POWER OF ATTORNEY FOR HEALTH CARE DOCUMENT

NOTICE TO PERSON MAKING THIS DOCUMENT

You have the right to make decisions about your health care. No health care may be given to you
over your objection, and necessary health care may not be stopped or withheld if you object.

Because your health care providers in some cases may not have had the opportunity to establish a
long-term relationship with you, they are often unfamiliar with your beliefs and values and the
details of your family relationships This poses a problem if you become physically or mentally
unable to make decisions about your health care.

In order to avoid this problem, you may sign this legal document to specify the person whom you
want to make health care decisions for you if you are unable to make those decisions personally.
That person is known as your health care agent. You should take some time to discuss your
thoughts and beliefs about medical treatment with the person or persons whom you have specified.
You may state in this document any types of health care that you do or do not desire, and you may
limit the authority of your health care agent as you wish. If your health care agent is unaware of
your desires with respect to a particular health care decision, he or she is required to determine
what would be in your best interests in making the decision.

This is an important legal document. It gives your agent broad powers to make health care
decisions for you. It revokes any prior Power of Attorney for Health Care that you have made. If
you wish to change your Power of Attorney for Health Care, you may revoke this document at any
time by destroying it, by directing another person to destroy it in your presence, by signing a
written and dated statement or by stating that it is revoked in the presence of two witnesses. If you
revoke, you should notify your agent, your health care providers and any other person to whom
you have given a copy. If your agent is your spouse and your marriage is annulled or you are
divorced after signing this document, the document is invalid.

You also may use this document to make or refuse to make an anatomical gift upon your death. If
you use this document to make or refuse to make an anatomical gift, this document revokes any
prior document of gift that you may have made. You may revoke or change any anatomical gift
that you make by this document by crossing out the anatomical gifts provision in this document.

» Do not sign this document unless you clearly understand it.
» |tissuggested that you keep the original of this document on file with your physician.
= Keep this page with your completed Power of Attorney for Health Care document.
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POWER OF ATTORNEY FOR HEALTH CARE

Document made this day of (month), (year).

CREATION OF POWER OF ATTORNEY FOR HEALTH CARE

(print name, address and date of birth), being of sound mind, intend by this document to create a power of attorney
for health care. My executing this power of attorney for health care is voluntary. Despite the creation of this power
of attorney for health care, | expect to be fully informed about and allowed to participate in any health care decision
for me, to the extent that | am able. For the purposes of this document, ‘health care decision’ means an informed
decision to accept, maintain, discontinue or refuse any care, treatment, service or procedure to maintain, diagnose or
treat my physical or mental condition.

In addition, | may, by this document, specify my wishes with respect to making an anatomical gift upon my death.

DESIGNATION OF HEALTH CARE AGENT

If I am no longer able to make health care decisions for myself, due to my incapacity, | hereby designate

(print name, address and telephone number) to be my health care agent for the purpose of making health care
decisions on my behalf. If he or she is ever unable or unwilling to do so, | hereby designate:

_(print name, address and telephone number) to be my alternate health care agent for the purpose of making health
care decisions on my behalf. Neither my health care agent nor my alternate health care agent whom I have
designated is my health care provider, an employee of my health care provider, an employee of a health care facility
in which | am a patient, or a spouse of any of those persons, unless he or she is also my relative. For purposes of this
document, ‘incapacity’ exists if two (2) physicians or a physician and a psychologist who have personally examined
me sign a statement that specifically expresses their opinion that | have a condition that means that | am unable to
receive and evaluate information effectively, or to communicate decisions to such an extent that | lack the capacity to
manage my health care decisions. A copy of that statement must be attached to this document.

GENERAL STATEMENT OF AUTHORITY GRANTED

Unless | have specified otherwise in this document, if | ever have incapacity | instruct my health care provider to
obtain the health care decision of my health care agent for all of my health care and treatment. | have discussed my
desires thoroughly with my health care agent, and believe that he or she understands my philosophy regarding the
health care decisions | would make if | were able. | desire that my wishes be carried out through the authority given
to my health care agent under this document.

