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AGENT'S CERTIFICATION AND ACCEPTANCE OF AUTHORITY

L Michaed Collahen (insert name of agent), certify that the
attached is a true copy of a power of attorney naming the undersigned as agent or successor

agent for VYTAUTAS 1. STUKELIS.

I certify that to the best of my knowledge the principal had the capacity to execute the power
of attorney, is alive, and has not revoked the power of attorney; that my powers as agent have not
been altered or terminated; and that the power of attorney remains in full force and effect.

[ accept aprointment as agent under this power of attorney,

This certificatioi and acceptance is made under penalty of perjury.*

égent’s signature

Michael Gallghan

Dated: J! I l\u,o

Print Agent’s Name
“251% § Lowdoad oz (he et $210D%0Y
Ageat's Address

*(NOTE: Perjury is defined in Section 32-2 of the Crimina’ Code of 1961, and is a Class
3 felony.)

Any person dealing with an agent named in a copy of a document purpsrting to establish an
agency may presume, in the absence of actual knowledge to the contrary, tha. the document
purporting to establish the agency was validly executed, that the agency was validly sstablished,
that the named principal was competent at the time of execution, and that, at the tim? of reliance,
the named principal is alive, the agency was validly established and has not terminated ¢ been
amended, the relevant powers of the named agent were properly and validly granted and have not
terminated or been amended, and the acts of the named agent conform to the standards of this
Act. No person relying on a copy of a document purporting to establish an agency shall be
required to see to the application of any property delivered to or controlled by the named agent
ot to question the authority of the named agent.

{d) Each person to whom a direction by the named agent in accordance with the terms of the
copy of the document purporting to establish an agency is communicated shall comply with that
direction, and any person who fails to comply arbitrarily or without reasonable cause shall be
subject to civil liability for any damages resulting from noncompliance, A health care provider
who complies with Section 4-7 shall not be deemed to have acted arbitrarily or without
reasonable cause.

(Source: P.A. 96-1195, eff. 7-1-11.)
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AGENT'S CERTIFICATION AND ACCEPTANCE OF AUTHORITY

I, gé\_&‘\ GLMMJJ (insert name of agent), certify that the

attached is a true copy of a power of attorney naming the undersigned as agent or successor
agent for VYTAUTAS I. STUKELIS.

I certify that to the best of my knowledge the principal had the capacity to execute the power
of attorney, is alive, and has not revoked the power of attorney; that my powers as agent have not
been altered or terminated; and that the power of attorney remains in full force and effect.

I accept aprointment as agent under this power of attorney.

This certification nad acceptance is made under penalty of perjury.*

Dated: 2 M o

Q

ent’s signature

Print Agent’s Name

A3 S Lndowd P Guon D

Ageut’s Address "(

*(NOTE: Perjury is defined in Section 32-2 of the Crimina’ Code of 1961, and is a Class
3 felony.)

Any person dealing with an agent named in a copy of a document purpcrting to establish an
agency may presume, in the absence of actual knowledge to the contrary, tha: the document
purporting to establish the agency was validly executed, that the agency was valid!y sstablished,
that the named principal was competent at the time of execution, and that, at the time of reliance,
the named principal is alive, the agency was validly established and has not terminated or been
amended, the relevant powers of the named agent were properly and validly granted and have not
terminated or been amended, and the acts of the named agent conform to the standards of this
Act. No person relying on a copy of a document purporting to establish an agency shall be
required to see to the application of any property delivered to or controlled by the named agent
or to question the authority of the named agent.

(d) Each person to whom a direction by the named agent in accordance with the terms of the
copy of the document purporting to establish an agency is communicated shall comply with that
direction, and any person who fails to comply arbitrarily or without reasonable cause shall be
subject to civil liability for any damages resulting from noncompliance. A health care provider
who complies with Section 4-7 shall not be deemed to have acted arbitrarily or without
reasonable cause.

(Source: P.A. 96-1195, eff. 7-1-11.)
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SUCCESSOR AGENT'S
CERTIFICATION AND ACCEPTANCE OF AUTHORITY

1 certify that the attached is a true copy of a power of attorney naming the undersigned as
agent or successor agent for VYTAUTAS 1. STUKELIS.

1 certify that to the best of my knowledge the principal had the capacity to execute the power
of attorney, is alive, and has not revoked the power of attorney; that my powers as agent have not
been altered or terminated; and that the power of attorney remains in full force and effect.

I certify <nat'to the best of my knowledge (insert name of
unavailable agent) is unavailable due to (specify death, resignation,
absence, illness, 07 0ther temporary incapacity).

