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NAME: ALBERT HAROLD FREDELL

DURABLE POWER OF ATTORNEY
FOR HEALTH CARE DECISIONS

WARNING TC PERSON EXECUTING THIS DOCUMENT

THIS Is AN IMPORTANT LEGAL DOCUMENT. IT CREATES A
DURAELE POWER OF ATTORNEY FOR HEALTH CARE. BEFORE EXECUTING THIS
DOCUMENT, YCU SHOULD KNCW THESE IMPORTANT FACTS:

1. THIS DOCUMENT GIVES THE PERSON YOU DESIGNATE AS YQUR
ATTORNEY-TIN-FACT THE POWER TO MAKE HEALTH CARE DECISIONS FOR YOU.
THZS POWER IS SUBJECT TO ANY LIMITATIONS OR STATEMENT OF YOUR
CES-ZRES THAT YCU INCLUDE IN THIS DOCUMENT. THE POWER--TO MAEKE
HEALTH CARE DECISIONS FCR YOU MAY INCLUDE GCONSENT, REFUSAL OF
CONSENT, OR WITHDRAWAL OF CONSENT TO ANY CARE, TREATMENT, SERVICE,
OR PROCEDURE TO MAINTATN, DIAGNCSE, OR TREAT A PHYSICAIL OR MENTAL
CONDITION. YOU MAY STATE IN THIS COCUMENT ANY TYPES OF TREATMENT
CR PLACEMENTS THAT YOU DO NOT DESIRE.

2. THE PERSON YQU DESIGNATE IN THIS DOCUMENT HAS A DUTY
CC ACT CONSISTENT WITH YOUR DESIRES AS STATED IN THIS DOCUMENT OR
CTHERWISE MADE KNOWN OR, IF YQUR DESIRES ARE UNKNCOWN, TC ACT TN
YCUR BEST INTERESTS.

3. EXCEPT AS YOU OTEERWISE SPECIFY IN THIS IZOCUMENT,
THE POWER OF THE PERSON-YOU DESIGNATE TO MAKE HEALTH CARE DECISIONS
FOR YCOU MAY INCLUDE THE PCWER TO CONSENT TO YOUR DOCTCR NCGT GIVING
TREATMENT OR ESETOFPING TREATMENT WHICH WOQULD KEEP YQU ALIVE.

4. UNLESS YOU SPECIFY A  SHORTER - PERIOD IN THIS
LOCJUMENT, THIS POWER WILL EXIST INDEFINITELY FROM THE DATE YOU
EXECUTE THIS DOCUMENT AND, IEF YOU ARE UNABLE TO MAKE HEALTH CARE
DECISIONE FOR YOURSELE, THIS POWER WILL CONTINUE TO EXIST UNTIL THE
TIME- WHEN YOU BECOME ABLE TC MAKE HEALTH CARE DECISION3S FOR
TOURSELF.

5. NOTWITHSTANDING THIS DOCUMENT, YOU HAVE THE RIGHT TO
MAKE MEDICAL AND OTHER HEALTH CARE DECISIONS FOR YOURSELF SO LONG
AS YOU CAN GIVE INFORMED CONSENT WITH RESPECT TC THE PARTICULAR
CECISION. IN ADDITICN, NO TREATMENT MAY BE GIVEN TO YOU OVER YQUR
OBJECTICON, AND HEALTH CARE NECESSARY TO KEEP YOU ALIVE MAY NOT RE
STOPPED IF YOU OBJECT.

