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KNOW ALL MEN BY THESE PRESENTS, That I, .03 ﬂlﬂ/é’ Lo, Jé
Daniel Bruce Tanner .

A R o e
BEIRHING CO,, PFORTLAND, OR 87204 "

have made, constxtuted and appointed apd by these resants do make, cons tute and appoint )
Sl 7210 WL COAD GHTEL. . (N-F20 ped ) Tanara 3. Tammer

my true and Iawful attomey, for me and in my name, place and stead and for my use and benefit, to

act completely, solely and entirely as my Health Care Representative ("Representative )
in accordance with the State of Oregon's Advance Directive law.

In addition, I hereby authorize my Representative, Tamara J. Tanner, to make and carry
out any and all decisions pertaining to my health care, including but not limited to,

those critical decisions outlined in my Advance Directive, endorsed and initialled by

me on February 24, 1994, and attached hereto as Exhibit: 1.

giving and granting unto niy said attorney full power and authonty to do and perform all and every act and thing
whatsoever requisite and necessary to be done, as fully, to all intesits and purposes, as 1 might or could do if per-

sonally present, hereby ratitying and confirming all that my said attorney shall lawfully do or cause to be done,
by virtue hereof.

In construmg thi trument and Jhem the context so requires, the singular includes the plural.
4A w924,

wDaniel  Bruce - Tanner e i ieeienos

"Tamara J. Tanner

GON, County of ?

KA&F:%W:A_ g% inst ment:%s acknowl'gged be!ore me on

NOTARY F

acieioers | %/uwﬁ@m

POWER CF ATTOBNEY

{FORM Ne. 13}

certify that the within instru-
received  for record on the
; ,19

SPACK RESZRVED
FoR. . ment/m:crohlm/ recepin
RECORDER'S USK Record of
of said County.

AFTER RECORDING RETURN TO
Tamara J. Tanner
.Z8.l§...Bmilys...Way.
Greenbelt, MD...207170

NAME, ADDRESS, 2!P

County affixed, '




ADVANCE DIRECI‘ 1VE

< YOU DO NOT HAVE. '[0 FILL OUT THIS FORM

PART A: IMPORTANT INFORMATION <ABOUT THIS ADVANCE DIRECI' IVE

Thls is an important legal document; Tt ‘can conitrol Eritical decisions about your health care. Before sngmng, consxder lhese
important facts:

- Facts- About Part B (Appointing a Health Care Representative)

You have the nght to name a person to direct : your health care when you cannot do so. This person is called your “healxh
care representative.” You can do this by usmg Part B of this form. Your representative must accept on Part E of this form

You can write in'this‘document any restrictions ‘you Want on how | your Teprésentative will make decisions for you. Your
representative must follow your desires as stated in this document or otherwise made known. If your desnres are unknown your
representative must try to act'in your bcst mterest Your reprcsentauve can resxgn at any tlme.

Facts About Part C (Giving Health Care Instructions)..

You also have the nght to give instructions for health care prov1ders to follow if you become unable to dxrect your- ‘care:
You can do thls by usmg Part C of ths form

pitey Dilees PR e e

. Facts About Completing -This Form

This form is vahd only if you sxgn it voluntanly and when you are of sound mind. If you do not want an «dvance directive;,
you do not have to sign this form.

Unless you have limited the duration of this advance d:rectwe it will not expire. If you have set an expiration date, and
you become unable to direct your health care before that date thls advance dlrcctxve wxll not expn‘e unlu you are able to make
those decisions again. A ‘

You may revoke this documnnt at any time. To do so, notlfy your representative and your health care provxder of the revocanon.

Despite this document, you have the right to decide your own health care .as long as you are able to-do so.

If there is anythmg in this document that you do not understand, ask a lawyer to explain it to you.

You may sign PART B, PART C, or both parts. You may cross out words that don't express your wishes or add words that
better express your wishes. Witnesses must sign PART D.

Print youx" NAME, BIRTHDATE AND ADDRESS here:

Daniel Bruce Tanner
NAME

02/13/35

BIRTHDATE

Plum Ridge Care Center 1401 Campus Drive
ADDRESS R

Klamath Falls, Ore. 97601

AL} ONE: . .
~. My entire life’
s Other period (... Years),




et o PART B/ APPOINTMENT OF HEALTH CARE‘ REPRESENTATIVE
. ' ' f{Daughter.)

_301/982 29405 202/624—7503 ', _ -t

1 appoint RTINS i i : as Ty alternate health care representative. My alter- -
nate’s address is and telephone number is

1 authorize my represemauve (or al!emate) to dxrect my health care Awhen I can’t do so.
NOTE: You may not appoint your docto; an’ employee of your doctor &r-an owner, operator or employce ‘of your health care facility,

uniless that person is related to,you by, blood mamage or adopnon or that person was _appointed before your adrmission into the
health care facility. ’

1. Limits. Special Conditions or Instructions:

XNI IAL IF. THIS APPLIES it y A o
1 have executed a Heahh Care Instructlon r, Dlrecnve to Physrcmns ‘My. reprcsentatxve is to honor it..

