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POWER OF ATTORNEY FOR HEALTH CARE

P Y S— VARTLYN-A o BRELTHAUPT. --ceroee whose address s . 3405 PATTERSON-ST

KLAMATHFALLS,QREGQNQ]&)}, and whose telephone number is 881.}—95[}8

as my attorney-in-fact for health care decisions. I appoint

whose address is 591.2...HARL.AN..DR.i.VE.,...K{AMA?[.H..FALLS.,...QR..Q]GQ; ............................ , and whose telephone

number is ....882=3392. i 88 my alternative attorney-in-fact for health care decisions. I authorize my attorney-
in-fact appointed by this document to make health care decisions for me when I am incapable of making my own
health care decisions. I have read the warriing [on the opposite side of this sheet] and understand the consequences

of appointing. a power of ‘attorney for health care. . .
rney-in-fact comply with the following instructions or limitations. [also see reverse side]

r————

In addition, I direct

'% Withholdirig or withdrawal of life-sustaining procedures with the understanding that death may result.
standi

——
pum——————"

Withholding or withdrawal of artificially administered hydration ‘or: nutrition or both with the under-’

g that dehydration,, malnu ition and death may result.

LGEE S o P U E

SIGNATURE OF

‘4 [L>M7Om»~l _Resithaapl

PRINT NAME

DECLARATION OF WITNESSES [*]

‘We de'cvlére ‘that the principal is personally known to us, th.at“thé principal signed or acknowledged the
principal's signature on this power of attorney for health care in our presence, that the principal appears to be of
sound mind and not under duress, fraud or undue influence, that neither of us is the person appointed as attorney-
iﬁ-faét b ument or the principal's attending physician. .

Witnessed'B

7 y

SIGNA’ URE OF WITN,5 S / DATE » R s PRINTED NAME O WITNESS

ACCEPTANCE OF APPOINTMENT OF POWER OF ATTORNEY

tment and agree to serve as attorney-in-fact [or alternate attorney-in—fact] for health care

I accépt this appbin
] as expressed in this ap-

decisions. I understand 1 have a duty to act consistently with the desires of the principa
pointment. I understand that this document gives me{autho‘rity over health care dccisions for the principal only if
the principal becpnjeé incapable. I understand'kthat I must act in good faith in exercising my authority under this
power of attorney. I understand that the principal may revoke this power of attorney at anytime in any manner, and

that I have a duty to.inform ,t’he‘principal’s attending physician promptly upon any revocation.

« N

ct / DATE

st ACT / DATE

AL@.\&U#;XL........../;1........@R..é.ctﬁg.g.p.ﬁ....

PRINTED NAME X . ; PR

[* At least onc of the witnesses must be a person who is not a relative of the princibal' by blood, marriage or adoption or & person who at
the time of exccution of this power of attorney would be entitled to any portion of the estate of the principal upon death under any will
or by operation of law. The attorney-in-fact may not be a witness and the principal’s attending physician at the time of execution of

this power of attorney may not be a witness.

STATE OF OREGON: COUNTY OF KLAMATH:  ss.
Filed for record at request of Marilyn Breithaupt the
AD,19 91 _a 11:31  ovlock A M., and du 6' recorded in Vol 22— ——

¢ Power of Attorney on Page 2509 .
Evelyn iehn Coupty

FEE $5.00 Copies $4.00 By

of December
o

Return: - Marilyn Breithaupt-3405 Patterson, Klamath Falls, OR 97603




