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NAME: MILDRED GEORGANNA FREDELL

DURABLE POWER OF ATTORNEY
FOR HEALTH CARF DECISIONS

WARNING TO PERSON EXECUTING THIS DOCUMENT

THI5 IS AN IMPORTANT LEGAL DOCUMENT. IT CREATES A
DURABLE POWER OF ATTCRNEY FOR HEALTH CARE. BEFCRE EXECUTING THIS
DOCUMENT, YCU SHCULD KNCOW THESE IMPORTANT FACTS:

1. THIS DOCUMENT GIVES THE PERSON YCU DESIGNATE AS YGQUR
ATTCRNEY-IN-FACT THE PCWER TC MAKE HEALTH CARE DECISTONS FOR YOU.
THIS POWER IS SUBJSECT TO ANY LIMITATIONS OR STATEMENT OF YOU=R
DESTRES THAT YOU INCLUDE IN THIS ODOCUMENT. THE PCWER -T0O MAEKZ
HEALTH CARE DECISICNS FOR YOU MAY TNCLUDE CCNSENT, REFUSAY. OF
CONSENT, OR WITHDRAWAL OF CONSENT TO ANY CARE, TREATMENT, SERVICE,
CR PROCEDURE TO MAINTAIN, DIAGNCSE, OR TREAT A PHEYSTCAL OR MENTAL
CCNDITION. YOU MAY STATE IN THIS DOCUMENT ANY TYPES OF TREATMENT
CR PLACEMENTS THAT YOU DG NOT OESIRE.

2. THE PERSON YOU DESIGNATE IN THIS DOCUMENT HAS A DUTY
TO ACT CONSISTENT WITH YOUR DRDESIRES AS STATED IN THIS DCCIMENT OR
OTHERWISE MADE KNCOWN CR, IF YOUR DESTRES ARE UNKNCWN, TO ACT IN
YOUR BEST INTERESTS.

-

3. EXCZPT AS YOU OTHERWISZ SPECIFY IN TEIS DOCUMENT,
14E POWER OF THE PERSON YOU DESIGNATE TO MAKE HEALTH CARE DECISIONS
TOR YOU MAY INCLUDE THE POWER TO CONSENT TO ¥CUR DCCTOR NOT GIVING
IREATMENT OR STCPPING TREATMENT WHICH WOULD KEEP YGU ALIVE.

4. UNLESS YOU SPECIFY. A& SHORTER PERICD 1IN TEIS
DOCUMENT, THIS POWER WILL EXIST INDEFINITELY FRCM THE LCATE YO
EXZCUTE THIS DOCUMENT AND, IF YOU ARE UNABLE TO MAKE HEALTH CARE
DECISIONS FOR YOURSELF, THIS POWER WILL CONTINUE TO EXIST UNTIL THE
TIME ~WHEN YOU EBECOME ABLE TO MAKE HEALTH CARE DECISICNS FOR
YOURSELE.

5. NOTWITHSTANDING THIS DOCUMENT, YOU HAVE THE RIGET TC
MAKE MEDTCAL AND CTHER HEALTH CARE DECISIONS FOR YOURSELF SO LONG
AS YOU CAN GIVE INFORMED CONSENT WITH RESPECT TQ THE PARTICULAR
DECIZTON. IN ADDITION, NO TREATMENT MAY BE GIVEN TC YOU OVER YOUR
OBJECTION, AND HEALTH CARE NECESSARY TC KEEP YOU ALIVE MAY NOT BE
STOPPED TIF YOQU OBJECT.

6. YOU HAVE THE RIGHT TO REVCKE THE APPOINTMENT OF THE
PERSON DESIGNATED IN THIS DCCUMENT TO MAKE HEALTH CARE DECISICNS
FOR YOU BY NCTIFYING THAT PERSON OF THE REVOCATION CRALLY OR IN
WRITING.
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7. YOU HAVE THE RIGHT TC REVOKE THE AUTHCRITY GRANTED
TO THE PERSON DESIGNATED IN THIS DOCUMENT TCO MAKE HEALTH CARE
CDECISICNS FOR YOU BY NOTIFYING THE TREATING PHYSICIAN, HOSPITAL, CR
OTHER PROVIDER OF HEALTH CARE CRALLY OR IN WRITING.

