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I. DECLARATION

This Declaration is made this 21st c.laylof January.
I, Marina Irizarwy, being of sound mind, willfully and voluntarily state as follows:

B. .NUTRITION AND HYDR'ATION L] have a state or condition stated above, it is my
preference TO RECEIVE artificially admiristzrad nutrition and hydration (food and fluids).

II. POWER OF ATTORNEY FOR HEAL'VE CARE
A. DESIGNATION OF HEALTH CARE AGENT. I appsint:
Agent Name: Marvin Irizarry |
Address: 5515 W Roscoe St Chicago, II1 ,60641

Phone :(773) 593-9261
Relation, if any: Son

A. DESIGNATION OF HEALTH CARE AGENT SECOND AGENT. I appoint:

Agent Name: g
;ﬁ\ddres's: B /#g
Phone: ©~ | | o 5
Relation, if any: - _ “/"‘

as my ("Agent") for Health Care. I aufhdrizé my Agent-in-Fact appointed by this document to
make health care decisions for me when [ am determined to be incapable of making these health
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care decisions on my own. I fully understand the consequences of executing a Power of Attorney
for Health Care.

None of the following may serve as your Attorney-in-Fact:

(1) Your attending physician;

(2) An employee of your attending physician who is not related to you by blood, marriage, or
adoption;

(3) A person not related to you by blood, marriage, or adoption who is an owner, operator, or
employee of a health care provider in or of which you are a patient or resident; and

(4) A perseinnot related to you by blood, marriage, or adoption if, at the time of the proposed
designation, he-or she is personally serving as an Attorney-in-Fact for ten or more Principals.

B. CREATIONM OF POWER OF ATTORNEY FOR HEALTH CARE. By this document |
intend to create a Power-of Attorney for Health Care. This document shall take effect when I am
incapable of making healtn care decisions for myself. In other words, my Agent shall have the
authority to make health care-decisions for me if [ am unable to understand and appreciate the
nature and consequences oi health care decisions, including the benefits of, risks of, and
alternatives to proposed health care o1 [ am unable to communicate in any manner regarding any
informed health care decistion. This pawer of attorney shall continue during any period of my
incapacity.

C. GENERAL STATEMENT OF AUTHQRITY GRANTED. Subject to any limitations in
this document, 1 grant to my Agent full power arid.a:thority to make health care decisions for me
to the same extent that I could make such decisions forimyself if 1 had the capacity to do so.

In exercising this authority, my Agent shall make heaith care decisions that are consistent with my
desires as stated in this document or otherwise made known t¢c. my Agent. If my desires regarding
a particular health care decision are not known to my Agent, then niy. Agent shall make the decision
for me based upon what my Agent believes to be in my best interestg I specifically grant to my
Agent the authority to consent to the withholding or withdrawing of life-sustaining procedures, as
permitted by law, but NOT including the provision of artificially adminisicred nutrition and
hydration.

III. GENERAL PROVISIONS

A. HOLD HARMLESS. All persons or entities who in good faith endeavor to carry out the
terms and provisions of this document shall not be liable to me, my estate, my heirs or assigns for
any damages or claims arising because of their action or inaction based on this document, and my
estate shall defend and indemnify them.

B. SEVERABILITY. If any provision of this document is held to be invalid, such invalidity
shall not affect the other provisions which can be given effect without the invalid provision, and
to this end the directions in this document are severable.
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C. STATEMENT OF INTENTIONS. It is my intent that this document be legally binding and
effective. If the law does not recognize this document as legally binding and effective, it is my
intent that this document be taken as a formal statement of my desire concerning the method by
which any health care decisions should be made on my behalf during any period in which I am
unable to make such decisions.

I HAVE READ THIS DOCUMENT. [ UNDERSTAND THAT IT ALLOWS ANOTHER
PERSON T3 MAKE LIFE AND DEATH DECISIONS FOR ME IF I AM INCAPABLE OF
MAKING SUCH DECISIONS. T ALSO UNDERSTAND THAT I CAN REVOKE THIS
POWER OF ATTORNEY FOR HEALTH CARE AT ANY TIME BY NOTIFYING MY
ATTORNEY INHACT, MY PHYSICIAN, OR THE FACILITY IN WHICH I AM A PATIENT
OR RESIDENT. 1'AESO UNDERSTAND THAT I CAN REQUIRE IN THIS POWER OF
ATTORNEY FOR HEALTH CARE THAT THE FACT OF MY INCAPACITY IN THE
FUTURE BE CONFIRMED.5Y A SECOND PHYSICIAN.

Signed on 21 day of January 2020

Signature: X QE/M liW‘l D
| e

Name: Marina Irizarry
Address: 3719 N Albany Avenue
Chicago, 111 60618

State of Illinois
County of Cook

On this 21 day of January , before me Maria Vasquez , a notary public in and4es Cook County,
personally came Marina Irizarry, personally to me known to be the person whose pame is affixed
to the above power of attorney for health care as principal, and I declare that he or she-appears in
sound mind and not under duress or undue influence, that he or she acknowledges the execution
of the same to be his or her voluntary act and deed, and that [ am not the attorney in fact or
successor attorney in fact designated by this power of attorney for health care.

Witness my hand and notarial seal at QJOD \Q in such county as the day
and year written above.

ol eRAVASUE M@)o Wnsaus,

MY COMMSSION EXPRES 0111424 Signature of Notary Public

AP S e e
W Wiy




2005206119 Page: 4 of 4

UNOFFICIAL COPY

LEGAL DESCRIPTION
PROPRETY ADDRESS;
8719 N ALBANY AVE
CHICAGO, ILLINIOS 60618
PIN # 13-24-118-014-0000

LOT 17 AND THE NORTH & FEET OF LOT 18 IN BLOCK 2 IN SUBDIVISION OF
THE NORTH % OF THE SQUTHWEST ' OF THE NORTHWEST Y OF SECTION
24, TOWNSHIP 40 NORTH, RANGE 18, EAST GF TRETHIRD PRIRCIPAL
MERIDIAN IN COOK COUNTY, ILLINOIS



