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POWER OF ATTORNEY
Fodey
L B2 aRExuwl (1. EUNKEY 20 SopsET TRL. PoRTAGE (1Y, (insertyour
nameand address)appoint__ BRUCE L) . FUNILESS 29 SNt DRAE
— Pormagl, 1. dena® (insertthe name and address of the person appointed)
as my agent (attorney-in-fact) to act for me in any lawful way with respect to the following initialed subjects, as each subject
is defined and described in the Annotated Indiana Code, which is incorporated by reference herein:
TO GRANT ONE OR MORE OF THE FOLLOWING POWERS, INITIAL THE LINE IN FRONT OF EACH POWER YOU
AREGRANTING. TOWITHHOLD A POWER, DONOTINITIAL THE LINEINFRONT OFIT. YOUMAY, BUT NEED NOT,
CROSS OUT EACH POWER WITHHELD. THE ANNOTATED INDIANA CODE SECTIONS NOTED ARE INCORPO-
S RATED BY REFERENCE.
INITIALS
: En E a. ALL POWERS (b THROUGH p) LISTED BELOW.
~ L b Real property transactions. (Ann. Ind. Code § 30-5-5-2) - ot
_EH-F. Tangible personal property transactions. (Ann. Ind. Code § 30-5-5-3\0
—EU-F_ d Bond, share.and commodity transactions, (Ann. Ind. Code § 30-5-5—48
Wk e Banking transactions.’ (Ann!Ind. Code § 30-5-5-5) —
—_ew il f Business operating transactions. (Ann. Ind. Code § 30-5-5-6) o
Ew F g Insurance transactions. (Ann, Ind. Code § 30-5-5-7) @O
EwF Beneficiary transactions. (Ann. Ind. Code § 30-5-5-8) o
‘ ewil Cift transactions. (Ann: IndCode § 30-5-5-9)
g E T T j¢ Fiduciary transactions. (Ann. Ind. Code § 30-5-5-10)
. — = F 'k Claims4dndlitigation. (Afn’ Ind. Code § 305°5'11)
A Family maintenance. (Ann. Ind. Code § 30-5-5-12)
EWF m, Benefits from military service. (Ann. Ind. Code § 30-5-5-13)
S W F g Records, reports, and statements. (Ann. Ind. Code § 30-5-5-14)
, __ExF Estate transactions. (Ann. Ind. Code § 30-5-5-15)
¥ — & F p. Health care powers. (Ann. Ind. Code §§30-5-5-16 and 16-36-1) __ w0 ’n
w %
If you checked “Health care powers,” and wish your agent to be able to withdraw or (vnthhdg health: cm as
described Uelow, check the following box: ! f" :b? s

5
A1 authorize my health care representative to make decisions in my best interest cOncemumw:tHdrawal or
wnthholdmg of health care. If at any time based on my previously expressed preferences and dlagnosm and
prognosis my health care representative is satisfied that certain health care is not or wauld not bekeneficial or that
such health careis or would be excessivelyburdensome, then my health care representathl,e may expyess my will that
such health care be withheld or withdrawn and may consenton my behalf thatany or all helnith ca‘g}ve dxscontmued
or not instituted, even if death may resuit. -
My health care representative must try-to discuss this decision with me. However,if lam unable to communicate,
my health care representative may make such a decision for me, after consultation with my physician or physicians
and other relevant health care givers. To the extent appropriate, my health care representative may also discuss this
- decision with my family and others to the extent they are available,

™ CHECK ONE OF THE FOLLOWING BOXES:
[C] This power of attorney shall terminate upon my disability, incapacity or incompetence.
@ [B’This power of attorney is effective immediately, and shall not be affected by my disability, incapacity or incompetence,

[C] This power of attorney will become effective upon my disability, incapacity or incompetence,

Slgned this 2 & day of Leiontnn ) 19_] l
: éi o L DN ,2-‘&_47 Sol-69-(30
(Yougstgn ture) (Your social security number)
e State of

(County) of _ Pailee

On this 1992 before me, personally appeared
. (nameof principal), whois personally known to meor provided

as identification, and acknowledged that he or she executed it.
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