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DURABLE POWER OF ATTORNEY FOR HEALTH CARE DECISIONS
PURSUANT TO NRS 449.830

WARNING TC PERSONS EXECUTING THIS DOCUMENT
THIS 1S AN IMPORTANT LEGAL DOCUMENT.
IT CREATES A DURABLE POWER OF ATTORNEY FOR HEALTH CARE.

BEFORE EXECUTING THIS DOCUMENT, YOU SHOULD KNOW THESE iIMPORTANT FACTS:

1. THIS DOCUMENT GIVES THE PERSON YOU DESIGNATE AS YOUR ATTORNEY-IN-FACT THE POWER TO MAKE
HEALTH CARE DECISIONS FOR YOU. THIS POWER IS SUBJECT TO ANY LIMITATIONS OF YOUR DESIRES THAT
YOU INCLUDE IN THIS DOCUMENT. THE PCWER TO MAKE HEALTH CARE DECISIONS FOR YCU MAY INCLUDE
CONSENT, REFUSAL OF CONSENT, OR WITHDRAWAL OF CONSENT TO ANY CARE, TREATMENT, SERVICE, OR
PROCEDURE TO MAINTAIN, DIAGNOSE, OR TREAT A PHYSICAL OR MENTAL CONDITION. YOU MAY STATE IN
THIS DOCUMENT ANY TYPES OF TREATMENT OR PLACEMENTS THAT YOU DO NOT DESIRE.

2. THE PERSON YOU DESIGNATE IN THIS DOCUMENT HAS A DUTY TO ACT CONSISTENT WITH YOUR DESIRES
AS STATED IN THIS DOCUMENT OR OTHERWISE MADE KNOWN OR, IF YOUR DESIRES ARE UNKNOWN, TO ACT
IN YOUR BEST INTERESTS. -

3. EXCEPT AS YOU OTHERWISE SPECIFY IN THIS DOCUMENT, THE POWER OF THE PERSON YOU DESIGNATE
TO MAKE HEALTH CARE DECISIONS FOR YOU MAY INCLUDE THE POWER TO CONSENT TO YOUR DOCTOR NOT
GIVING TREATMENT OR STOPPING TREATMENT WHICH WOULD KEEP YOU ALIVE.

4. UNLESS YOU SPECIFY A SHORTER PERIOD IN THIS DOCUMENT, THIS POWER WILL EXIST INDEFINITELY
FROM THE DATE YOU EXECUTE THIS DOCUMENT AND, IF YOU ARE UNABLE TO MAKE HEALTH CARE DECISIONS
FOR YOURSELF, THIS POWER WILL CONTINUE TO EXIST UNTIL THE TIME WHEN YOU BECOME ABLE TO MAKE
HEALTH CARE DECISIONS FOR YOURSELF.

5. NOTWITHSTANDING THIS DOCUMENT, YOU HAVE THE RIGHT TO MAKE MEDICAL AND OTHER HEALTH CARE
DECISIONS FOR YOURSELF SO LONG AS YOU CAN GIVE INFORMED CONSENT WITH RESPECT TO THE
PARTICULAR DECISION. IN ADDITION, NO TREATMENT MAY BE GIVEN TO YOU OVER YOUR OBJECTION, AND
HEALTH CARE NECESSARY TO KEEP YOU ALIVE MAY NOT BE STOPPED IF YOU OBJECT.

YOU HAVE THE RIGHT TO REVOKE THE APPOINTMENT OF THE PERSON DESIGNATED IN THIS DOCUMENT
&OMIENEEALTH CARE DECISIONS FOR YOU BY NOTIFYING THAT PERSON OF THE REVOCATION ORALLY CR

7. YOU HAVE THE RIGHT TO REVOKE THE AUTHORITY GRANTED TO THE PERSON DESIGNATED IN THIS
DOCUMENT TO MAKE HEALTH CARE DECISIONS FOR YOU Y NOTIFYING THE TREATING PHYSICIAN, HOSPITAL,
OR OTHER PROVIDER OF HEALTH CARE ORALLY OR IN WRITING.

