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HEALTH POWERS OF ATTORNEY FORM FOR INDIANA RESIDENTS

I RA/\/MOL)D C. ?END/}UT 23515 FILLmoRE
CR 0. Boy /S5 5’/ ) SHE L 5}//_ vy A/ 463 7 Ainsert your name and address as principal)
appoint Dewrise K. Leoragd (735 MibLAKD DR -
Frankiy N/‘ 7 Af Y613/ (Insert 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 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:

Health care powers. (Indiana Code § 30-5-5-16)

€ 1S
Sec. 16. (a) This section does net prohibitan irﬁv%a capable of consenting to the individual's own health care or to the
health care of another from congénti Al gatre i defithdrlidious tenets and practices of the
nividoareqang e . AN OE ERCTAT!

(b) Language conferring gmmwmwwnwl authorizes the attorney in

fact to do the following:

(1) Employ or contraét with serznie MM? BRoediemi che bl ihe principa.

(2) I the attorney lin fact is an individual, consent to or refuse health care for the principal who is an individual in accordance
with IC 16-36-4 and IC 16-36-1 by properly executing and aftaching to the powerof attoney a declaration or
appointment, or both.

(3) Admit or release the priricipalffom a hospital or health ¢are facility.

(4) Have access 10 recoids, ineluding medical records, concerning the principal's condition:

(5) Make anatomical gifts ea_the principal's behalf.

(6) Request an autopsy.

(7) Make plans for the dlispesition of the principal’s body.

If you wish your agent to be ablerto withdraw orwithhold healthi'care or to be able to access and discuss treatment
information specific to mental health and/or alcohol ordrioitia
boxes below:

[f | authorize my healllT'care representativie
withholding of health care (pursuantto Ann. Inces
my previously expressed preferences and the disg

in my best intere st coficerning withdrawal or
6-31-1, and 16-36-4). If at any time based on
wsis my health care representative is satisfied that

then my health care representative may express my wilt that such health carete withheld or withdrawn and may
consent on my befiali that aiiy o ali hiealih care be discontinued or not instituled, evei if death may result.

d | 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) __ Drug and Alcohol Records (CFR 42 Part i)

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

d This power of attorney is effective immediately, and shall not be affected by my disability, incapacity or
incompetence.

0 This power of attomey 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 S|gned by myself the principal. This power of attorney shall continue
in full force and effect until I have executed and recorded e Recorder's Office of the county of my domicile a
written revocation hereof.

Signed this 16“ day of __4

(Yo’ur sﬁﬁature)

Stateof L &/

peared
me or provided
at he or she

.
Lz d,;wcn
executed this health

4 AFFIRM, UNDER THE PENALTIES FOR

PERJURY THAT | HAVE TAKEN REASON- el gt gl

EDACT EACH SOCIAL >

TO R 3
ABLE CARE N THIS DOCUMENT, <

SECURITY NUMBER | S
UNLESS REQUIRED BY ~L2W
PREPARED BY: _A
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