I accept appointment 25 agent under this power of attorney,
This certification and acceptapce is made under penalty of perjury.*

Dated:

(Agent's Signature)

(Print Agent's Name)

(Agent's Address)

*(NOTE: Perjury is defined in Section 32-2 of the Criminal Codz of 1961, and is a Class 3
felony.)
(Source: P.A. 96-1195, eff. 7-1-11,)
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SUCCESSOR AGENT'S
CERTIFICATION AND ACCEPTANCE OF AUTHORITY

I certify that the attached is a true copy of a power of attorney naming the undersigned as
agent or successor agent for VYTAUTAS I. STUKELIS.

I certify that to the best of my knowledge the principal had the capacity to execute the power
of attorney, is alive, and has not revoked the power of attorney; that my powers as agent have not
been altered or terminated; and that the power of attorney remains in full force and effect.

1 certify £i:at to the best of my knowledge (insert name of
unavailable agert) is unavailable due to (specify death, resignation,
absence, illness,orother temporary incapacity).

I accept appointmen: a5 agent under this power of attorney.
This certification and acceptziose is made under penalty of perjury.*

Dated:

{Agent's Signature)

(Print Agent's Name)

(Agent's Address)

*(NOTE: Perjury is defined in Section 32-2 of the Criminal Code of 1961, and is a Class 3
felony.)
(Source: P.A. 96-1195, eff. 7-1-11.)
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NOTICE TO THE INDIVIDUAL SIGNING
THE POWER OF ATTORNEY FOR HEALTH CARE

No one can prediet when a serious illness or accident might occur, When it
does, you may need someone else to speak or make health care decisions for
you. if you plan now, vou can increase the chances that the medical treatment
you get will be the (reatment you want.

In {ilinois, you can choose someone (0 be your “health care agent”. Your
agent is {he person you frust to make health eare decisions for you if you are
unable or domot want to make them yourself. These decisions should be
based on your personal values and wishes.

i is imporfant te pityour choice of agent in writing. The written form is
often called an “advance divective”. You may use this form or another form,
as long as it meets the legal requirements of Illinois, There are many writfen
and on-line resources to guide you and your loved ones in having a
conversation about these issues. Yuu may find it helpful to look at these
resources while thinking about and discussing vonr advance dirvective,

-~

{Principal's initials)
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ILLINOIS STATUTORY SHORT FORM
POWER OF ATTORNEY FOR HEALTH CARE

1L VYTAUTAS 1 STUKELLS, 2513 Lombard Avenue, Cicero, Hlineis 60804 | hereby
revoke all prior powers of attorney for health care executed by me and appoint: my nephew,
MICHAEL P. CALLAHAN, 2513 Lombard Avenue, Cicero, Hlinots 60804
{NOTE: You may not name co-agents using this form.)
as my attorney-in-fact (my "agent™) to act for me and in my name (in any way [ could act in
person} to make any and all decisions for me concerning my personal care, medical treatment,
hospitalization and health care and to require, withhold or withdraw any type of medical
freatment ororocedure, even though niy death may ensue,

A. My agent tha)! have the same access to my medical records that 1 bave, including the right
to disclose the conters {o others.

B. Effective upon my Jeath, my agent has the full power lo make an snatomieal gifl of the
following:

{(NOTE: {nitial one. In the event hong of the sptions are initialed, then it shall be concluded

that you do not wish fo grant your sgeat any such authority.)

A Any organs, tissues, or eyes suitable for transplantation or used for ressarch or

i
T Ok
-rv—‘,;v(\-\za-\n—\

education.

Specific organs:

___{do not grant my agent authority to make any atatomical gifts.

. My agent shall also have full power to authorize an aulopsy 1nd direct the disposition of my
remains. | intend for this power of attorney to be in substantial compiipice with Section 16 ol the
isposition of Remains Act. All decisions made by my agent with respect @ the disposition of
my remains, including cremation, shali be binding. I hereby direct any cemetedy organization,
business operating @ crematory or columbarium or both, funeral director or embapraer, or funeral
establishment who receives a copy of this documenl to act under it,

3. Tintend for the person named as my agent to be treated as | would be with respeetio nyy
rights regarding the use and disclosure of my individually identifiable health information or other
medical records, including records or communications governed by the Mental Health and
Developmental Disahilities Confidentiality Act. This release authority applies o any information
governed by the Health Tnsurance Portability and Accountability Act of 1996 ("HIPAA™) and
regulations thereunder. | intend for the person named as my agent 1o serve as my "personal
representative” as that term is defined under HIFAA and regulations thereunder,

Initials &

Frani
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(i) The person named as my agent shall have the power lo authorize the release of information
governed by HIPAA to third parties.