If | am unable, due to my incapacity, to make a health care decision, my health care agent is instructed to make the
health care decision for me, but my health care agent should try to discuss with me any specific proposed health care
if I am able to communicate in any manner, including by blinking my eyes. If this communication cannot be made,
my health care agent shall base his or her decision on any health care choices that | have expressed prior to the time
of the decision. If | have not expressed a health care choice about the health care in question and communication
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cannot be made, my health care agent shall base his or her health care decision on what he or she believes to be in my
best interest.

LIMITATIONS ON MENTAL HEALTH TREATMENT

My health care agent may not admit or commit me on an inpatient basis to an institution for mental diseases, an
intermediate care facility for the mentally retarded, a state treatment facility or a treatment facility. My health care
agent may not consent to experimental mental health research or psychosurgery, electroconvulsive treatment or other
drastic mental health treatment procedures for me.

ADMISSION TO NURSING HOMES OR COMMUNITY BASED
RESIDENTIAL FACILITIES

My health care agent may admit me to a nursing home or community based residential facility for short-term stays
for recuperative care or respite care.

If | have checked ‘Yes’ to the following, my health care agent may admit me for a purpose other than recuperative
care or respite care, but if | have checked ‘No’ to the following, my health care agent may not so admit me:

1. Anursinghome—-[]Yes []No
2. A community-based residential facility —[_] Yes [ ] No

If 1 have not checked either “Yes’ or ‘No’ immediately above, my health care agent may admit me only for short-
term stays for recuperative care or respite care.

PROVISION OF FEEDING TUBE

If 1 have checked “Yes” to the following my health care agent may have a feeding tube withheld or withdrawn from
me, unless my physician has advised that, in his or her professional judgment, this will cause me pain or will reduce
my comfort. If | have checked ‘No’ to the following, my health care agent may not have a feeding tube withheld or
withdrawn from me.

My health care agent may not have orally ingested nutrition or hydration withheld or withdrawn from me unless
provision of the nutrition or hydration is medically contraindicated.

Withhold or withdraw feeding tube - [ ] Yes [] No

If I have not checked either “Yes’ or ‘No’ immediately above, my health care agent may not have a feeding tube
withdrawn from me.

HEALTH CARE DECISIONS FOR PREGNANT WOMEN

If | have checked ‘Yes’ to the following, my health care agent may make health care decisions for me even if my
agent knows | am pregnant. If | have checked “No” to the following, my health care agent may not make health care
decisions for me if my health care agent knows | am pregnant.

Health care decision if | am pregnant-[_] Yes [ ] No

If 1 have not checked either ‘Yes’ or ‘“No’ immediately above, my health chare agent may not make health care
decisions for me if my health care agent knows | am pregnant.
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STATEMENT OF DESIRES, SPECIAL PROVISIONS OR LIMITATIONS

In exercising authority under this document my health care agent shall act consistently with my following stated
desires, if any, and is subject to any special provisions or limitations that | specify. The following are any specific
desires, provisions or limitations that | wish to state (add more items if needed):

1.

2.

3.

INSPECTION AND DISCLOSURE OF INFORMATION RELATING TO MY
PHYSICAL OR MENTAL HEALTH

Subject to any limitations in this document, my health care agent has the authority to do all of the following:
a. Request, review and receive any information, oral or written, regarding my physical or mental health,
including medical and hospital records.
b. Execute on my behalf any documents that may be required in order to obtain this information.
c. Consent to the disclosure of this information.

(The principal and the witnesses all must sign the document at the same time.)

SIGNATURE OF PRINCIPAL
(Person creating Power of Attorney for Health Care)

Signature Date

(The signing of this document by the principal revokes all previous
powers of attorney for health care documents.)

STATEMENT OF WITNESSES

I know the principal personally and I believe him or her to be of sound mind and at least 18 years of age. | believe
that his or her execution of this power of attorney for health care is voluntary. | am at least 18 years of age and am
not related to the principal by blood, marriage or adoption, and am not directly financially responsible for the
principal’s health care. | am not a health care provider who is serving the principal at this time, an employee of the
health care provider, other than a chaplain or a social worker, or an employee, other than a chaplain or social worker,
of an inpatient health care facility in which the declarant is a patient. I am not the principal’s health care agent. To
the best of my knowledge, | am not entitled to and do not have a claim on the principal’s estate.