8. THE PERSON DESIGNATED IN THIS DOCUMENT TC MAKE
HEALTH CARE DECISIONS FOR YOU HAS THE RIGHT TO EXAMINE YCUR MEDICAL
RECORDS AND TC CONSENT TC THEIR DISCLOSURE UNLESS YOU LIMIT THIS
RIGHT TN THIS DOCUMENT.

9. THI5 DOCUMENT REVOKES ANY PRIOR DURABLE PBCWER OF
ATTORNZY FOR HEALTH CARE,

10. IF THERE IS ANYTHING TN THIS DOCUMENT. THAT YOU DO
NOT UNDERSTAND, YOU SHOULD ASK A LAWYER TO EXPLAIN IT TO YOU.

1. DESIGNATION OF HEALTH CARE AGENT.
I, MILDRED GEQRGANNA FEREDELL, de¢ hereby designate and appcint:

Name : ALBERT EARCQLD FREDELL
Acdress: P.O. BOX 481

T=iephone (775)%62-5380
Number:

a3 my attorrney-in-Zact {agent) to make health care declisions for me
as authcrized 1in this.dccument.

(Insert the name and address of the person you wish To designate 23
your attorney-in-fact to make health care decisions for you.
Unless the person is alsc your spcuse, legal guardian or the perscon
most closely related to you by bloced, none of the following may be
designated as youx attorney-in-fact: (1) your treating provider oI
health care, [2) an employee of your treating provider of health
care, (3) an cperator of a health care facility, or (4) an emplovee
of an operator of a health care facility.)

2. CREATION OF DURARLE POWER OF ATTOERNEY FOR HEALTH CARE.

By this document I intend to create a durable power of attorney by
appointing the person designated above to make health care
decisicns for me. This power oi attorney shall not be affected by
my subseguent incapacity.

3. GENERAL STATEMENT OF AUTHORITY GRANTED.

In the event that I am incapable of giving informed consent with
respect to health care decisicns, I hereby grant to the attorney-
in-fact named above full power and authority to make health care
decisions for me before, cr after my death, including: consent,
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refusal of consent, or withdrawal of consent to -any care,
treatment, service, or procedure to maintain, diagnose, or treat a
_physical or mental condition, subject only tc the limitations and
special provisions, if any, set forth in paragraph 4 or 6.

4, SPECIAL PROVISIONS AND LIMITATIONS.

(Your attorney-in-fact is not permitted to consent to any of the
fellowing: commitment to or placement in a mental health treatment
facility, convulsive treatment, psychoe surgery, sterilization, or
abortion. 1If there are any other types of treatment or placement
that you do not want your attorney-in-fact's authority to give
consent for or other restrictions you wish to place on his or her
attorney-in-fact's authority, you should list them in the space
below. TIf you do net write any limitations, your attorney=in-fact
will nave the brcad powers to make health care decisions on your
behalf which are set fcrth in paragraph 3, except %to the extent
that there are iimits provided by law.)

In exerclsing the authority under this durabie power of attorney
for health care, the authority cf my attorneyv-in-fact is subject te
the following provisions and limitations:

5. DURATION.

I understand that this power of attorney will exist indefiniteiy
from the date I execute this documen:t unless I establish a shorter
“ime. If I am unable to make health care cdecisions for myself wnen
This power oI attorney expires, the authcrity I have granted my
attorney-in-fact will continue to exist until the time when I
pecome aple to make health care decisicns for myself.

(IF APPLICABLE)

I wish te have this power of attorney end on the following
date: AF G

6. STATEMENT OF DESTIRES.

(With respect to decisions to withhold or withdraw life-sustzining
treatment, your attcrney-in-fact must make health care decisicns
that are consistent with your known desires. You can, but are not
required to, indicate your desires below. If your desires are

unknown, your attorney-in-fact has the duty to act in your best
interests; and, under some circumstances, a judicial proceeding may
be necessary to that a court can determine the health care decisicn

3
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that is in your best interest. If you wish to indicate vyour
desires, you may INITIAL the statement or statements that reflect
_your desires and\cr write your own statement in the space below.)

(If the statement
reflects your desires,
initial the box next
to tThe statement.)

1. INdesires that my life be prolonged to
tha gresatest extent possiple, without
regard to my condition, e chances I
havefor recovery or lofg-term survivaly
or the cost of the progedures.

