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insert your name) do hereby designate and appaing
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2 CREATION OF DURABLE POWER OF ATIORNEY FOR HEALTH CARE
By this document, [ intend to creare  Dursble Power of Attomey by appoiming the person designated above o
make health cars ducisions for me. This pawet of stiomey shall not be affected by my subsequent incapasity,
3

GENERAL STATEMENT OF AUTHORITY GRANTED

In the event that [ am
o the attomay-in-fact

my death, including: consent, refizal of
maintain, diagnose,

pocsdars to
provisions, if any, ge

incajmble of giving informed congent
mamcd above full power, and authority

Losth in paregraph 4 or 6,

consent, or withdrawal of consent
or treat physical or mental condition, subject

wiu:rspec:mhealthmdecisions.ihuehym
1o make health care decisions for me before, or afiar
0 any care, Ueatment, sarvice, of
only to the limitations wnd special

SPECIAL PROVISIONS AND LIMITATIONS

(Your antomey-is-fact kuupqmiﬂedmmmwmyufmefoilowhg: commitnent o or plicement i 2

menta! health treament facili

, convulsive treatment,

peychosurgery, sterilization, or abortion. I there we my

other types of reatment or

or other restrictions Yrou wislh to place on
If you do pot write any limitazions, your

placement that you do not want yoor anarney-in-fact’s authority to give consent for
yaur sttemey-in-fact’s authority, you should list thern in the space below.
anornay-in-fact will have the broad powers 1o make health care decisions

on your behalf which are set forth in
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In exercising the authority under this Dursble Power of Attomey for HealthCare, the authority of my auom-m-

fact is subject to the following gpecial provisions
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STATEMENT OF WITNESSES

(You should carsfully read and follow this wilnessing procedure. This document will not be valid unless
you comply with the witnessing procedure, If you elect to use witnesses jnstaad of having this documem
notarized, you must ust: two qualified adult witnesses, Nane of the following may be Used a5 2 witess:
{1} a Person you designate as the attorney-in-fact: {2} a provider of health care; (3) an employee of
2 provider of health care; (4) the operator of a health care facility; (5) an employes of an operator
ofah_u.llhcarcfaci]jtjr. Al least one of the wilnesses must make the additional declaration set out
following the place where the wilmesses sign,)

Idcclareunderpcnallyofpﬂtim‘:(lhutheprincipal is personally known to me, that the principal signed or
acknowiedged the Durable Power of Attorney in my presenee, that the principal appears to bc of sound mind
and under no duress, fraud, or undue influence, that T am not the perscn appointed as agomey-in-fact by this
document, and that I am not 2 provider of health care, an employee of a provider of health care, the operator
of » community care facility, ror an amployez. of an operator of 2 health care faciliey, .

Signanure: i M ﬂﬁ"ﬂ#—’
Print Name: _ s A (0 800

Residence Address: _S%%_ L uuaroln S b | T2
Calunle, Ny 29064

Date: J-Qo’ﬂ&_ ‘
Signahre: i __J ””bg— :

prat Name: 420001 p1a0ig )
Residence Address: PO QJG\{ oy ;j‘.._.'.
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(AT LEAST ONE OF THE ABOVE WITNESSES MUST ALSQ SIGN THE FOLLOWING DECLARATION.)
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(THls POWER OF ATTORNEY WILL NOT BE VALID FOR MAKING HEALTH CARE DECISIONS UNLESS 1+
IS EITHER (1) SIGNED BY AT LEAST TWO QUALIFIED WITNESSES WHO ARE PERSONALLY KNOWN To

YOU AND WHO ARE PRESENT WHEN YOU SIGN OR ACKENOWLEDGE YOUR SIGNATURE,
ACKNOWLEDGED BEFORE A NOTARY PUBLIC))

CERTIFICATE OF ACKNOWLEDGEMENT OF NOTARY PUBLIC

{You may use scknowledgement bufore & notary public lustead of statement of witesres.)
State of Nevada )]

Camtyof—{-ém_ } 1
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g
(here'insert name of notary public) personally appearsd AGH ‘4
(here insert name of principal} personaliy: known to me (or proved 10 me

on the basis of salisfaciary evidence) o be the person whose name is subscribed to this instrument, and scknowicdged
that he or sho executed it 1 declan: under penalty of perjry that the person whase name {5 ascribed to this mstrument

appears 1o be of sound mind and under po duress, faud, or undue influence.

NOTARY SEAL . &MGL&(\C{MQ lMaQ .

{Signanure of Nofiry Pohilic)

E [ Notary Public - Nevads
] N, 9720811
= My appt. 4o, Mv, 10, 2001

o 108 348
m:?# |




Linceln County

s

R

g\____ . THOMAS ALESSIO AND RUTH LEONA COSTANZO
N

AMENDMENT

To

LIVING TRUST
oF

TRUSTORS

/

In accordance of D;lragraph # 4, FiIGHTS OF TRJSTCRS Sub-paragraph (4. 2) ot

The COStaI"IZO Famlly Trust # 1 faled and recorded (#103667 June 26th 1985 in boak

114 of official reconis, page 351 Luncoln County, Nevada, the Trustors hereby make
\‘ T4 the following amemlment(s)

Whera As Inthe event of Mrs Ruth Leona Costanzo bzcumes tc mporaryily
; mecicanr .,

i
ay rot wsll.ng or by any

enticement, be allowed to sign any documents, including legal forms, ¢

authonty, the Sucoe s0r Trustee, Thomas Alessio Costanzom

THOMAS ALESSIO CIOSTANZOD {DATE)a"!DRﬁ'?H LEONA COSTANZO (DATE)

2 BRANDI LEWns o
7 Myaep: exp Mar 25, 2000 [ AQ .
Ne. 9621880
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