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CERTIFICATE OF SOLE SUCCESSOR TRUSTEE

I, MARY K. URRUTIA, hereby swear (or affirm), under penalty of perjury,

that the following assertions are true of my own personal knowiedge:

1. | am over the age of twenty-one (21) years and competent to be a

witness as to the matters hereinafter stated.

2. By instrument dated June 7, 2001, MARY E. KELLY, the settlor and

the trustee, executed the MARY E. KELLY REVOCABLE TRUST (“the Trust”).

3. Article Six (Trustee), paragraph 6.1 (Successor Trustees) of the

Trust provides as follows:

If the office of trustee becomes vacant, by reason of death,
incapacity, or any other reason, the following, in the order of priority

indicated, shall be trustee:
First, MARY K. URRUTIA, my daughter;
Second, JOHN M. KELLY, my son;

Third, ANN M. KELLY-WRIGHT, my daughter.
If all those named above are unwilling or unable to serve as
successor trustee, a new trustee or cotrustees shall be appointed

by the court.

4, On December 9, 2011, MARY E. KELLY, settior and trustee of the

Trust, was discharged from Sonora Regional Medical Center with a diagnosis of
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“Left Acetabular fracture, Alzheimers [sic], Dementia, Osteoporosis,
Hypertension.”

5. On December 9, 2011, MARY E. KELLY, settlor and trustee of the
Trust, was also evaluated by Barbara L. Bammann, M.D., in Physician's Report
for Residential Care Facilities for the Elderly (RCFE) as NOT “Able to Manage
Own Cash Resources.” (Copies of the 3-page Discharge Summary from the
Sonora Regional Medical Center Skilled Nursing Transitional Care Unit
containing the above-quoted diagnosis and of the 6-page Physician's Report for
RCFE are attached hereto, respectively, as Exhibits A and B and are made a
part hereof by this reference.)

6. Therefore, pursuant to the terms of Article Six, paragraph 6.1, of
the Trust, and as the “First” designated successor trustee of the Trust if the office
of trustee “becomes vacant, by reason of incapacity, or any other reason,” | have
assumed the responsibilities of sole Successor Trustee of the Trust.

7. | am authorized under the terms of the Trust to act in all respects as
the sole Successor Trustee of the Trust.

Marney K. Unded

MARY K. UJRRUTIA

STATE OF NEVADA )
I SS8.
COUNTY OF DOUGLAS )

This_instrument was acknowledged before me on the Z day of
LY , 2012, by MARY K. URRUTIA.

Daw £ é@azm;

NOTAFyY PUBLIC

Notary Public - State of Nevada
COUNTYOFDOUGLAS |
MARYE. BALDECCHI
Ppointment Expires Jan 19 2013

d o, 93-02325 MyA
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28 SONORA REGIONAL MEDICAL CENTER - DP-SNF
DISCHARGE SUMMARY - PAGE 1

For Discharge to Home, Board & Care, intermediate or Skilled Care
(Completed Form Must Accompany Resident, Place Copy on Chart)

TRL-NE22
DISCHARGED TO: Oz€ Tertace ADDRESS: 20420 Rasterty Couch
: . o AThyuat\e A ARLELEIT
ACCOMPANIED BY: Moy Y 00w RELATIONSHIP: — Devardeer
MODE OF TRANSPORT: _@C Mg, webGele DATE: —12_—jo~11 TIME:_OA%0

REASON FOR DISCHARGE: (Circle #)@-Iealth improved — no longer needs SNF level of care. (2.) Resident/Family arrangement.

(3.) Needs cannot be met in facility. (4.) Safety or health of other individuals endangered by presence. {5.) Failure to meet financial obligation. *

NOTIFICATION OF DISCHARGE: Resident J{yes Qno
Responsible Party es QOno Time:_L%@Z//