(1) ] authorize any physician, health care professional, dentist, healith plan, hospital, clinic,
laboratory, pharmacy or other covered health care provider, any insurance company and the
Medical Informational Bureau, Inc., or any other health care clearinghonse that has provided
freatment oF services to me, or that-has paid for or is seeking payment for me for such services to
give, disclose, and release to the person named as my agent, without restriction, all of my
individually identifiable health information and medical records, regarding any past. present, or
future medical or mental health condiiion, including all information relating to the diagnosis and
treatmeni of THV/AIDS, sexoally ransmitted discases, drug or aleohol abuse, and mental Hness
(including reco:ds or communications governed by the Mental Health and Developmental
Disabilities Contidentiality Act).

(ii1) The authority givento the person named as my agent shall supersede any prior agreement
that 1 may have with my health care providers to restrict aceess to, or disclosure of, my
individually identifiable healti information. The authority given to the person named as my
agent has no expiration date andshall expire only in the event that { revoke the autbority in
writing and deliver it to my health care provides.

{NOTE: The abeve grant of pewer is intended to be as broad as possible so that your agent
will have the anthority to make any decision you counld make to obtain or terminate any
¢ype of health care, including withdrawal of for and water and other life-sustaining
measures, if your agent believes such action would be consistent with your infent and
desires. ¥ vou wish to limit the scope of yeur ageni's powers or preseribe special rules or
limit the pewer to make an anatemical gift, avthorize sviopsy or dispose of remains, you
may do so in the following paragraphs.)

2. The powers granted above shall not include the following powers or shall be subject to the
foltowing rufes or limitations:

(NO'TE: Here you may include any specific limitations you deem appropraais, such ast your
own definition of when life-sustaining measures should be withheld; a dircctsua fo continue
food and Auids or life-sustaining treatment in all eveats; or instructions to relvse any
specific types of trentment that are inconsistent with your religious heliefs or unar-optable
to you for any ather veason, such as blood transfusion, clectro-convulsive therapy,
amputation, psychosurgery, veluntary admission to » mental institution, ete.)

My agent shall have no power to autherize an gutopsy on my behalf.

(NO'TE: The subject of life-sustaining treatment is of particular bmportaunce. For your
comvenience in dealing with that subjeet, some general statements concerning the
withholding or removal of life-sustaining treatment are set forth below. If you agree with
ane of these statements, you may initial that statement; but do not initial more than eue.

initials_§¥ ¢

3
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~ These staterments serve as guidance for your agent, who shall give careful consideration to

the statement vou initial when engaging in health care decision-making on your behalf}

1 do not want my kfe to be prolonged nor do | want life-sustaining treatment to be provided or
continued if my agent belicves the burdens of the wreatment outweigh the expected benefits. 1
want my agent to constder the relief of suffering, the expense involved and the quality as well as
the possible extension of my life in making decisions concerning life-susiaining treatment.

Initigled ¥ {5

I want my 1610 be prolonged and [ want {ife-sustaining treatment to be provided or
continued, unless ¥ 2m, in the opinion of my atlending physician, in accordance with reasonable
medical standards at e time of reference, in a state of "permanent unconsciousness” or suffer
from an "incurable orirreversible condition” or "terminal condition”, as those terms are defined
in Section 4-4 of the Hlinois Power of Attorney Act. If and when § am in any one of these states
or conditions, [ want life-sustoining ireatment to be withheld or discontinged.

Initiaded ,
! want my life to be prolonged to the graatzst extent possible in aceordance with reasonable
medical standards without regard to my conditien, the chances [ have for recovery or the cost of
the procedures.

initialed -
(NO'TE: This power of attorney may be amended or revolied by you in the manner
provided in Section 4-6 of the IBinels Power of Attorney At

3. This power of attorney shall become effective:

P
AY 7 ¥
Lt ¢

o

&
R

or
upon the written delermination by my physician that { am incapaciraiad.

(NOTE: Insert a fature date or event during vour lifetime, such as 1 court determination of
your disability or a written determination by your physician that you are incapacitated,
when you want this power to fivst take effect.)

(NOTE: If yon do not smend or revoke this power, or i you do not specify s speeific
ending date in paragraph 4, it will remain in effect until your death; except that your agent

A
1 § ooy

Imivials & 7
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will still have the authority to donate your organs, suthorize an autopsy, and dispose of
vour remains after your death, if veu gravt that authority to your agent.}

4. This power of gttorney shall terminate upon my death, except that my agent shall have the
pewer to donate my organs and/or to dispose of my remains.

