CERTIFICATE OF PHYSICIAN

(Durable Power of Attorney)

The undersigned hereby declares under penalty of perjury under the laws of the State of Washington as follows: (initial applicable provisions)

  1. 
I am a physician licensed in the State of Washington to practice medicine.

  2.
a.
I am the regularly attending physician for _______________________ (the principal)

OR 
b.
I am a qualified physician familiar with his condition.

  3.
I am not related to the Principal or any of his/her heirs by blood or marriage.

  4.
The Principal has been examined by me and I find that s/he is physically and/or mentally incapacitated in that he is unable to adequately provide for his/her 


  Nutrition

  Physical Safety


  Health

  Management of property or Financial Affairs

  Housing

  Informed consent for health care decisions

giving rise to a significant risk of personal or financial harm.

Date

Signature

Print Name

Address