RECAPITULATION OF RESIDENT STAY ]
ADMISSION DATE i DISCHARGE DATE _{* ~to LENGTH OF STAY S dows

REASON FOR ADMISSION (DIAGNOSIS) O4Lg-1 (AL bwba a4 44;44 J
PLAR QN ING . JRIMEN mym 1424

REATME PROVIDED ’lzx.;‘-",_ l _,4’ 22 AL ‘ﬂl /i .z{""i.-

VA addeer, Q1 (] Vnickiea iterd’ Ant

PROGRESS WITH STAY (including any complications) yné., l gLl

FINAL SUMMARY OF STAY,

COGNITIVE STATUS: XSALERT &ORIENTED— ZXCONFUSED ANDERS ~ ¥COOPERATIVE
ONON-COOPERATIVE ~ MEMORY INTACT D Yes &RNo
ABLE TO MAKE NEEDS KNOWN X{Yes ONo  INDEPENDENT DECISIONS QYes (No

SENSORY AND PHYSICAL IMPATRMENT

GOOD FAIR POOR NONE RESIDENT USES: YES, NO
VISION v, GLASSES | v~ i
HEARING LA HEARING AID v
BLADDER CONTROL v . DENTURES e
BOWEL CONTROL v CATHETER :;
DATE OF LAST BOWEL MOVEMENT {2 — 2yt COLOSTOMY
FUNCTIONAL STATUS
AMBULATION TRANSFER EAT _ DRESS BATHING GROOMING
INDEPENDENT A J v B - [
NEEDS ASSIST - (el 3 o
L (Continued on page 2)
Sonora Regional Medical Center (Patient Identification)
mdventist Health Ly marve -
1000 Greenley Road F 085Y 11/18/1926 0 EAMMAN HOSE
Sanora, Calilomia 95370 3";}. ?‘2‘35557;” o
{209) 532-5000 5023 Swae J
SKILLED NURSING IIIIIIIIIIIIIIIIII[IIIIII III III
TRANSITIONAL CARE
6580-07 {&/05) - .




PSYCHO-SOCIAL / MOOD STATUS:
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NUTRITIONAL STATUS:

SWALLOWING PROBLEMS
HEIGHT S & '

=~
f
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SONORA REGIONAL MEDICAL CENTER - DP-SNF
DISCHARGE SUMMARY - PAGE 2
(Completed Form Must Accompany Resident, Place Copy on Chart)

INTERACTS E( WITHDRAWN O

EMOTIONAL O RESISTS CAREMEDS

VERBALZESNEEDS 8- ¥ o/ =1 ’*—S\"’\ m

ﬁqﬂ

N N on\-‘

3 v\a-r 5 N ch Ca\A-

QyEWlNG PROBLEMS
WeGHT _(“2Z.r =

(bs)

OTHER

SKIN CONDITION ON DAY OF TRANSFER:  (Depict, Stage and Describe Abnormalities)

=SS

‘r""‘“)\ o \Od—ch
Semdaredl | € ed /\ras‘.se.l

L'
DISCHARGE VITAL SIGWP .
ALLERGIES:

PULSE __©

Gl
mesp __(© g i ©

DISCHARGE DRUG THERAPY: (USE LAY TERMS)

POST DISCHARGE PLAN OF CARE

~ MEDICATION HOW MUCH HOW OFTEN USED FOR SPECIAL INSTRUCTIONS :
Vimpa Qe 2\Sang, B i (Aot gress v ) < 30
FOASA  BAShmel  opsenc ol # 30
X/ O - /:?{ _ ) 320
WJ 77 TRBIS # 60
S, U - yL" rﬁ-"%c:
Femiinda. | Qo % Pt Tt
| ANto STEISMe] Ot o folig sar praod gl F
{CONTINUED ON PAGE 3)
Sonora Regional Medical Center (Patient Identification)
mwAdventist Health e
éﬁﬂgfeﬁmﬁﬁm F 38%4 J“Eﬁ) %926 %‘E‘ a2 mme 5
{209) 532-5000 Ac soza SWG T
TRANSTIONAL CARS: iAo
GRE0HO7 {6/05)
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SONORA REGIONAL MEDICAL CENTER - DP-SNF
DISCHARGE SUMMARY - PAGE 3
(Completed Form Must Accompany Resident, Place Copy on Chart)

OXYGEN/SPECIAL EQUIPMENT - OBTAINED FROM SONORA OXYGEN SERVICES
(Setup/Discharge instructions provided by Sonora Oxygen Services

