nassaged with or w thout
warmoils as often as you think wll help
mai ntain ny skin integrity and provide

for my confort. [

(f) I want to have ny favorite types of
musi ¢ pl ayed when possi bl e. [

(g) | want ny personal care such as

nail clipping, hair conbing, and teeth
brushi ng and shaving as | ong as they do

d



not cause me pain. [
(h) I want to have religious readings

read to me when | am near deat h. r...
(1) I want to have ny favorite poens

read to me fromtinme to tine. r...
(j) Please arrange for famly pictures to
be placed in nmy room [
(13) I hope ny famly and friends would

consi der that:

(a) | enjoy your conpany and want you
Wi th me when possible. | desire that
one of you stay with ne when it seens
that my death may be inmm nent. ...
(b) Please continue to talk to ne about
dai | y happeni ngs and events, even if you
think I don’'t understand, because | m ght
be abl e to understand. r..
(c) Please don't be afraid to hold ny
hand or hug ne. [
(d) Please tell the nmenbers of ny church
or synagogue | amsick and ask themto
pray for nme and visit ne. [

(e) Please maintain a cheerful atnosphere
around ne. ...
(f) Please place pictures of ny |oved

ones in ny room near ny bed, or near
the place | sit during the day. [

(g) My clothes and bed linens are to be

kept clean, and they are to be changed

as soon as possible, if they have been

soi | ed. .
(h) If at all possible, allowne to die

in ny hone. r-
(1) Please arrange for ne to watch on
television, or listen to ny favorite

sports events. [

DPA. HC (1-02) -7- Principal



(j) Let nme enjoy the outdoors as often

as possible by letting ne spend tine

in ny yard, garden and ot her appropriate

out door places, even if it causes slight

di sconfort to either you or ne. r.... ]

(14) | want ny care to be provided in a manner
that pronotes palliative care as set forth on
Attachment 1. [

OTHER OR ADDI TI ONAL STATEMENTS OF DESI RES:

7. It is ny intention that this instrunent serve both as a
sel f-executing docunent and as a del egation of power to ny attorney-
in-fact. This docunent shall be deenmed an exercise of all rights
that I may have under the United States Constitution, the
Constitution of Nevada, and any other relevant state and federal
| aws, rules, regulations and decisions, to refuse nedical treatnent.

8. | desire that nmy wi shes be carried out through the
authority given to ny attorney-in-fact by this docunent despite any
contrary feelings, beliefs or opinions of other nmenbers of ny
famly, relatives or friends.

9. | realize that the situations described in this docunent
are subject to various interpretations, and | amconfident that the
person(s) nanmed as ny attorney-in-fact will exercise the judgnent
that I nyself would exercise if conpetent.

10. If my attorney-in-fact or ny alternate attorney(s) in fact
is unavailable, | neverthel ess request that ny instructions and
preferences in this docunent be observed.

11. DESI GNATI ON OF ALTERNATE ATTORNEY- | N- FACT.

(You are not required to designate any alternative attorney-in-
fact but you may do so. Any alternative attorney-in-fact you
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designate will be able to nmake the sane health care decisions as the
attorney-in-fact designated in paragraph 1, page 2, in the event
that he or she is unable or unwilling to act as your attorney-in-
fact. Also, if the attorney-in-fact designated in paragraph 1 is
your spouse, his or her designation as your attorney-in-fact is
automatically revoked by law if your marriage is dissolved.)

| f the person designated in paragraph 1 as ny attorney-in-fact
is unable to make health care decisions for me, then | designate the
followi ng persons to serve as ny attorney-in-fact to nake health
care decisions for ne as authorized in this docunent, such persons
to serve in the order listed bel ow

A First Alternative Attorney-in-fact

Nane:

Addr ess:

Phone: ( )

B. Second Alternative Attorney-in-fact

Nane:

Addr ess:

Phone: ( )

12. PRI OR DESI GNATI ONS REVOKED

| revoke any prior durable power of attorney for health care.
However, this shall not be construed as a revocation of any durable
power of attorney |I may have made for the managenent of ny business
and/ or personal affairs.

13. WAIVER OF CONFLI CT OF | NTEREST.

I f my designated attorney-in-fact or if any alternate
designated attorney-in-fact is ny spouse or is one of ny children
then in that event | waive any conflict of interest that said spouse
or child may have in carrying out the provisions of this Durable
Power of Attorney for Health Care, by reason of the fact that said
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spouse or child nay be a recipient of ny estate whether by WIIl, the
| aws of intestate succession or pursuant to a Trust or other
arrangenent .

(YOU MUST DATE AND SI GN THI S PONER OF ATTORNEY)

| sign ny nane to this Durable Power of Attorney For Health
Care on:

, 200__ at
(date) (city and state)
Si gnat ur e:
Print Name:
Addr ess:
Town, State, Zip:
Tel ephone nunber: ( )

Soci al Security nunber:

(THI'S PONER OF ATTORNEY W LL NOT BE VALI D FOR MAKI NG HEALTH
CARE DECI SIONS UNLESS I T IS EI THER (1) SIGNED BY AT LEAST TWO
QUALI FI ED W TNESSES WHO ARE PERSONALLY KNOWN TO YOU AND WHO ARE
PRESENT VWHEN YOU SI GN OR ACKNOWLEDGE YOUR SI GNATURE, OR (2)
ACKNOALEDGED BEFCORE A NOTARY PUBLI C.)

CERTI FI CATE OF ACKNOALEDGVENT OF NOTARY PUBLI C
STATE OF NEVADA )

) Ss.
COUNTY OF WASHCE )

Onthis day of , In the year 200__, before
ne, , (here insert nane of Notary Public)
personal | y appeared , (here insert

name of principal) personally knowmn to ne (or proved to nme on the
basis of satisfactory evidence) to be the person who executed the
above instrunent, and acknow edged to ne that he or she executed the
sanme for purposes stated therein. | declare under penalty of
perjury that the person whose nanme is ascribed to this instrunent
appears to be of sound m nd and under no duress, fraud, or undue

i nfl uence.
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NOTARY PUBLIC in and for said
County and St ate.

COPI ES: You shoul d retain an executed copy of this docunent and
give one to your attorney-in-fact. The power of attorney
shoul d be avail able so a copy may be given to your
provi ders of health care.
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