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GENERAL DURABLE POWER OF ATTORNEY
WITH HEALTH CARE POWERS

1, Jackson Bologna, being at least eighteen (18) years of age
and mentally competent, do hereby designate and appcint my
mother, Catherine Bologna, my true and lawful atiorney-in-fact.

I. POWERS. I give to my attorneys-in-fact the powers hercin
specified to be used on my behalf. I am incorporating by reference
herein those powers which comply with my wishes in accordance with the
manner’ prescribed by I.C., 30-5-5. The powers given herein shall be
considered limited so that my attorneys-in-fact shall not have any
power whi¢h would cause my attorneys-in-fact to be treated as the
owner of any interest in my property and which would cause that
property to beilaxed as owned by the attorneys-in-fact, it being my
intention not to grant any beneficial interests in my estate by this
instrument. My attorneys-in-fact shall have the following powers:

A. Health Care(Pgwers. Authority with respect te health care
powers pursuant to I.C. 30-5-5-16.

T authorize my health . care representative to maxe decisions in my
best interest concernimgiwithdrawal or withholding of health
care. 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 bs
excessively burdersome, then my health care representative may
express my will tkat such health caré be wittheld or withdrawn
and may consent or my behalf that any ©r all health care be
discontinued or not instituted, even if death may result

My health care representative must try to discuss this decis’on
with me. However, if T am unakple to communiCate my health care
representative may make such a decision for me, after
consultation with my physician or physicians or (other relevant
health care givers. To the extent appropriate, my health care
representative may also discuss this decision with fy family and
others to the extent they are availabie.

II. EFFECTIVE DATE AND INCAPACITY.

A. This Power of Attorney shall be effective upen the date of
execution hereof.
B. My disability or incompetence shall not affect or terminate
this Power oZ Attorney.
C. This Power o Attorney shall terminate upon the execution
and recordation with the Recorder’s Office of the County of
105 my domicile a written revoccation hereof.
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IN WITNESS WHEREOF, I have hereunto set my hand this 18th

Day of October, 2022.
@@géﬁm/

Jackson Bologna

STATE OF INDIANA

COUNTY OF LAKE )

BEFORE ME, the undersigned, a NOTARY PUBLIC in and for
said County and State, this 18th Day of Octocber, 2022.,
personally appeared Jackson Bologna, and acknowledged the
execution of the) foregoing document as her free and
voluntary act.

IN WITNESS WHEREQF, I have hercunto subscribed my name
and affixed my official ‘seal

T KALETTA
issi i DM mawﬁm{c State of indiana
My Commission expires: S Soonty
cm.....sm.. GmESY NPOTI6598
My Commission Expires

/.,’m» ‘\\\‘ October 05, 2029
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Notary Publ i(;//
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AW of Lake County
Prepared By: Michael D+~ Rvachkoff, Attorney-at Law
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