SPECIAL THEATMENTS/PROCEDUFIES/INSTHUCTIONS (use lay terms) __Qzﬁzza}_z\sr‘d RO
oed MXN-\gw-\— ENNTE N A\rrrns Cogn =

VALUABLES release and signed for: E’(ES a NO 9 — 3228
PRESCRIPTIONS called to __ \wviia Mencke € oo Pharmacy Date (3=t Time _¢aco

Rx Script Given To: O Patient & Family \geﬂam Ay Aocander Date j=-z0-t)_ Time 9430

REFERRALS

call for an appoiniment-for following care with PHONE #_S %~ ¢12 &
witin_Ope. T (dayefjecks) fh - 5365065 )
COMMUNITY RESOURCES A2 (’

SRMC Social Services 536-3854 MC Home Health - Sonora 536-57

SRMC Rehab Services 536-5040 SRMC Home Health - Calaveras 736-9181

SRMC Dietician 536-5046 Community Personal Care 536-3823
Sonora Oxygen & Medical Supply 536-3760 Tuolumne County Behavioral Health ~ 588-9528
Motherlode Ombudsman 532-7632_ Calif Dept of Public Health 800-554-0354
Other }E/UJ £l 0 YR cothoaed T\erse  Ohgfica 2 Qcempdona)
DISCHARGED BY: Q Wheelchair L'.I Ambulation 0 Stretcher -~ \““"f‘ -
SIGNATURE/TITLE ‘7,7 ,%Z DATE _{ 2./ ? / Vi
SIGNATURE/TITLE /}/l DATE /’2-'7 a ’ﬂ 4
SIGNATURE/TITLE DATE

RESIDENTS AND REPRESENTATIVE(S) REACTION TO DISCHARGE PLAN: Mgsh_éo_—qsr——
S;ﬂ: At sehacy e

| acknowledge receipt of the medication, belongings, and equipment listed and understand all instructions given. |
authorize release of the information in this Discharge Summary to persons and/or agencies involved in the care of
person whose identity is stamped on this document.

' (2-~10-1] 930
RESIDENT/RESPONSIBLE PARTY DATE TIME

Sonora Regional Medical Center Palient Identification
wwAdventist Health
1000 Greenley Road
Sonora, CA 95370 KELLY, NIARYE e 457 ENAGES HOSP, SRR
(208) 532-5000 SKILLED NURSING . r;mgeg‘ggg;z{l "
TRANSITIONAL CARE Ay o o | ST
\\\\\l\\l\l\\lﬁ\l\\l&l\\\\\\ L
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. ' PHYSICIAN'S REPORT FOR RESIDENTIAL CARE FAGILITIES FOR THE ELDERLY (RGFE]
1. FACILITY INFORMATION (To be completed by the licensee/designes)

T NAMEOFFACLTY 5 TELEPHONE e
Oak Temsice Memory Care ' . o ( 200 ) 5334822 Sag
3. ADDRESS . ey~ ZIP GODE o
20420 Refferty Cout _ . Soulsbyvils, Ca. 85972 \ oS
4. LICENSEE'S NAME . 5 TELEPHONE |6, FACLTY LICENSENUMBER  ___ |
Sonora Momory Care Operatian LP - |( 200 5334822 | ss7o0ant2 | ="
I, RESIDENT/PATIENT INFORMATION (To be complefed by the resident/residents responsible person). = 6
1. NAME \ 0 - ]2 B"—_'——__IRTHDATT T [3. AGE =
elly, Maxq E. | " nfpaas | &5 B,

il AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION =3
(To be completed by resident/resident's legal repressntative) ="
| hereby authorize release of medical information in this report to the facllity named ahove. g G

1 SIGNATURE OF RESIDENT AND/OR RESIDENT'S LEGAL REPRESENTATIVE —g

J;h—ﬁ% ‘ "Ermfek

p.o-Box /43 @-i Dearit Visir) Smith. Mgatgp /271!
i PATIENT'S DIAGNOBIS (7o ba conplated by the physician) —

NOTE TO PI-IYSI(:IAﬁ:‘ The person named abiove is either a resident or ﬁmspective resident of a

residential care faciity for the elderly licensed by the Department of Social Services. The license requires

the facility to provide primarily non-medical care and supervision to meet the needs of that person.
HE I SROVIDE SKILLED NURSING CARE. The information that you provide

about this person is required by law i determining whether the person is appropriat for care I

this non-medical facility. 1t is important that ali questions be answeéred.
(Please atlach separale pages if needed.) :

T DREGFD m] Z-8EX [, MEIGHT 3. WEIGHT [6. BLOOD PRESSURE
Crfein ] & | N;pe&| 22/ .

