HEALTH POWERS OF ATTORNEY FORM FOR INDIANA RESIDENTS

| Georgia M. Garner

1370 Baker St, Gary, IN 46404 (Insert your name and address as principal)

Marilyn J. Garner

appoint
2001 W. 75th P1, Unit 36, Merrillville, I, 49410 and address of the person appointed)

as my agent (attorney-in-fact) o act for me in any lawful way with respect to the Health Care Powers that may
include acting as my agent with respect to mental health and addictions treatment services, as defined and described

in the Annotated Indiana Code, which is incorporated by reference herein:
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B/ ...l authorize my health care representative to access/receive specially protected treatment information and to
discuss such information with health care providers to coordinate my care for the initialed areas below.
"/ Mental Health Records (IC 16-39-2-9) l Drug and Alcohol Records (CFR 42 Part 1)
/_ HIV/AIDS Records (IC 16-41-8) -/ Infectious Disease Records (IC 16-41-8)

My heath care representative must try to discuss care decisions with me. However, if | 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 family and others to the extent they are available. ‘4
/l‘ N G
Health Powers of Attomey Form; Created 1/15/09  Page 1 of 1 c 5

flon



»

CHECK ONE OF THE FOLLOWING BOXES:
0 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. : :

g This power of attorney will become effective upon my disability, incapacity or incompetence.
| understand that in accordance with Indiana Code 30-5-10-1, except as otherwise stated in this power of attorney
form, this executed power of attorney may be revoked only in writing wherein the written revocation statement

identifies the power of attorney revoked and is signed by myself, the principal. This power of attorney shall continue
in full force and effect until | have executed and recorded in the Recorder's Office of the county of my domicile a

written revocation .
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executed this health powers of attorney form.
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