8. THE PERSON DESIGNATED IN THIS DOCUMENT TO MAKE HEALTH CARE DECISIONS FOR YOU HAS THE
RIGHT TO EXAMINE YOUR MEDICAL RECORDS AND TO CONSENT TO THEIR DISCLOSURE UNLESS YOU LIMIT
THIS RIGHT IN THIS DOCUMENT.

| 8. THIS DOCUMENT REVOKES ANY PRIOR DURABLE POWER OF ATTORNEY FOR HEALTH CARE.

10. IF THERE IS ANYTHING IN THIS DOCUMENT THAT YOU DO NOT UNDERSTAND, YOU SHOULD ASK A LAWYER
TO EXPLAIN IT TO YOU.
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1. DESIGNATION OF HEALTH CARE AGENT NOTE: (INSERT THE NAME AND ADDRESS OF THE PERSON YOU WISH TO DESIGNATE AS YOUR
ATTORNEY-IN-FACT TO MAKE HEALTH CARE DECISIONS FOR YOU. NONE OF THE FOLLOWING MAY BE DESIGNATED AS YOUR ATTORNEY-
IN-FACT: (1) YOUR TREATING PROVIDER OF HEALTH CARE, (2) AN EMPLOYEE OF YOUR TREATING PROVIDER OF HEALTH CARE, (3) AN
OPERATOR OF A HEALTH CARE FACILITY, OR (4) AN EMPLOYEE OF AN OPERATCR OF A HEALTH CARE FACILITY.)

1, YIVIAN T. RODGERS (insert your name) do hereby dasignata and appoint:

APPOINTEE'S NAME: JOHN N. RODGERS \

\

APPOINTEE'S COMPLETE FULL ADDRESSP.Q. BOX 2499 (1638 County Rd.) Minden, NV 89423

APPOINTEE'S TELEPHONE: ( 775 ) _782  -4066 , as my attomay-in-fact to make health care dacisions for me as
authorized in this document.

2. CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE: By this document |, intend to create a durable power of attomey by
appointing the person designated abova to make health care dacisions for me. This power of attomey shall not be affacted by my subsequent incapacity.

3. GENERAL STATEMENT OF AUTHORITY GRANTED: In the event that | am incapable of giving informed consent with respect to health care dacisions,
| hereby grant to the attomey-in-fact named above full power and authority to maks health care dacisions for me before, or after my death, including:
consant, tefusal of consent, or withdrawal of consent to any care, treatment, servica, or procadure to maintain, diagnosa, or treat a physical or mental
condition, subjact only to the limitations and special provisions, if any, set forth in paragraph'4 or 6.

4. SPECIAL PROVISIONS AND LIMITATIONS: NOTE: (Your attomey-in-fact Is not permitted to consent to-any of the following: commitmant to or
placement in a mental health treatment facility, convulsive treatment, psychosurgery, sterilization, or abortion. If there are any other types of treatment
or placement that you do not want your attomey-In fact's authority to give consant for or other restrictions you wish to place on his or her attomey-in-fact's
authority, you should list them in the space below. f you do not writs any limitations, your attomey-in-fact will have the broad powers to make health care
dacisions on your behalf which are set forth in paragraph 3, except to the extent that there are limits provided by law.)

In exercléing the authority under this durable power of attomey for health care, the authority of my attomey-in-fact Is subject to the following special
provisions and limitations: \
Consnltation with. Wayne Rodgers and Linda Kozak

5. DURATION: | understand that this powar of attomey will exist indafinitsly from tha date | exscute this document unless | establish a shortar time. [f
1am unable to make health decisions for mysslf when this power of attomey expires, the authority I have grantsd my attorney-in-fact will continue to exist
until the time when | bacome able to make health care dscislons for myself.

IF APPLICABLE: | WISH TO HAVE THIS POWER OF ATTORNEY END ON THE FCLLOWING DATE: - ;18 ==

6. STATEMENT OF DESIRES: NOTE: (WITH RESPECT TO DECISIONS TO WITHHOLD OR WITHDRAW LIFE-SUSTAINING TREATMENT, YOUR ATTORNEY-IN-
FACT MUST MAKE HEALTH CARE DECISIONS THAT ARE CONSISTENT WITH YOUR KNOWN DESIRES. YOU CAN, BUT ARE NOT REQUIRED TO, INDICATE YOUR
DESIRES BELOW. (F YOUR DESIRES ARE UNKNOWN, YOUR ATTORNEY-IN-FACT HAS THE DUTY TO ACT IN YOUR BEST INTERESTS; AND, UNDER SOME
CIRCUMSTANCES, A JUDICIAL PRCCEEDING MAY BE NECESSARY SO THAT A COURT CAN DETERMINE THE HEALTH CARE DECISION THAT IS IN YOUR BEST
INTERESTS. IF YOU WISH TO INDICATE YOUR DESIRES, YOU MAY INITIAL THE STATEMENT OR STATEMENTS THAT REFLECT YOUR DESIRES AND/OR WRITE
YOUR OWN STATEMENTS IN THE SPACE BELOW.) .

