
SPECXAL IMIC.AI POIATm. OFAITORNEY

do hereby authorize

of
(Address)

to execure and consenr to any and all medical and

hospital care and treatment, including any major surgery deemed necessary by a duly

licensed physician selected by my Attorney-ln-Fact for the health and well-being of my

following named children:

Signature

Address

Ciry/Srare/Zip

Telephone

Subscribed and sworn ro before me rhis

day of.

Notary Public

My commission expires:

BIRTH DATE