6. YOU HAVE THE RIGHT TO REVOKE THE APPCINTMENT OF THE
PERSON DESIGNATED IN THIS DOCUMENT TO MAKE HEALTH CARE DECISIONS
FOR YOU BY NOTIFYING THAT PERSON OF THE REVOCATION ORALLY QR IN
WRITING.
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7. YOU HAVE THE RIGHT TO REVOKE THE AUTHCRITY GRANTED
TO THE PERSON DESIGNATED IN THIS DOCUMENT TO MAKE HEALTH CARE
_DECISIONS FOR YOU BY NOTIFYING THE TREATING PHYSICIAN, HOSPITAL, OR
CTHER PRCOVIDER CF HEALTH CARE CRALLY OR IN WRITING.

g. THE PERSCON DESIGNATED IN THIS DOCUMENT TQ MAKE
HEALTH CARE DECISIONS FCR YOU HAS THE RIGHT TQ EXAMINE YOUR MEDICAL
RECORES AND TO CONSENT TC THEIR DISCLOSURE UNLESS YQU LIMIT THIS
EIGHT TN THIS DOCUMENT.

9. THIS DOCUMENT REVOKES ANY PRICR. DURABLE PCWER OF
ATTORNEY FOR HEALTH CARE.

19. IF THERE IS ANYTHING TN THIS DOCUMENT THAT YOU 20
NOT UNDERSTAND, YOU SHOULD ASK A LAWYER TO EXPLAIN IT TO ¥CU.

1. DESIGNATION OF HEALTH CARE AGENT.

I, ALBERT HARCLD FREDELL, dc hereby designate and appeint:

Name: MILDRED GEORGANNA FREZDELL
Address: P.0O. BOX 481

Telephons (775)%62-5360
Mumber:

as my attorney-in-fact {(agent) to make health care decisions for me
as authcrized in this document.

{Insert the name and address of the perszon you wish to designate as
your attorney-in-fact toc make nealth care decisions for you.
Urlesss the person is also your spouse, legal guardian or the person
most closely related te you ky kloed, nore of the following may be
designated as your attorney-in-fact: (1) your treating provider of
health care, (2} an employee cf your treating provider of health
care, (3) an operator of a health care facility, or (4) an employee
of an operator of a health care facility.)

2, CREATICN OF DURABLE POWER OF ATTORNEY FOR HEALTH CARE.

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

3. GENERAL STATEMENT OF AUTHORITY GRANTED.

In the event that I am incapable of giving informed consent with
respect to health care decisions, I hereby grant to the attorney-
in-fact named above full power and authority to make health care
decisions for me befcre, or after my death, including: consent,

sox 202 mee 439



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 to the limitations and
special provisions, if any, set forth in paragraph 4 or &,

4. SPECIAL PROVISIONS AND LIMITATIONS.

(Your attorney-in-fact is not permitted o consent to any o©I the
following: commitment to or placement in a mental health treatment
facility, convulsive treatment, psycho surgery, sterilization, or
abortion. 1If there are any other types of treatment or rlacement
that you do not want your attorney-in-fact's authority tec give
consent for or other restrictions you wish to rlace on his or her
attorney-in-fact's authcority, ycu should list theém .in the space
below. 1If you do not write any limitations, vyour attorney=in-facz
will have the broad powers to make health care decisicns on your
behalf which are set forth in paragraph 3, except to the extent
that there are limits prcvided by law.)

N exercising the authority under this durable power of attorney
for health care, the authority of my attorrey-in-fact is subject to
the following provisions and limizations:

5. DURATICN.

I understand that this power of attorney will exist indefiritely
from the date I execute this documen: unless I establish a shor-er
time. If I am unable to make health care decisions for mysalf when
this power of attorney expires, the autherity I have granted my
attorney-in-fact will continue to exist until the time when I
become able to make health care decisions for myself.

(ITF APPLICARLE)

I wish to have this power of attorney end on the following

date: .-22;: - ea z

6. STATEMENT OF DESIRES.

(With respect to decisions to withhold or withdraw life-sustaining
treatment, your attorney-in-fact must make health care decisions
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 proceedlng may
be necessary to that a court can determine the health care decision

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\or write your own statement in the space below.)

{If the statemsnt
reflects vyour desires,
initial the box nex:
to the statement.)

1. esires that my¥ life be prolonged t
reatest extent possible, witho

regard to my condition, the chanc I

have for recovery or long-term rvival,

or the C‘St of t%e procedures. (. .

AN /

2. If I am 1in coma\which my doctors have

reasonab’ly cancluded is irreversible,

I desire that ife—sustaiﬁlng or

prolonging treatmehts n be used.

(Also should utilize provisions of

NRS 449.535 to 44%,%9%, inclusive, if

this subparagraph 13 initialed.) { )
3. If I have an inc or terminal

condition or illneds awnd no reasconable

hope of long-tefm fecoviry or survival,

I desire that Aife |sustadging or

prclonging treatmerjts not

{Alsc shoulg utili

NRS 449.537 to 449

if this sybparagra N { }
4 Withho¥ding cr wit ficial

nutr_Zion and hydrption may resul in

death by starvation or dehydratio I

to recelve o
arfificial nutriti
wdy of the gastroi
11 other treatme

continue recelvINg
n and hydration b
testinal tract aftex
is withheld.

I do not desire treatment to be provided
and\or continued if the burdens of the

treatment outweigh the expected benefits.
My attorney-in-fact is £c¢ consider the
relief of suffering, the preservation
or restoration of functioning, and the
gquality as well as the extent of the
possible extensicn of my life.

If you wish tc change your answer, you may do so by drawire
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 act as your attorney~-in-
fact. Also, if the attorney-in-fact designated in paragraph 1 is
your spouse, his or her designation as your attorney-in-fact is
automatically revoked by law if your marriage is dissclved.]

I the person designated in paragraph 1 as my attorney-in-fact is
unaible to make health care decisiens for me,. then I designate the
fellewing persons to serve as my attorney-in-fact to maks hezlzh
care declsions for me as authorized in this document, such persons
to serve in the order listed below:

A, First Alternative Attorneys-in-faect:
Name : PATRICIA JOANNE FREDELL LEFR
Address: 6295 SILVER COURT LANE
WINNEMUCCA, Nevada 839445
Telephone
Numbexr:
8. PRIOR DESIGNATIONS REVOKED.

I revoke any prior durable power of attorney for health care.
(YOU -MUST DATE AND SIGN THEIS PQWER OF ATTORNEY. )

I sign my name to this Durable Bower of Attorney for Health Care on

L ST/ » 2005, at P arc H L . Nevada.
7

[elotrr Rlere [yt

ALBERT HARCLD FREDELL

(THIS POWER OF ATTORNEY WILL NOT BE VALID FOR MAKING HEALTH CARE
DECISIONS UNLESS IT IS EITHER 1) SIGNED BY AT LEAST TWO (2)
QUALIFIED WITNESSES WHO ARE PERSONALLY KNOWN TO YOU AND WHC ARE
PRESENT WHEN YOU  SIGN OR ACKNOWLEDGE YOUR SIGNATURE OR 2}
ACKNOWLEDGED BEFORE A NCOTARY PUBLIC.)

CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC

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

STATE QF NEVADA )

} ss3.
COUNTY OF WHITE LINCOLN )

Cn this C%%& day of HJLLr\Q , in the year 2005,
before me, —"TE;Q%gp N . SeeveyS , a  Notary Public,

personally appeared ALBERT HAROLD FREDELL, perscnally known to me
(or proved teo me con the basis of satisfactory evidence) to ke the
person whose name 1is subscribed to the foregeing instrument, who
acknowledged to me that he exeguted 4it. I declare under penalty ¢l
perjuary that the person whose name is-ascribed to this instrumen:z
appears to pbe of scund mind and under no. duress, fraud, or unduae

influence.

@?_ edoo I )&utw

NOTARY PUBLIC

[ Bt T4ERL ¥ SEEVERS
| g STASY AL  STATE of AEVADA
fieoin Sounty + Nevada
SERTIFIGATE # 04-92081-11
APBT EXP. OCT. §, 2008
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