if the statement reflects your desires, initial the box ne:xt to the statement

D 1. 1 desire that my lifa be prolongad to the graateét axtant possible, without regard to my condition, the chances | have for recovery or long-term
survival, or the cost of the procedures. - ’

Vu@g 2. It | am in a coma which my doctors have reasonable concluded Isireversible, | desire that lifs-sustaining or prolonging treatments not be

used. (Also should utillze provisions of NRS {449.610 et seq.] 449.540 to 449,690, inclusive, and sections 2 to 12, Inclusive, of this act it this
subparagraph is initialad.)

ﬁ 3. if thave an incurable or terminal condition or iliness and no reasonable hope of long-term recovery or survival, | dasire that life sustalning

or prolonging treatments not be used. (Also should utiize provisions of NRS {449.610 et seq.] 449.540 to 449.690, inclusive, and sections 2 to
12, inclusive, of this act if this subparagraph is initialed.) ’

v@ﬁ " 4. 1direct my attending physician not to withhold or withdraw artificial nutrition and hydration by way of the gastro-intestinal tract if such a
withholding or withdrawal would rasult in my death by starvation or dehydration. .

Z)ﬁ 5. | do not desire treatment to be provided andlo‘r 6onﬁnued if the burdens of the treatment outwsigh the expected benefits. My attomey-in-fact
is to consider the relief of suffering, and the quality as well as the extent of the possible extension of my life.

NOTE: (IF YOU WISH TC CHANGE YOUR ANSWER, YOU MAY DO SO BY DRAWING AN "X* THROUGH THE ANSWER YOU DO NOT WANT, AND
CIRCLING THE ANSWER YOU PREFER.) ' - : 0 L‘, 6 7 2 8 7

§
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OTHER OR ADDJTIONAL STATEMENTS OF DESIRES: Linda Kozak are not
avallableéxs alternates,then’ lsg M:O ZBabéi Rodgers—-2nd.Bruce KozZak.

7. DESIGNATION OF ALTERNATE ATTORNEY-IN-FACT: NOTE: (YOU ARE NOT REQUIRED TO DESIGNATE ANY ALTERNATIVE ATTORNEY-IN-
FACT BUT YOU MAY DO SO. ANY ALTERNATIVE ATTORNEY-IN-FACT YOU DESIGNATE WILL BE ABLE TO MAKE THE SAME 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 ATTCRNEY-{N-FACT. ALSO, IF THE ATTORNEY-IN-FACT DESIGNATED IN PARAGRAPH 1 1S YOUR SPOUSE, HIS OR HER
DESIGNATION AS YOUR ATTCRNEY-IN-FACT IS AUTOMATICALLY REVOKED BY LAW IF YOUR MARRIAGE IS DISSOLVED.) If the parson
designated in paragraph 1 as my attomsy-in-fact is unabie to make health care decisions for me, then | designata the following persons to serve as my
attomey-in-fact to make health care decisions for me as authorized in this document, such persons to sarve in the ordar listed balow:

A. FIRST ALTEANATE ATTORNEY-IN-FACT: Name Wayne J. Rodgers
Full Complete Address: 39203 Euclid Ave. #1, Willoughby, OH 44094

First Altemats Telephone: (440 y:942 -8331

B. SECOND ALTERNATE ATTORNEY-IN-FACT: Name Linda R, Kozak
Full Complete Address: 5999 Woodview In. Milford. OH 45150

Second Alternate Telephone: (___ 513 ) _R31 -_35A0

8. PRIOR DESIGNATIONS REVOKED. | REVOKE ANY PRIOR DURABLE POWER OF ATTORNEY FOR HEALTH CARE.

YOU MUST DATE AND SIGN THIS POWER OF ATTORNEY |, sign rhy name fo this'Durable Power of Attomey for Health care on this 3rd__ day of

May ,1999___, in the City ofMinden ,in the County of DOnglas , Stats of Nevada.

