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DURABLE POWER OF ATTORNEY

KNOW ALL MEp BY THES » ELEANOR B,
presents appoint the Att i ted j
Specified 3 i i
i or decline,

of Attorney in Fact and
incapacitated, then the one next
in this Instrument shal)

of Preference: My daughter, KATHERINE

Second Order of Preference: My daughter, ANNE E, DAVIS,
Third Order of Preference: My son, GERALD ¢, POTTER.
T—————=_ 07 Preference

: £

as fully to
ly Present., I
in Fact shal] lawfully do or cause to
Power of Attorney.

g: consent, refusal of

treatment, service,

al or mental condition,
any medical information.

Request, review, ang receijve any information, verbal opr written,
regarding my bhysical health, inciuding, without 1imiting the
generality of medical angd hospital records, and tq execute
any releases g Cuments that may be required in order tg obtain the
information Specified in thig Paragraph.

4. Employ ang discharge physicians, dentists, nurses, therapists,
and other health care-providing Professionais as my Attorney in Fact may
deem necessary for my physicail, mental, and emotiona] we?i—being.

discharge barbers, housekeepers, SecCretaries, apg
th care-providing Professionails,

Or withholg consent to medical care, surgery, or other
Procedures ¢p tests; arrange for py hospitalization, Convalescent
or home Care; revoke, withdraw, modify, ent to such
nedicai Care, surgery or other medical » hospitaliza-
tion Convalescent or home i
inc]uding,
have been
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7. Summon all and any health care providers pertaining to emergency
medical care including, without lTimiting generality of the foregoing, para-
medics or emergency medical personnel and seek emergency treatment for me.
In addition, upon unanimous consent by all named as my Attorney in Fact, my
Attorney in Fact is authorized, when dealing with hospitals and physicians,
to sign documents entitled or purporting to be a "Refusal to Permit
Treatment" and "Leaving Hospital Against Medical Advice" or other similar
documents, as well as any necessary waivers of or releases from liability
required by hospitals, physicians, or other health care providers.

8. Arrange for voluntary admission to an appropriate hospital or
institution for treatment of any mental disease or condition (including,
without timiting the generality of the foregoing, Alzheimer's disease);
arrange for my private psychiatric and psychological treatment; refuse
consent for any such hospitalization, institutionalization, and private
psychiatric and psychological care; and revoke, modify, withdraw, or change
consent to such hospitalization, institutionalization, and private
treatment for which consent may have been given at an earlier time.

9. Consent to and arrange for the administration of pain-relieving
drugs of any type, or other surgical or medical procedures calculated to
relieve my pain even though their use may lead to permanent physical
damage, addiction, or even hasten the moment of my death; provided,
however, no such pain-relieving drugs shall be used which would
intentionally cause my death.

10. Consent to or approve any necessary medical care, treatment, or
service for me, including, without limiting the generality of the
foregoing, unconventional or experimental procedures.

11. Exercise my right of privacy to make decisions regarding my
medical care, treatment, or service, and my right to be left alone even
though the exercise of my right might hasten my death or be against

conventional medical advice and, in this particular, take appropriate legal
action, if necessary, to enforce this right of privacy.

12. Neither my Attorney in Fact, or any substitute, shall dncur any
lTiability to me, my estate, my heirs, successors, or assigns for acting
pursuant to the authority granted by this Power of Attorney except for
willful misconduct or gross negligence; and in no case shall there be any
duty to act or any Tiability for inaction.

This Power of Attorney is effective as of the date it is executed and
shall not be affected by my subsequent incapacity.

In construing this Power of Attorney, the folilowing shall control:

a. This Power of Attorney shall be construed by the law of the
state in which it is exercised regardless of where executed.

b. All provisions contained in this Power of Attorney are
severable, and, in the event any provision contained in it shall be
determined invalid by any court of competent Jurisdiction, this
Power of Attorney shall be interpreted as though the invalid provision
was not contained in it.
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c. Pronouns used in this Power of Attorney shall be construed
in accordance with the appropriate gender or neuter, and as either
singular or plural, as the context requires.

d. A1l parties dealing with my Attorney in Fact are authorized
to rely fully on a clerk's or recorder's certified copy of the
original of this Power of Attorney which has been duly recorded as
required by the law of the state in which this Power of Attorney is to
be exercised.

e. Any physician, hospital, Governmental Entity, health care
provider, or other party acting in accordance with the powers granted
my Attorney in Fact by this Power of Attorney are to be held harmless
from any loss suffered, or Tiability dincurred, in acting in accordance
with this Power of Attorney prior to receipt of written notice of its
termination, revocation, or amendment, including the following:

(1) No person who acts in reliance upon any representation
of my Attorney in Fact may make as to the scope of the authority
granted my Attorney in Fact under this Power of Attorney any
liability to me, my estate, my heirs, successors, or assigns, for
permitting my Attorney in Fact to exercise any such power, nor
shall any third party who deals with my Attorney in Fact be
responsible to determine or insure the proper exercise the powers
granted my Attorney in Fact by this Power of Attorney.

