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POWER OF ATTORNEY

I, _7[3,'4/7'4,'@ J/m’s} 263 Arfhur ,%. ég%szzg Yoy

(insert your name and address)

appoint Jfﬁn: 7&( J/Jﬂl’S. 7340 4fubﬂ Lane M C
% wrpol's ) Zr/ 7éo’z ‘'Y (msert the 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 ARE GRANTING. TO WITHHOLD A POWER, DO NOT
INITIAL THE LINE IN FRONT OF IT. YOU MAY, BUT NEED NOT, CROSS OUT"EACH™
POWER WITHHELD. THE ANNOTATED INDIANA CODE SECTIONS NQTED ARE

INCORPORATED BY REFERENCE. —
o
INIT
A:""". Q’LL POWERS (b THROUGH r) LISTED BELOW. 8
b =)
; ~ %cumerxtws : 30-%4-3)
d. .share and commo ransactions. ( § 365-4)
. NOTOFFICIALY &
. f. B Tﬂeiss ﬁeratmo tra.ns%cno (zhn{g%igd 15%)’ 6)
g. ASUrance transactions pre §
E. Bencithe dakeGounty Reconder) 5. 5 9
i Gift transactions. (Ann. Ind. Code § 30-5-5-9) 3
_ j- Fid tran ‘Ann “ode § 0 £ =
.k Claims afid litigation! (Aan. lad. Code § 30-5-5-1 = =
L Family maintenance. | (Ann. Ind. Code/§ 30-5-5-1 ',; q ::;
. . m, Benefitsyfrom military service. | (Ann. Ind. Code§130-5-5713) o
—— oI Records, reports, and statements, (Ana. Ind. Code § 3087 :5:14)0
o Estate tranSactions. (Ann. Ind. Codef§ 30-5-5-15) P ’\.:.g
— P Health care powers. (Anngdad, Code §30-5-5-16) z o
— g Delegation of authorig ﬁtﬁn- ird. Code §30-5-5-18) T W
L >neral authority a§%¢7all other ,é;’gters (Ann. Ind. Code §30-5-5-19) -
= ,,-) 5 :
If you checked care DOWerSs, md wish your age,nt to be able or withhold health
care as described t R fo]lowmc b T S
E’Z/ ITat l y 't 1nterest Concern-

ing withdrawal or w1r_hholdmg of health care (pursuant to Ann. Ind. Code §§30-5-5-17,
16-36-1, and 16-36-4). If at any time based on my previously expressed preferences and the
diagnosis and prognosis my health care representative is satisfied that certain health care is not
or would not be beneficial or that such health care is or would be excessively burdensome,
then my health care representative may express my will that such health care be withheld or




withdrawn and may consent on my behalf that any or all health care be discontinued or not
instituted, even if death may result.

My health care representative must try to discuss this decision with me. However, if I am
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 fam-
ily and others to the extent they are available.

CHECK ONE OF THE FOLLOWING BOXES:
O This power of attorney shall. terminate upon my disability, incapacity or incompetence.

| @/ This power of attorney is effective immediately, and shall not be affected by my disabil-

ity, incapacity or incompetence.

| This power of attorney will become effective upon my disability, incapacity or incom-
petence. ‘

Sig}aed this !C\%\r\ day of BQV.(\\}\’Q{% , ,(}\(\\\ : :
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(Your sign ty number)
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7] AFFIRM, UNDER THE PENALTIES FO#
PERJURY THA AVE TAKEMN REASON-
ABLE CARE TO REDACY EACH SOCIAL
SECURITY NUMBER IN THIS DOCUMENT
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PREPARED BY:




