NEW HAMPSHIRE ADVANCE DIRECTIVE

By statute, (RSA 137-J:20 Advance Directive) the NEW HAMPSHIRE ADVANCE
DIRECTIVE consists of two sections: DURABLE POWER OF ATTORNEY FOR
HEALTH CARE and LIVING WILL. We have elected to state each in a separate form.
You may complete both forms, or only one form.

(Initial beside the forms you elect to complete.)
I elect to complete (or have previously completed) a LIVING WILL form.

I also elect to complete (or have previously completed) a DOCUMENT OF
GIFT - ANATOMICAL GIFTS form pursuant to RSA 291-A the UNIFORM
ANATOMICAL GIFT ACT.

DURABLE POWER OF ATTORNEY FOR HEALTH CARE

I, W. Michael Todd, hereby appoint Ginni Walsh of Law Office of W. Michael
Todd, PLLC, P.O. Box 888, New London, NH 03257, (603) 526-9020 as my agent to
make any and all health care decisions for me, except to the extent I state otherwise in
this directive or as prohibited by law. This durable power of attorney for health care shall
take effect in the event I lack the capacity to make my own health care decisions.

In the event the person I appoint above is unable, unwilling or unavailable, or
ineligible to act as my health care agent, I hereby appoint Brynne Johnstone of Law
Office of W. Michael Todd, PLLC, P.O. Box 888, New London, NH 03257, (603) 526-
9020, as alternate agent(s), in the order named.

STATEMENT OF DESIRES, SPECIAL PROVISIONS, AND LIMITATIONS
REGARDING HEALTH CARE DECISIONS.

For your convenience in expressing your wishes, some general statements concerning
the withholding or removal of life-sustaining treatment are set forth below. (Life-
sustaining treatment is defined as procedures without which a person would die, such as
but not limited to the following: mechanical respiration, kidney dialysis or the use of
other external mechanical and technological devices. drugs to maintain blood pressure,
blood transfusions, and antibiotics.) There is also a section which allows you to set forth
specific directions for these or other matters. If you wish, you may indicate your
agreement or disagreement with any of the following statements and give your agent
power to act in those specific circumstances.
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A. LIFE-SUSTAINING TREATMENT.

1. If T am near death and lack the capacity to make health care decisions, I
authorize my agent to direct that:

(Initial beside your choice of (a) or (b).)

_____(a) life-sustaining treatment not be started, or if started, be discontinued.
-or-

____(b) life-sustaining treatment continue to be given to me.

2. Whether near death or not, if I becomg:pcrmanently unconscious I authorize my
agent to direct that:

(Initial beside your choice of (a) or (b).)
_ (a) life-sustaining treatment not be started. or if started, be discontinued.
-or-
_____(b) life-sustaining treatment continue to be given to me.
B. MEDICALLY ADMINISTERED NUTRITION AND HYDRATION.

I realize that situations could arise in which the only way to allow me to die would be
to not start or to discontinue medically administered nutrition and hydration. In carrying
out any instructions I have given in this document, I authorize my agent to direct that:

(Initial beside your choice of 1 or 2.)

1. Medically administered nutrition and hydration not be started or, if started, be
discontinued.

-0r-

2. Even if all other forms of life-sustaining treatment have been withdrawn,
medically administered nutrition and hydration continue to be given to me.

(If you fail to complete item B, your agent will not have the power to direct the
withholding or withdrawal of medically administered nutrition and hydration.)
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C. ADDITIONAL INSTRUCTIONS.

Here you may include any specific desires or limitations you deem appropriate, such
as when or what life-sustaining treatment you would want used or withheld, or
instructions about refusing any specific types of treatment that are inconsistent with your
religious beliefs or are unacceptable to you for any other reason. You may leave this

question blank if you desire.

(Initial beside only those provisions you want to apply. If not mmaied the provision will

have no effect.)

1. Personal Representative under HIPAA. | have executed a separate
Authorization for Release of Protected Health Information (Valid Authorization
Under 45 CFR Chapter 164) naming the appropriate agents.

2. Care Arrangements. I authorize my health care agent to make any
and all necessary arrangements for me at any hospital, hospice, nursing home,
convalescent home or similar facility, and to assure that all of my essential
medical, dental, mental health, physical therapy and other needs are provided
for at any such facility, in accordance with any instructions [ may have given in
my estate plan. |

3. Authorized to Act Despite My Objection. Even if I am incapacitated
and I object to treatment, treatment may be given to me over my objection. It is
my specific intent that my agent shall have full and complete authority to make
decisions regarding my health care and treatment when I am incapacitated, even
if I may object to any decision reached by my agent at that time. (See e.g. RSA
137-J:5,1V.)

4. Authorize Agent to Consent to DNR order. I authorize my agent, in
their sole and absolute discretion, to consent to a "do not resuscitate order"
(DNR) on my behalf in accordance with RSA 137-J:26, I11.

5. Negate Authorization for ARNP to Act. I desire to exclude any
Advance registered nurse practitioner (ARNP) from having any powers granted
in this document, as provided in RSA 137-J:14, III. Any reference to an ARNP
in this document, if signed by me shall be deemed to be stricken and have no
effect.

6. Pain Medication. I wish to be given pain medication which is
necessary to control my pain without regard to any of the above choices and
authorize my agent to approve the administration of such medication.

7. Palliative Sedation. In an end-of-life situation, I authorize my agent,
in their sole and absolute discretion, to approve the administration of sedation to
the point of my unconsciousness, where I am suffering from severe, unremitting
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