(2) A1l third parties from whom my Attorney in Fact may
request information regarding my health or personal affairs are
authorized and directed to provide such information to my
Attorney in Fact without Timitation and are released from any
legal 1liability whatsoever to me, my estate, my heirs, succes-
sors, or assigns for complying with the request of my Attorney in
Fact. With specific reference to medical information, including
information about my mental condition, I authorize in advance all
physicians and psychiatrists who have treated me or will treat
me, and all other providers of health care, including hospitals
or institutions, to release to my Attorney in Fact all informa-
tion or photocopies of any records which my Attorney in Fact may
request. A1l physicians, hospitals, and other health care
providers are hereby authorized to treat my Attorney in Fact's
request as that of a legal representative of an incompetent
patient and to honor such requests on that basis. Al1 privileges
which may be applicable to such information and records
including, without Timiting the generality of the foregoing, any
communication pertaining to me and made in the course of a
physician-patient, psychiatrist-patient, or other confidential
relationship otherwise protected by law, is hereby waived as to
my Attorney in Fact.

f. The term "Governmental Entity" shall mean the Unijted States
of America, State thereof, or political subdivision of such State, or
any country other than the United States of America.
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WARNING To PERSON EXECUTING THIS DOCUMENT
T

THIS PORTANT LEGAL DOCUMENT. 1T CREA ES A DURABLE pOWER OF
ATTORNEY FOR HEALTH CARE. BEFORE EXECUTING THIS DOCUMENT, you SHOULD KNOW
THESE IMPORTANT FACTS:

1. i p i person you designate as your
Attorney i t are decisions for you. This
power is jec imi i ent of your desires that you
inclu i i t p health care decisions for you
may t e t ithdrawa1 of consent O any
cavres, rvi 0 . ntain, diagnosSeé, or treat 2
physica\ 0 t conditi in this document any types of
treatment or P

. document has @ act
consistent i ¢ as sta i nt or otherwise
known OY» if your are unknown, interests.

3. gxcept as you se specify in this document, the powver of
the person you design e health care decisions for you may include
the poweY 1o consent 0 ivi treatment or stopping
treatment which would keep you 3

will exist
Ca]ifornia 1awv
this document as fa

5. Notwithstanding this docu
and other health decisions
informed consent i to
treatment may D given o you
necessary to keep you alive may not be

6. e the right to revoke the appoi
designated in i document ro make health care
notifying that person of the revocation orally of in writing.

7. Yyou have the i
) designated in this
i e treating

1y or jp writing.

8. ) designated in this document to
decisions h the right to examine your medical
consent to their disclosure unless you 1imit this right in this docu

. 1f there 15 anything in this document that you 4o not under
you should ask a lawyer to explain it to you.
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IN WITNESS WHEREOF I have hereunto set my hand this
o, , 1989,

Sigr},e in the Pres%nce of:

e 57, @ (3
N 4 ”//4}7;%;&&_, ELEANOR 8.

STATE OF OREGON ) W
) ss: . 1 27 , 1989

County of Klamath )

Personally appeared before me the above-named ELEANOR 8. POTTER and

acknowledged the foregoing instrument ton be her voluntary act and deed.

.
- -

SISTINE L. PROCK TOTARY PUBLIC FOR OREGON
NO$ IQUBUC — OKEEGON M+ Commission Expires: 41,4&4%ﬂ~/

My Comnussion Expires

A L

STATE OF OREGON: COUNTY OF KLAMATH: ss.

Filed for record at request of Katherine L. Parker the 9th

of July AD,1991  __ at_10:50 _  oelock —A. M., and duly recorded in Vol. MI1
of Power of Attormey on Page 13222 .

Evelyn Biehn County Clerk

FEE By _)%M//la Yloetnpn

$25.00 J
6.00

Return: Katherine Parker
1521 McClellan Dr.
Klamath Falls, or. 97603
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