(NOTE: Insert a future date or event, such as a court determination that vou are not under
a legal disability or a written determination by your physician that yeu are not
incapacitated, if you want this power to terminate prior to your death,)

(NOTE: You cannot use this form to name co-agents. If you wish to name successor agents,
iusert the rawss and addresses of the successors in paragraph 8.}

3. ¥ any agentaerozd by me shall die, become tncompetent, resign, refuse to accepl the office
of ag::m or be unavatiabic, ! name the mllomng {each to act alone and successtvely, in the order
named) as successors to suchagont:

a. my niece, CHRISTINA E. KOZELKA, 14760 8, Carlton Lane, Homer Glen, lllinots
60491

b. my niece’s husband, MARK ROZELKA, 14760 8. Carlton Lane, Homer Glen, Iinois
60491

For purposes of this paragraph 3, a person shall be considered 1o be incompetent if and while the
person is & minor, or an adjudicated incompetent or dismbled person, or the person is unable fo
give prompt and intelligent consideration to health care tratlers, as certifted by a licensed
physician.

(NOTE: If you wish to, you may name your agent as guardian of your person if a court
decides that one should be sppointed, To do this, retain paragraph o, ond the eourt will
appeint vour agent if the court finds that this appointment witl serve yhur best interests
and welfare. Strike out paragraph 6 if you do net want your agent to act <5 guardian,}

6. 1f a guardian of my person is to be appointed, I nominate the agent acting undaer this power
of attorney as such guardian, to serve without bond or security,

7. Release of Medical Information.

Imiial choice:

et am me(imai ml'ormatmn to any s-ue.cexsor avu}t namf:d abmu rte,drdlehs of whether me
preceding ageni(s) are acting as agents.

Initials



1704533119 Page: 11 of 22

UNOFFICIAL COPY

or

Successor ageni(s) shall ondy have access to my medical records in the cvent that a
preﬁ.edma agent 15 unwilling or unable to act.

9. 1 am fully infermed as to all the contents of this form and nnderstand the full import of
this grant of powers to my agent.

-.‘-‘N'( ¥
Dated: ol = § &

§

3 b S R
(Prmcipal s signature or mark)

Signed ¢

The principal bas had an opportunity te review the above form and has signed the form or
acknowledged his or her signatore or mark on the form in my presence. The undersigned witness
certifies that the withess i3 nol: {a) (he attending physician or mental health service provider or a
relative of the physician or provider; (3).an owner, operator, or relative of an owner or operator
of & health care facility in which the princizzi is a patient or resident; {¢) a parent, sibling,
descendant, or any spouse of such parent, stbline,or descendant of either the principal or any
agent of successor agent under the forepoing power of attorney, whether such relationship is by
blood, marriage, or ddoplwn or {1} an agent oy suesessor agent under the foregoing power of
attorney. 1do further state that [ am at least 18 yvears ofape.

Witness Signature

Street Address, City, State, Zip
(NOTE: You may, but are nef required fo, request vour agent and snecessor apents to
provide specimen signatares below. If yon include specimen signatures in this power of

attorney, vou must complete the cerfification oppuosite the signatures of the agents ;

Specimen signatures of I certify that the signatures of my
agent {and suocessors). agent (and successors) are correct.
Agent Principal
SL!CthhL;;N;&LLT){ | Principal

Initials_ & § o8
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Successor Agent Principal

(NOTE: The pame, addresses, and phone number of the person prepaving this form or
who assisted the principal in completing this form is optional)

Martha Dimiiri 906 Jorie Boulevard, Uit 248, Oak Brook, tlinois 60523 630-928-0690
Nante of Preparer Address Telephone Number

The statutory short form power of attomey for health care (the "statutory health care power”)
authorizes the agent to make any and all health care decisions on behalf of the principal which
the principal coald make if present and onder no disability, subject to any limitations on the
granted powers thatappear on the face of the form, to be exercised in such manner as the agent
deems consistentvitp-the intent and desires of the principal. The agent will be under no duty to
exercise granted powers Grto assume control of or responsibility for the principal's health care;
but when granted powers ace-exereised, the agent will be required to use due care to act for the
benefit of the principal in aceprdance with the terms of the statutory health cave power and will
be liable for negligent exercise. 7 he agent may act in person or through others reasonably
employed by the agent for that purpose but may not delegate authonity to make health care
decisions. The agent may sign and deliver all instruments, negotiate and enter into all agreements
and do all other acts reasonably necessaniioumplement the exercise of the powers granted {o the
agent. Without himiting the generality of the forsgoing, the statutory health care power shall
inciude the following powers, subject to any litnifarions appearing on the face of the fornn

(1} The agent is authorized to give congent to ancearhorize or refuse, or o withheld or
withdraw consent to, any and all types of medical cave, troatment or procedures refaling to the
physical or mental bealth of the principal, including any saedication program, surgicai
procedures, life-sustaining treatment or provision of food and ytuigs for the prncipal.