7/ e 67 %&0 i‘%@(ﬂj

(Signature of Declarant)

V47 /%ﬂ%%s

NOTE: THIS POWER OF ATTORNEY WILL NOT BE VALID FOR MAKING HEALTH CARE DECISIONS UNLESS iT IS EITHER (1) SIGNED BY AT
LEAST TWO QUALIFIED WITNESSES WHO ARE PERSONALLY KNOWN TO YOU AND WHO ARE PRESENT WHEN YOU SIGN OR ACKNOWLEDGE
YQUR SIGNATURE OR (2) ACKNOWLEDGED BEFORE A NOTARY PUBLIC.

CERTIFICATE OF ACKNOWLEDGEMENT OF NCTARY PUBLIC

NOTE; (YOU MAY NOTARIZE THIS INSTRUMENT INSTEAD OF WITNESSES)

State of Nevada } . ' / :
County of bO(,LS LF’VS §ss. ‘..
This instrument w;s acknowledged before me on Wa/"{ ’4} " l q q) ? {date) by
1// }/ 14 é/’\ 7:/ | %g{ RLD 2~ {name(s) of parson(s)

Title and rank (optional)

o 4
*3"\;

My commission expires g_“/ﬁ/@ ;l
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STATEMENT OF WITNESSES

NOTE: (YOU SHOULD CAREFULLY READ AND FOLLOW THIS WITNESSING PROCEDURE. THIS DOCUMENT WILL NOT BE VALID UNLESS YOU
COMPLY WITH THE WITNESSING PROCEDURE,

IF YOU ELECT TO USE WITNESSES INSTEAD OF HAVING THIS DOCUMENT NOTARIZED YOU MUST USE TWO QUALIFIED ADULT WITNESSES.

NONE OF THE FOLLOWING MAY BE USED AS A WITNESS

A PERSON YOU DESIGNATE AS THE ATTORNEY-IN- FACT

A PROVIDER OF HEALTH CARE,

AN EMPLOYEE OF A PROVIDER OF HEALTH CARE

THE OPERATOR OF HEALTH CARE FACILITY

AN EMPLOYEE OF AN OPERATOR OF A HEALTH CARE FACILITY - -

e AT LEAST ONE OF THE WITNESSES MUST MAKE THE ADDITIONAL DECLARATION
SET OQUT FOLLOWING THE PLACE WHERE THE WITNESSES SIGN.

| DECLARE UNDER PENALTY OF PERJURY THAT THE PRINCIPAL IS PERSONALLY KNOWN TO ME, 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, THAT1 AM NOT THE PERSON APPOINTED AS ATTORNEY-IN-FACT BY THIS DOCUMENT,
AND THAT | AM NOT A PROVIDER OF HEALTH CARE, AN EMPLOYEE OF A PROVIDER OF HEALTH CARE, THE OPERATOR OF A COMMUNITY
CARE FACILITY, NOR AN EMPLOYEE OF AN OPERATOR OF A HEALTH CARE FACILITY.

DATED:

Signature : Residencoe Address:
Print:

DATED: . . k
Signature: v Residence Address:

Print :

AT LEAST ONE OF THE ABOVE WITNESSES MUST ALSO SIGN THE FOLLOWING DECLARATION

i DECLARE UNDER PENALTY OF PERJURY THAT | AM NOT RELATED TO THE PRINCIPAL BY BLOOD, MARRIAGE, OR ADOPTION, AND TO THE
BEST OF MY KNOWLEDGE | AM NOT ENTITLED TO ANY PART OF THE ESTATE OF THE PRINCIPAL UPON THE DEATH OF THE PRINCIPAL
UNDER A WILL NOW EXISTING OR BY OPERATION OF LAW,

Signature of Witness:

COPIES: YOU SHOULD RETAIN AN EXECUTED COPY OF THIS DOCUMENT AND GIVE ONE TO YOUR ATTOﬁNEY-IN—FACT. .
THE POWER OF ATTORNEY SHOULD BE AVAILABLE SO A COPY MAY BE GIVEN TO YOUR PROVIDERS OF HEALTH CARE.

REQUE S/M) BY g a/j o
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