2. ere Supp_o_rt.“:‘ “ere support refers to any | medrcal means for mzumammg hfe. mcludmg procedures, devxces and medxcauons.
If you refuse life support, you will still get routine measures to keep you clean and comfortable.
L IF THIS APPLIES:

My representative MAY decide about life support for me. (If you don't initial this space, then your represenauve MAY NOT
decrde about life support.) .. : : SN s B eh e il >

3. Tube Fez.dmg. One sort of life support is food and water supphed amﬁcmlly by medxcal dev1ce, known as tube 'feedmg

II\%’BAL IF THIS APPLIES:
Z. My representative MAY decide about tube feedmg for'me. (If,ybu don’t initial this space, then your representative MAY NOT
decide, about tube feeding.) .. . . T R ST T SR TS T

\H uAM

“" "slbnxruns or-' PERSON MAKING APPOINTMENT‘ IRI0S

PART C: HEALTH CARE INSTRUCTIONS

NOTE: In filling out these instructions, keep the following in mind: R

o The term “as my physician recommends’™ means that you want your physrcum to try life support \f your physrcran believes

it could be helpful and then discontinue it if it is not helping your health condition-or symptoms.

e “Life support” and “tube feeding” are defined in Part B above.

» If you refuse tube feeding, you should understand that malnutrition, dehydration and death will probably rcsult
 You will get care for your comfort and cleanliness, no matter what choices you make.
[ ]

You may either give specific instructions by filling out Items 1 to 4 below, or you may use the general instruction provrded
by Item 5.




Ll e ] -

o

condition described below: :

L. Close to Death. If I am close to death and life support woy

A. INITIAL ONE:

<—een 1 want to receive tube feeding.

-1 want tube feeding only as my physician
recommends. DRSNS ey

2. I DO NOT WANT tube feeding.~ * /i':

2. Permanently Unconscious.

A. INITIAL ONE:
—--- I want to receive tube feeding,
~==—- I want wbe feeding only as my: physician- <~

recommends.
_&.I DO NOT WANT tube feeding.

% Here are my desires about my health care if my d’oc‘t{)'rv"z;nd ‘arﬁx&ﬁﬁgi’ knovﬁledgqable dobtor confirm that T am in a mcdicﬂ

Id onlyvposg‘pog‘eb gh‘e‘m‘omént of my death;

£ ; R s B
"B "INITIAL ONE: ; A
L T veant any other life support: that‘inay “apply.
T want life ‘support only'as'my physician =
recommends. R N N R PR 1)
T want NO life support: e

If I am unconscious and it'iS'.Vefy"ﬁﬂikély'thai I'will ‘ever become coniscious ‘again: 1"

B. INITIAL.ONE: ‘ S B
I want any_other life support that may apply.

-1 want life support only as my physician .. .
recommends, ¢ el e
I want NO life support.

3. Advanced Progressive lllness.  If Thave a progressive illness that will be fatal and is in an advanced stage, and I am consistently
and permanently unable to communicate by any means, swatlow'food and water safely; care for myself and rec '

and other people, ‘and: it is'very'unlikely that my condition” will substantially

A. INITIAL ONE:
~--—— I want to receive tube feeding.
------. | want tube feeding only as my physician ]
, recommends. RN A P
=1 DO NOT.WANT tube feeding,

4... Extraordinary Suffern, . 1t e support would o
scvexje‘pgip; G b g ;

A INITIAL ONE: ;o Liior iy

-1 want to receive tube feeding.

-——-- I want tube feeding only as my physician

recommends. e
ﬁ_l DO NOT WANT tube feeding.

Wy

5. -General Instruction.

Lir

"B.”INITIAL ONE;
--—-:-- I'want any other life support that may apply.
I want life‘syppor‘t only as my physician

“imiprove: -

, recommends, .
.;..€4%- I want NO life support.

p. my medical condition and would make. me suffer. permanent and

“B. "INITIAL ONE: PR
------- I want any other life support that may apply.~

" =meeee T owant life support only as my: physicia

). Tecomménds,. - - g
-&.I want NO life support.

H\gAL IF THIS APPLIES;
--%22 I do not want my life to be prolonged by life support. I also do not want tube feeding as life support. I want my doctors
to allow me to die naturally if my doctor and another knowledgeable doctor confirm I .am in any of the medical conditions

listed in Items 1 to 4 above.