(2) The agent is authorized to admit the principal to or discharge the principal from any and
all types of hospitals, inslitutions, homes, residential or nursing facilities, tieatment centers and
other health care institutions providing personal care or treatment for any typeoi nhysical or
mental condition. The agent shall have the same right {o visit the principal in the paspital or other
institution as is granted to a spouse or adult child of the prineipal, any rule of the nistingtion to
the confrary notwithstanding,

{3) The agent s authorized 1o contract for any and all types of health care services and
facifities in the name of and on behalf of the principal and o bind the principal to pay for all such
services and facilitics, and 1o have and exercise those powers over the principal's property as arc
authorized under the statutory property power, to the extent the agent deems necessary to pay
health care costs; and the agenl shall not be personally hable for any services or care contracted
for on behalf of the principal.

Initials

v
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{4) At the principal's expense and subject to reasonable rules of the health care provider to
prevent disruption of the principal’s health care, the agent shall have the same right the principal
has to examine and copy and consent to disclosure of all the principal’s medical records that the
agent deems refevant to the exercise of the agent's powers, whether the records relate to mental
bealth or any other medical condition and whether they are in the possession of or maintained by
any physician, psychiatrist, psychologist, theerapist, hospital, sursing honse or other health care
provider, The authorily under this pacagraph (4) applies to any information governed by the
Heglth Insurance Portability and Accountahility Act of 1996 (HIPAA) and regulations
thereunder., The agent serves as the principal’s personal representative, as that term is defined
under HIPAA and regulations thereunder.

(§) The ageat is authorized: (o dirsct that an autopsy be made pursuant to Section 2 of "An
Act in relation ¢3 zotepsy of dead bodies”, approved August 13, 1963, including all amendments;
to make a disposiuonaf any part or all of the principal’s body pursuant to the [Hinois Apaiomical
Gift Act, as now or hereaitar amended; and to direct the disposition of the principal's remains.
{Source: PLA. 96-1195, €1 7-1-11)

H

Initials §

8
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NOTICE TO THE INDIVIDUAL SIGNENG THE ILLINOIS
STATUTORY SHORT FORM POWER OF ATTORNEY FOR PROPERTY.

PLEASE READ THIS NOTICE CAREFULLY. The form that you will be
siguing s a legal document. ¥t is governed by the Hlinois Power of Attorney
Act, If there is anything about this form that you do not understand, you
should ask a lawyer to explain it to youw.

The purpose of this Power of Attorney is {o give your designated "agent"
broad powers to handle vour financial affairs, which may include the power to
pledge, scil, or dispose of any of your real or personal property, even without
your consent or any advance notice to you. When using the Statufory Short
Form, you may name suecessor agenfs, but you may not rame co-agents.

This form does notimpose a duty upon your agent to handle your financial
affairs, so it is importaut that you select an agent who will agree to do this for
you. [t is also important to sclect an agent whom you {rust, since you are
giving that agent contrel ove) your financial assets and property. Any agent
who does act for you has a duty & act in good faith for your benefit and to use
due care, competence, and diligeroe He or she must also act in accordance
with the law and with the directions in {his form. Your agent must keep a
record of ail receipts, disbursements, and significant actions faken as your
agent,

Unless you specifically limit the period of tivac that this Power of Attorney
will be in effect, your agent may exercise the povvers given to him or her
throughout vour lifetime, both before and after you become incapacitated, A
court, however, can {ake away the powers of your ageai if it finds that the
agent is not acting properly. You may also revoke this Povwer of Attorney if
you wish,

This Power of Attorney does not authorize vour agent {o appes’ in court for
you as an attorney-at-law or otherwise to engage in the practice ovlpw unless
he or she is a licensed attorney who is authorized fo practice law in Idinois.

The powers you give your agent are explained more fully in Section 3-4 of
the Illinois Power of Attorney Act, This form is a part of that law. The
"NOTE" paragraphs throughout this form are instructions,

You are not reguired to sign this Power of Attorney, but it will not take
effect without vour signature. Yon should not sign this Power of Attorney if
you do not understand everything in it, and what your agent will be able to do
if vou do sign it. ,

Please place your initials on the following line indicating that you have read
this Notice: VS

Principal’s initials
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{LLINOIS STATUTORY SHORT FORM
POWER OF ATTORNEY FOR PROPERTY