''G. TUBERGULOSIS (TB) TEST .
2. Daie TB TestGiven |b. Date TB Test Read |c. Type of TB Test

d. Please Check if 1B Testis:
[1 Negative [ Posilive

e. Results: mm f, Action Taken (if positive):

g Chest Xeray Results: | l/a&_/ TE= w%sﬂw\q
h. Please Check One of the Following:

C] Active TBDisease [ Latent TB Infection i No Evidance of TB Infoction or Disease

PICE1 0P8

____—_——-—-—--————_—_'_______—_—————_“————__—__-_
110 B0zA (12704) (CONFIDENTIAL)



7. PRIMARY DIAGNOSIS:  Lo\k- Reodallofog Wi |
C A “ealmﬂmedication (type and dosage)/equipment: '

@! @ kukm n WW(CQ‘ 6) '
NcNmQ, S78&S‘ e ‘? Ylrs &zslf\ mad $Q SN @QU;-,

" b Can patient manage own treatmentimedication/equipmert? L1.Yes (X No

c. If not, what type of medical supervision is needad?

\\.\&L&& %u@-l\}\&ﬁcw\ da Slevee vv\._s@Q

3. SECONDARY DIAGNOSIS(ES): HL%N\W\M-:. S 008 - C)anqm g%t NN
a. ‘I'i'eatmenﬂmedlcatmn (type and dosaga)lequlpmen
1256
{GAC %c)

Eﬁ 5le TN D S‘
%an%a mnagoo\mf atmerjmed: honlequipment? O Yes No

c. If nut. what type of medical lupervislon is needed?
vv-_uQ KX

Nosda sug- b

0412
- 3322

BK-
PG
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9. CI'IECK IF APPLICABLE TO 7 OR 8 ABOVE:
O Mild Cognitive Impairment: Refers to psople whose cognitive abilities are in a

between normal eging and dementia. _
M Damentla: The loss of intellectual function (stich as thinking. remembering, reasoning, exercising
sufficient to interfere with an

judgement and making decisions) and other cognitive functions,
individual's abliity to perform activities of daily living or to cany out social or cccupational achivities.
10. CONTAGIOUS/INFECTIOUS DISEASE: 4| /A~ -

a. Treatmentmedication (lype and dosage)/equipment:

"cﬁndi!lunal state”

Pacs:

u0800661

b Can patlent manageownkeatmenﬂmedicaﬁonleqmpment? OYes 0O No

‘c. Ifnot, what type of rnadwal supervision is needad?

| w

1IC BOUA {12/04) (CONFIDENTIAL)



‘11, AI.LERGIES:
- CAAI_ YNCUAN-~
d. Treatmentimedication (fype and dosaga)lequipment'

b. Can patient manage own ireatmentimedication/equipment? [ Yes {0 No
c. f not, what typs of medical supervision is needed?

12. OTHER CONDITIONS: \Ll/ﬁ—-— .
a. 'l'reatmentlmedlcatlon (type and dosage)lequipmant.

b. Can patient manage own greatmenﬂmgdiﬁﬂnmqulpmgqt? OYes [No
c. Ifnot, what iype of medical supervision is nesded? ‘ '

YES

13. PHYSICAL HEALTH STATUS o [ASSSTVEDEVICE] . gypram

(if applicable) -

a. Auditory Impairment ~ K

'b. Visual Impairment "4 - Q QLS

¢. Wears Deniures

d. Wears Prosthesls

e. Special Diet

f. /Substance Abuse Problem

g. Use of Alcohal

h. Use of Cigareltes

] Bladdar impairment

k. Motor impairment/Paralysis

{. Requires Continuous
-Bed Care

0 A G

0800661

e
X
W
.4
K
o
i. Bowel Impaiment o
8
M
I
P

m. History of Skin Condition

. orBreakdown ' _ ‘ s

LG S02A {12/00) (CONFIDENTIAL)