2. If I am\in a coma whdch my doctors have
reasonab concluded is irreversible,
I desire Yhat lifefsustaining or
prolonging & nts not be used.
{Also should utifize provisions cf
NRS 449,535 43,699, inclusive, 1if
this subparagp@ph is initialed.) : }

3. If I have incyrable or terminas
cocndition s and no reasonable
SeCovery cr survival,
I desire /that life staining cor
orolong) not be used.
{(Also
NRS 44p.535 to 449,690,
L f /s subparagraph 1s

inalusive,
itialed.) {

phclding or withdrawal &f artificla’

iticn and hydraticon mayzresult in

death by starvation or dehydkation. I

widnt to receive or continue r ce1v1ng

gbtificial nutriticn and hydrabion by

way of the gastrointestinal tradf after

all other treatment is withheld. { )

I do nc Teatment to be provided
and\or continued if the pburdens of the

treatment outweigh the expected benefits.
My attorney-in-fact i1s to consider the
relief of suffering, the preservaticn
or restoration ¢of functioning, and the
quality as well as the extent of the
possible extensicon of my life.

(If you wish to change your answer, you may do so by drawing an "Xy,
through the answer you do not want, and circling the answer you:
prefer.)
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Other or Additional Statements of Desires:

7. DESIGNATION OF ALTERNATE ATTORNEY-IN-FACT.

(You are not required to designate any alternative attorney-in-fact
but you may do so. Any alternative attorney-in-fact you designate
will be able to make the same health care decisions as the
attorney-in-fact designated in paragraph 1, page 2, in the event
that he or she is unable or unwilling to ac¢t as your attorney-in-
fact. Alsc, if the attorney-in-fact designated in paragraph 1 is
yedr spousg, his or her designation as your attorney=in-fact is
automatically revoked by law if your marriage is dissolved.)

If the person designated in paragraph 1 as my attorney-in-fact is
unable to make health care decisiocns for me, then T designate the
following persons to serve as my attcrney-in-fact to make nealth
care decisicns for me as authorized in this document, such perscrns
tc serve in the order listed below:

A First Alternative Attorneys-in-fact:
Name : PATRICIA JOANNE FREIDELL LEE
Address: 6295 SILVER COURT LANE
WINNEMUCCA, Nevada 89445
Telephone
Number:
8. PRIOR DESIGNATIONS REVOKED.

L revoxe any priocr durable power of attorney for health care.
{YCU MUST DATE AND SIGN THIS POWER OF ATTORNEY . )

T signmy name to this Durable Power f .Attorney for Health Care con
wt ooy . 2005, at | D% L, , Nevada.

WML@ Qosaamma, ﬁwbﬂi

MILDRED GECRGANNA FREDELL

\THIS POWER OF ATTORNEY WILL NOCT BE VALID FOR MAKING HEALTH CARE
DECISTIONS UNLESS IT IS EITHER 1) SIGNED BY AT LEAST TWO (2)
QUALIFIED WITNESSES WHC ARE PERSONALLY KNOWN TO YOU AND WHO ARE
PRESENT WHEN YOU  SIGN OR ACKNOWLEDGE YOUR SIGNATURE OR 2)
ACKNOWLEDGED BEFORE A NOTARY PUBLIC.)

CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC

5
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(You may use acknowledgment before a Notary Public instead of the
statement of witnesses.)

STATE CEF NEVADA )

) ss.
COUNTY OF WHITE LINCOLN )
'V
on this QY day of \une , in the vyear 2005,
before me, \Q(@fML fY\.if&ﬁfﬁ&(j; ' a Notary Fubl:ic,

persconally appeared MILDRED GEORGANNA FREDELL, personally known Lo
me {cr proved to me on the basis of satisfactory evidence) o be
the person whose name 1s subscribed fTo The foregoing instrument,
whno acknowledged te me that she executed it. I declare under
penalty of perjury that the person whese name is ascribed to zZhais

_nstrument appears to be of sound mind and under no duress, fraud,

, /
f I
k«la D P )A/M LN

NOTARY PUBLIC

or undue influence.

4 i, SEEVERS
4R, + STATE of NEVADA
2 ain Lounty « Nevada
i WEATFCATE $04-92001-11
2, 00T, 8, 2008

[l
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