L VYTAUTAS L STUKELIS, 2513 Lombard Avenue, Cicero, Ilinois 60804, hereby
revoke all prior powers of atterney for property executed by me and appoint: my nephew,
MICHAEL P. CALLAHAN, 2513 Lombard Avenue, Cicero, Hlinols 60804

{NOTE: You mnay not name co-agents nsing this form.)
as my atlorney-in-fact {my "agent”) to act for me and in my vame (in any way 1 could act in
person) with respect to the following powers, as defined in Section 3-4 of the “Statutory Short
Form Power of Attorney for Property Law” (including all amendments), but subject to any
limitations o2 or additions to the specified powers inserted in paragraph 2 or 3 below:

{(NOTE: You musi strike out any one or more of the following categeries of powers veu do
not want veur agead ‘v have, Failure to strike the title of any category will cause the powers
deseribed in that catepsry to be granted to the agent. To strike aut a category you must
draw a line through the tide of that category.)

{a} Real estate ransactions,

{b} Financial fnstitution transactions.

(¢) Stock and bond transactions.

{d) Tangible personal property transaciicos.
{) Safe deposit box transactions.

{f) Insurance and annuity transactions.

{2} Retirement plan {ransactions.

(1) Social Security, emplovment and military service benefits,
(1) Tax maiters.

(1) Claims and Htigation,

(k) Commodity ard option transactions.

(1) Business operations.

(m} Borrowing transactions.

(n} Estate transaclions,

{0} All other property transactions.

(NO'TE: Limitations on and additions fo the agent's powers may be inchided achis power
of attorney if they sre specifically described below.)

2. The powers granted above shall not include the following powers or shall be modified or
timited in the following parficulars:

(NOTE: Here yon may include any specific limitations you deem appropriate, suich as a
prehibition or conditions on the sale of particular stock or real estate or special rules on
borrewing by the agent.}

NO LIMITATIONS

ot

§ oy
Fog &
2 ‘_I,i‘ {

.E
T
Inifials_ ¥ wf
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3. In addition to the powers granted above, [ prant my agent the following powers:

{NOTE: Here vou may add any other delepable powers including, without limitation,
power to make gifts, exercise powers of appointment, name or change beneficiaries or joint
tenanis or revoke or amend any trust specifically referred to below.)

(@) Other Compensation. To compensate separalely any brokess, attorneys, auditors,
depositories, real estate managers, investment advisors, and other persons {including my agent
and any firm with which my agent is associated without reducing compensation in any capacity).

{b) Funding Trust, To transler any part or all of my assets to the wrustee of any revocable frust
of which I ww. the grantor, including the Chicago Title Land Trust Company Trust No.
8002357357 datzd June 16, 2011,

{¢) Trust Transactons. To conduct transfers for property held in a trust or beld \n a fiduciary
capacity, including propuity which is the subject matter of the Chicago Title Land Trust
Company Trast No. 8002337357 dated June 16, 2011,

{NOTE: Your agent will have authority to employ other persons as necessary fo enable the
agent to properly exereise the powers granted in this form, but your agent will have to
make gl discretionary decistons. If yoowant to give veur agent the right te defegate
discretionary decision-making powers wocthers, you should keep paragraph 4, otherwise it
should be struck out.)

4, My agent shall have the right by writien instrumen! to delegate any or all of the foregoing
powers involving discretionary decision-making to any person or persons whom my agent may
select, but such delegation may be ameaded or revoked by apy agent (including any successor)
named by me who is acting under this power of attorney at the {fms of reference.

{NOTRE: Your agent will be entitled to reimbursement {or all reasenshie expenses incarred
in acting under this power of attorney. Strike eut paragraph 3 if you do not want your
agent {0 alse be entitled to reasonable compensation for services as agent.)

5, My agent shall be entitled to reasonable compensation Tor services rendered asagent under
this power of attorney.

(NOTE: This power of atioraey may he amended or revoked by yon at any time and in any
manner. Absent amendment or revecation, the awthority granted in this power of atterney
will become effective al the time this power is signed and will continue until your death,
unless a Hmitation on the beginning date or duration is made by initialing and completing
one or both of paragraphs 6 and 7.)

6. This power of attorney shall become effective:

immediately

&

N i Sf} <
Initials ¢ %



1704533119 Page: 17 of 22

UNOFFICIAL COPY

oF

«n the written determination by my treating physieian that | am no longer able to handle
my fnancial affairs,

{NOTE: Insert a future date or event during your lifetime, steh a5 a court determinstion of
your disability or 8 written defermination by your physician that vou are incapacitated,
when you want this power to first take effeet.)