6. Additional Conditions or Instructions.

That I am kept as comfortable and pain-free 'as possible.

7. Other Documents. A *health care power of attorney”

health care decisions for you,
I AL ONE:

is any document you may have signed to appoint a representative to make

<. Ihave previously signed a health care power of attdmey. I want it to remain in effect unless I appointed a health care represen-
tative after signing the health care power of attorney. v '
~----—I have a health care power of attorney, and I REVOKE IT.

-—-—- 1 DO NOT have a health care power of attorney.

02/24/94

DATE
SIGN HERE TO GIVE INSTRUCTIONS

Q'M»:_ﬂ—-’ % -

SIGNATURE




‘PART D: DECLARATION OF WITNESSES -
We_declare that.the, person signing this advance directive; .

@) Is pcrsonally known to us or has.provided proof of identity; - S e
(b) Signed or acknowledged that person'’s signature on this advance directive in our presence;
(¢) Appears to be of sound mind and not under duress, fraud or undue influence; . Lo
(d) Has pot appointed either of us as health care representative or alternative representative; and
(¢) Is.p6t a patient for, whom either, of us is Jattending physician, . .. . . i

Witnessed

Isidro.Lopez. Gomez, .., - )
PRINTED NAME OF WITNESS i

SIGNATURE OF WITNESS / D, PRINTED NAME OF WITNESS

NOTE Oﬁé.witxieés iriust’np'i,l;é}a rclatxvc(by blood,mamage or ‘i‘adop;ion) :6{ the pcrson sfgﬁing lhis' advancedlrecuve ’i_hag' 'w_xmeSS
must also not be entitled to any portion of the person’s estate upon death, That witness must also not own, operate or be employed
at a health care facility where the person is a pa}iem or resident. '

PART E: ACCEPTANCE BY HEALTH CARE REPRESENTATIVE | b st
Taccept this appointment and agree to serve'as health cere representative, I understand I must act cohsisiéritl}" with the desites
person [ represent, as expressed in this advance directive or otherwise made known to me. If I do not know the desires of

the person I represent, 1 have 4 duty to act i believe in good: faith'to ‘be that person’s best interest! 1 -Understand. that this

person’s current health care provider if known.to me.; =~ -

"s:éhifﬁh's"dﬁ'@u CARE REPRESENTATIVE T BATE 727" S REPRESENTATIVE 7 DATE

LR v 4

Tamara J. Tanner : : B . Lt Lo
PRINTED NAME : ;




- Physician Services
v West Excel, Inc.

2625 Croshy Avenuc, Klumath Fulls, Oregon 97603 ¢ S03/885-6733 ¢ FAX SU3/RR3-1879

March 1, 1994

Department of Social Security

RE: TANNER, DANIEL
To Whom It May Concern:t

I have had the opportunity to care for Mr. Tanner over the last two menths. .
Initially 1 hospitalized him in January of 1994 for pancytopenia for which his
condition gradually improved and he followed up once in the officé in the interim.

Lart month, in February, he was agaln rehospltalized with an acute upper gastro-
intestinal hemorrhage and presented cold. covered with melenic feces, and with a
hemoglobin of 4. He was resuscitated with blood products and found to have an
arute bleeding duvdenal ulcer which responded to comservative traatment, and his
medical conditiuvn gradually improved. e :

Howaver, unfortunately, Mr. Tanner scems to suffer from a degree of anoxic brain
damage secondary to the prolonged period for which he was cold and unresponsive,
and with che hemoglobin of 4. Therefore, it is agrumed that for an extended period
of tlma he had decreascd cerebral perfusion wf oxygen and now has brain damage

gimilar to that when peoplec have heart attacks or for any other reasons have a
prolonged period of cerchbral anoxia.

He has currently been transferred from the hospital to an intermediate nursing
facility. At this point, he probably has a very paor prognosis regarding any form
of recovery to his prior level of activity or cognitive function. On my exam, he
has lost at leasst 502 of his mental capabilities and ‘it will be a matter of time to
caa how much of this he is able to recover. TR

1f you have any duastione, please do,ﬁockhesita:é'co contact me.
Sincerely, Ry ‘

TR X Ard WD
“Rende K. Short, M.D, e

2625 Crosby Avenue ° L :

Klamath Falls, OR 97603 i

Tel., (503) 883-6733 or 883-0325

RKS/hl

STKTE()F(DREG(RQ:C(HJNTY;OF KLAMATH: ss.

. Filed for record at request of - Tamara J. Tamner  the_l4th  ___ dy
of Maxch AD., 19 94 at__2:h&  ctlock . _P_M., and duly recorded in Vol MOA -, -
B : coeof - Power of Attorney on Page 7764 Co o ’

Evelyn Biehn . County Clerk
FEE $30.00 L By R evuteats N2