Witness #1:
(Print) Name Date
Address

Signature

Witness #2:
(Print) Name Date

Address

Signature
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STATEMENT OF HEALTH CARE AGENT AND ALTERNATIVE
HEALTH CARE AGENT

I understand that (name of principal) has
designated me to be his or her health care agent or alternate health care agent if he or she is ever found to have
incapacity and unable to make health care decisions himself or herself.

(name of principal) has discussed his or her desires regarding

health care decisions with me.

Agent’s Signature

Address

Alternate’s Signature

Address

Failure to execute a power of attorney for health care document under chapter 155 of the Wisconsin Statutes creates
no presumption about the intent of any individual with regard to his or her health care decisions. This power of
attorney for health care is executed as provided in chapter 155 of the Wisconsin Statutes.

ANATOMICAL GIFTS (optional)

Upon my death:

| wish to donate only the following organs or parts

(specify the organs or parts).

I wish to donate any needed organ or part.

I wish to donate my body for anatomical study if needed.

I refuse to make an anatomical gift. (If this revokes a prior commitment that | have made to make an
anatomical gift to a designated donee, | will attempt to notify the donee to which or to whom 1 agreed to

donate.)

Failing to check any of the lines immediately above creates no presumption about my desire to make or refuse to
make an anatomical gift.

Signature Date
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OPTIONAL - ADDENDUM TO THE POWER OF ATTORNEY FOR HEALTH CARE

If I am in a terminal condition, a persistent vegetative state, or have advanced dementia or other similar mental
incapacity or have a permanent disability that prevents me from communicating my wishes, I direct my Power of
Attorney for Health Care to carry out my wishes. My wishes include:

Agree Disagree

] ] Do not use feeding tubes, including stomach tubes, nasogastric tubes, which are placed
down the nose, or intravenous feedings, except to increase my comfort or reduce my pain.

] Do not perform any surgical procedures except to increase my comfort or reduce my pain.

] ] Do not use antibiotics, except to increase my comfort or reduce my pain.

] ] Do not do any testing which may cause me any distress, except to increase my comfort or
reduce my pain.

] ] Do not do any radiation or chemotherapy, except to increase my comfort or reduce my
pain.

] ] Do not use any resuscitation or advanced life support. This includes machines to help
breathing or medications to maintain the heart and blood pressure.

] ] Do not do kidney dialysis, either peritoneal or hemodialysis.

] [] Err on the side of over-medication rather than under-medication for pain, even if taking
such may result in my death. For me, the goal of pain management is total relief of pain
regardless of the risks.

] ] Be an active advocate as my Power of Attorney for Health Care. Do not simply give in to
decisions that physicians make. Ask questions and understand proposals, challenge
assumptions and be prepared to say no to care which | would not want and to demand care
that |1 would want.

] ] Remember that | want to be an organ and tissue donor. If the requirements for organ

donation conflict with my wishes above, | direct that such actions be taken so as to
preserve organ function and permit organ donation to occur.

Describe the level of disability you are willing to accept

Other thoughts

Signature of Principal Date
Signature of Witness Number 1 Date
Signature of Witness Number 2 Date

As used in this Addendum, | intend that the following terms have the following meanings:

Terminal Condition: This is an incurable condition, caused by injury or illness that will cause death in the near
future, so that life-sustaining procedures only prolong the dying process.

Persistive Vegetative State: This is an incurable condition in which one loses the ability to think, speak and move
purposefully but the heartbeat and breathing continue. Periods of sleep and wakefulness occur.

Advanced Dementia/Senility: This is severe, incurable, progressive brain damage caused by strokes, injury,
infection or Alzheimer’s Disease, that leads to the loss of the ability to communicate with people, to recognize family
and friends, and to provide for one’s needs.
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