YOUR BIRTH DATE

MASSACHUSETTS HEALTH CARE PROXY \2 120/ 80

1. . _JONATRHAN M. ABBETT
vV (Principal -- PRINT your name)

25 THATCHER. 3T H# 4 BROOKLINIE MA
(Street) (City or Town) (State)
SARAH K. ABBETT
(Name of person you choose as Agent)
of 25 THATCHER ST. #£4  pro6KLINE MA ©17-879- 0887
(Street) (City/town) (State) (Phone)

, residing at

appoint as my Health Care Agent:

( OPTIONAL: If my Agent is unwilling or unable to serve, then I appoint as my Alternate Agent:

, of

(Name of person you choose as Alternate Agent)

(Street) (City/town) (State) (Phone)

2. My Agent shall have the authority to make all health care decisions for me, including decisions about life-
sustaining treatment, subject to any limitations I state below, if I am unable to make health care decisions
myself. My Agent's authority becomes effective if my attending physician determines in writing that I lack the
capacity to make or to communicate health care decisions. My Agent is then to have the same authority to
make health care decisions as I would if I had the capacity to make them EXCEPT (here list the limitations, if
any, you wish to place on your Agent's authority):

I direct my Agent to make health care decisions based on my Agent's assessment of my personal wishes. If
my personal wishes are unknown, my Agent is to make health care decisions based on my Agent's assessment
of my best interests. Photocopies of this Health Care Proxy shall have the same force and effect as the origi-
nal and may be given to other health care providers.

3. Signed: MW W

S g

Complete only if Principal is physically unable to sign: 1 have signed the Principal's name above at his/her
direction in the presence of the Principal and two witnesses.

(Name) (Street)

(City/town) (State)
4. WITNESS STATEMENT: We, the undersigned, each witnessed the signing of this Health Care Proxy by
the Principal or at the direction of the Principal and state that the Principal appears to be at least 18 years of
age, of sound mind and under no constraint or undue influence. Neither of us is named as the Health Care
Agent or Alternate Agent in this document.

In our presence, on this 13 th _day of _OCTOBER %(l;l-o- M
Witness #1 6"'\ %"VL}{/ Witness #1 é/ // ~

(Signature) v (Sign{ture)
Name (print)_ EVAN PANKEY Name (print)_WILUIAM CRAWFORTD
Address: %b GQOODRUM RD. #2 Address: 0 EDGQERLY PL. # 40|
BOSTON , MA  02]30 BosToN ; MA 0211,
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