7. This power of altorney shall terminate:
4w uponany death or upon my excoution of another power of attorney revoking this power
of atlorney or by a'writlen statement executed by myself and notarized,

or

e tn the written certification of my treating physician that T am able to handle my
financial al¥airs,

(NOTE: Insert a {uture date or evert, such as a court determination that you are not under
# legal disability or & written determinatwa by vour physician that vou are not
incapacitated, if vou want this power to tornnate prior to your death.)

{(NOTE: {f you wish 0 name one or more sgecesssr sgents, insert the name and address of
cach successor agent in paragraph 8.)

8. if any sgent named by me shall die, become incompeteny, resign or refuse to accept the office
of agent, 1 name the following (each to acf alone and successivaly. o the order named) as
successoris) to stich agent:

a, my niece, CHRISTINA E, KOZELKA, 14760 8. Carlton Lane, Fomer Glen, 1llinois
60401

b. my nece’s husband, MARK KOZELKA, 14760 5. Carlton Lane, Homed Glen., imois
£0491

For purposcs of this paragraph 8, g person shall be considered {0 be incompetent if and while the
person is a minor or an adiudicated incompetent or disabled person or the person is unable to
give prompt and intelligent consideration to business matters, as ceriified by a licensed
physician,

{NOTE: If you wish te, you may name your agent as guardian of your estate if a court
decides that one should be appeinted, To do this, retain paragraph 9, and the court will
appoint your agent if the court finds that this appeintment will serve your best interests
and welfare. Strike out paragraph 9 if you do not want vour agent to act as guardian.)

R \\e‘ éi ‘\\.\\
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9, 1f a guardian of my estate {my property} is to be appointed, 1 nominate the agent acting
under this power of attorney as such guardian, 10 serve without bond or security.

11, T am fully informed as to all the contents of this form and understand the full import of this
grant of powers 1o my agent,

{NOTE: This form does not anthorize your agent to appear in coort for you as an
attorney-at-law or otherwise to engage in the practice of law vnless be or she is 2 licensed
gttorney who is suthorized to practice law in Hllineds,)

12. The Notice to Agent is incorporated by reference and included as part of this form.

o o e
o~ ‘% & it

&

.
Dated: X R0
i, o ¥

At

(pringipal}

3
S, &
Shaey

(NOTE: This power of attorncy will not be effective unless it is signed by at least one
witness and your signature is yotarized, using the form belew. The notary may net also
sign 48 8 witness, )

The undersigned witness certifies that VY TAUTAS § STUKELIS, keown te me to be the same
person whose name 15 subseribed as principai to the foregoing power of attorney, appeared
before me and the notary public and acknowledsed signing and delivering the instrament as the
frec and voluntary act of the principal. for the uses and purposes therein set forth. | believe bim
to be of sound mind and memory. The undersigned wiiness also certifies that the witness is not;
(a) the atiending physician or mental healih service provider or a relative of the physician or
provider; (b) an owner, operator, or relative of an owser or giperator of a health care facility in
which the principal is a patient or resident; (¢} a parent, sitling, doscendant, or any spouse of
such parent, sibling, or descendant of eilher the principal or any.ageat or successor agenl under
the foregoing power of attorney, whether such refationship is by bled. narriage, or adoption: or
(d) an agent or successor agent under the foregoing power of attorney,

Pated: Withess

a7
e e e

RS T

Printed name and address of wiiness

{NOTE: liincis requires only one withess, but other jurisdictions may reguire wore than
sne witness, If you wish to have a second witness, have him or her certify and sign here:)

{Second witness) The undersigned wilness certifies that ..., KROWN 10 Mg
to be the same person whose name s subscribed as principal fo the foregoing power of atiomey,
appeared before me and the notary public and acknowledged signing and delivering the
instrument as the Tree and voluniary act of the prineipal, for the uses and purposes therein set
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- forth, [ believe him or ber to be of sound mind and memory. The undersigned witness also

certifies that the witness is not: {a} the altending physician or mental health service provider or a
refative of the physician or provider; (b} an owner, operator,-or relative of an owner or operator
of a health care facility in which the principal s a patient ot resident; (¢ a parent, sibfing,
descendant, or any spouse of such parent, sibling, or descendant of either the principal or any
agent or successor agent andes the foregoing power of atiorney, whether such relationship is by
blood, marriage, or adoption: or (d) an agent or successor agent under the forepoing power of
attorney.,

Dated: , Witness

Printed name and address of witness

State of Iilinois )
188,
County of DuPage 3

The undersigned, a notary publi® in'and for ihe above county and state, certifies that
VYTAUTAS L STUKELIS, known t0 pie 10 be the same person whose name is subscribed as
principal to the foregoing power of attosneyy appeared before me and the witness, PATRICIA
DIMITRI, in person and acknowledged siguing and delivering the instrumenl as-the free and
voluntary act of the principal, for the uses and purposes therein set fortly.,

e S
P ot 2 8 S P
@ At o o E VYN L o

% CEFICIAL SEAL
2 FARTHA DIITRY
&
§

- Notary Public

Bated:

NOTARY FUBLIC « STATE OF LLINDIS
MY & {'}?ﬁ?\’i'SSiON E)(PERfS fﬁ?iﬂf :
(I\GTE You may, bt areaebreapiredtonepaiest your ﬁ“ﬂ‘ki and sgecessor agem:, o

provide specimen ngnzamres beiow §f you zmmde specimien signateres in this power of
atterney, you must complete the certification oppaosite the signatures of the agents.)

Specimen signatures of [ certify that the signatures
agent (and successors) of my agent {and successors)

are genuine,

Ee#dd s s st haatn s wannindvdyhnndobdndyhnrsntndy  rarmEIYIMEidaTes L R R L N R LY I T T PN

{dwﬂ) {principal)
{succesmr agxm} {principal)
(suace%sm‘ agem) {principal}

PN
;

-, {57
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{NOTE: The name, address, and phone number of the person preparing this form or whe
assisted the principal in completing this form should be inserted below.)

Prepared by: Martha Dimitri, Attorney at Law
906 Jorte Boulevard, Suite 246
Gak Brook, [inois 60523
630-928-0690

Notice to Agent. The following form may be known as "Notice to Agent” and shail be supplied
to an agent appoimied under 8 power of agormgy for property.

WOTICE TG AGENT

When you aceept the authority granted under this power of attorney a special legal
refationship, knownozagency, is created between you and the principal. Agency imposes upon
vou duties that contitue until vou resign or the power of atterney is terminated or revoked.

As apent you must:

(1) do what vou know the principal reasonably expects you to do with the principal’s
property;

(2 act in'good faith for the best imterest of the principal. using due care, compeience, and
diligence;

(3) keep 2 complete and detaiied recors of all receipts, disbursements, and significant actions
conducted for the principal;

{4) attempt to preserve the princtpal's estate plan, to the extent actually known by the agent,
if preserving the plan is consistent with the principai’s best interest; and

{5} cooperate with a person who has authority to sk health care decisions for the principal
10 carry out the principal’s reasonable expectations (0 theCxient actually in the principal’s bess
nterest.

As agenl you must not do any of the following:

{1) act so as to create a conflict of interest that is Inconsistent with the other principles in this
Notice 1o Ageat;

{2} do any act bevond the authority gramted in this power of attomey;

{3) commingle the principal’s funds with your funds;

(4) borrow funds or other property from the principal, unless otherwise awborized;

{5} continue acting on behalf of the principal if vou learn of any event that terinioates this
power of attorney or your anthority under this power of attorney, such as the death ofthe
principal, your legal separation from the principal, or the dissohution of your marriage 10 the
principal.

If you have special skills or expertise, vou must use those special skills and expertise when
acting for the principal. You must disclose your identity as an agent whenever you act for the
principal by writing or printing the name of the principal and signing your own name "as Agent”
in the following manner:

“(Principal’s Name} by (Your Name) as Agent®

The meaning of the powers granted to vou is contained in Section 3-4 of the Illinots Power of

S}
F#
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- Attorney Act, which is incorporated by reference into the body of the power of attorney for

propesty document.
{f you violate your dutics as agent or act outside the authority granted to you, vou may be
hable for any demages, including atlorney’s fees and costs, caused by your violation.
If there is anything about this document or your duties that vou do not understand, vou should
seek legal advifp-?‘em an atiorney.”

¢ P <3 ?c' A

. .-‘"!-" o f P “’_E ¥ -4
Received: | 3 A ad oddn dfl e
Agent Date

. i
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EXHIBIT A~ LEGAL DESCRIPTION
Tax id Namberis) 1£:0.128-008-5000

Land Situated in the County of Cook in the State of 1L

LOT 341N BLOCK 29 IN WINSLOWLS FIkST SUBDIVISION OF BLOCKS 20 AND 29 IN THE SUSDIVISION OF
THE NORTH-WEST 144, OF SECTION 29, TOWNSHIP 36 NORTH, RANGE 13, EAST OF THE THIRD
PRINCIPAL MERIDIAN IN COOK COQUNTY_ILLINGES,

THE PROPERTY ADDRESS AND TAX PARCEL iLEM DHCATION NUMBER LISTED ARE PROVIDED SOLELY
FOR IMFORMATIONAL PURPOSES.

Commaonly known as: 2513 § Lombard Ave, Cicero, 1-82504-3008