0412
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“14. MENTAL CONDITION

~EXPLAIN S —

a. Confused/Disoriented

b. Inappropriate Behavior

c. Aggressive Bahavior

0412
3324

d. Wandering Behavior

BK-
PG-

Sunilowning Behavior

XJ“"}(%"

Able to Follow Instructions

Depressed

11 of 13 04/12/2012

Fle ™|

" Sulcidal/Seif-Abuse

CROR

Abla to Communicate Needs

j. At Risk if Alowed Direct -
Access {o Personal

Grooming end Hyglens flems

Page:

LT

k. Able to Leava Facility
Unassisted

0B00EEB1

16. CAPACITY FOR SELF-CARE

EXPLAIN

a. Able to Bathe Self

tlhte\ e BN S

b. Able to Dress/Groom Seif

WL Q%m;gm\ .

c. Able to Feed Self .

d. Able to Care for Own
Tolleting Nesds

% | I® =

o, Sr@U ST S
N

e. Able to Manage Own

Cash Resources

16. MEDICATION MANAGEMENT

YES | NO

EXPLAIN .'

a. Able to Administer Own
Prascription Medications

< ‘;;bi{P-

" b. Ableio Administer Own
Injections '

W/

c. Ableto PerformOwn .
. Glucose Testing '

d. Able to Administer Own
PRN Medications

e. Able to Administer Gwn -
Oxygen

" . f._ Ableto Store Own

LIC 02A (12004) (CONFIDENTUM
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~ 17 AMBULATORY STATUS: _ _
.~ a Thispersonisconsidered: K] Ambiufatory 'O Nonembulatory - [ Bedridden

an_ulﬂgﬂ: Means persons unable to leave 8 puilding unassisted under emergency
conditions. it includes any person who is unable, or likely o be unable, fo physically and mentally
respond to a sensory signal approved by the State Fire Marshal, or to an oral instruction relating to
fire danger, and persons who depend upon mechanical aids such as crutches, walkers, and
wheelchairs. (Health & Safety Code Section 13131) '

- Means either requiring assistance in tuming and repasitioning in bed, or being unable to
independently transfer to and from bed, except in facilities with eppropriate and sufficient care stal_f.
mechanical devices if necessary, and safety precautions. No resident shall be admitied or retained i
a residential care facllity for the elderly if the resident is bedridden, other than for 8 temporary iliness
ar for recovery from surgery. .(Health & Safety Cade Section 1569.72) \ |

b. If residentis nonambulatory, this stafus is based upon:

1 Physiosl Condiion L1 Mental Congiion -~ [~ Bolh Physioal and Menta Condition

c. Ifa residentis bedridden, check one or more of the following and describe the nature of the Hiness,
surgery or ofher cause: .

O liness:

0. Recovery from Surgery:

l;l Other:

NOTE: An lliness or recovery is consliderad temporary if it will fast 14 days or less.
d. If a resident is bedridden, how long is bedridden status expected to persist? N / /—]- '

1. . '(numberofdays)

2. : __(estimated date illness of racovery is expected toend orwhen -
‘ resident wiil no langer be confined to bed)

3. Ifillness or recovery is permanent, please axplain: _

e. Is rasident receiving hospice care?

[0 No O Yes Ifyes,specifythe terminal liiness:
LICA0ZA (12/00) {CONFIDERTAL] - PAGESCFE
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‘18, PHYSICAL HEALTHSTATUS: [ Good . O Far Ll Foor

19. COMMENTS:

BK- 0412
PG- 3326
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1 0 P

OROOCEEL

PA w10 Q&m) ,

“PHYSICIAN'S NAME AN ND ADDRESS (PRINT) \Q .
3 |EL;'§ngg&r
?@&L__——— M’__;W

21. TELEPHONE - 22, LENGTH OF TIME

'CS\LA.CTQ." rf/ S

{ 5-36

24. DATE

LIS B02A {104 {CONFIDENTIAL) .
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