Medical Power of Attorney / Poder Legal Médico

Maryland Law prohibits medical facilities from providing any type of medical care beyond life-saving
treatment to ill or injured minor children without parental consent. This Medical Power of Attorney
enables the person you appoint as your agent to consent to your child(ren)’'s medical care when you are
away or when you cannot attend an appointment with your child.

[La ley de Maryland prohibe que las instalaciones médicas proporcionen cualquier tipo de atencién
médica mas alla del tratamiento que salvaré vidas a nifios que estén enfermos o heridos sin el
consentimiento de los padres. Este poder médico permite a la persona que usted(es) designe(n) como
Su agente a dar consentimiento para la atencion médica de su(s) hijo(s) cuando esté(n) ausentes o
cuando usted(es) no puedan(n) asistir a una cita con su(s) hijo(s).]

I (We) [Yo (Nosotros)],

Full Name of Parent(s) [Nombre(s) Completo(s) de los Padres]

of (de)

Address of Parent(s) [Direccion de Casa de los Padres]

being the parent(s) of the minor child(ren) listed below, hereby appoint [en calidad de padre(s)/madre(s)
del(los) menor(es) que se indican a continuacion, por medio de la presente nombro (nombramos) aj.:

Full Name of Person Appointed as Agent [Nombre Completo de la Persona Designada Como Agente]

as my (our) true and lawful attorney in fact (“Agent”) with full power to act in loco parentis, to decide
upon, consent to, arrange for, and authorize any medical, dental, psychological and other health care
treatment, including surgery and hospitalization, which Agent deems is in the best interest of the health
and welfare of the minor child(ren) listed below [como mi (nuestro) legitimo y autorizado apoderado
(“Agente’), con plenos poderes para actuar in loco parentis, a fin de decidir, consentir, gestionar y
autorizar cualquier tratamiento médico, dental, psicolégico u otro relacionado con la salud, incluyendo
cirugia y hospitalizacién, que el Agente considere en el mejor interés de la salud y el bienestar de
nuestro(s) menor(es) listado(s) a continuacién.]:

Minor Child(ren) Information [Informacién del(los) Menor(es)]:

Name of Child [Nombre del Nifio/a] Date of Birth [Fecha de Nacimiento]
Name of Child [Nombre del Nifio/a] Date of Birth [Fecha de Nacimiento]
Name of Child [Nombre del Nifio/a] Date of Birth [Fecha de Nacimiento]

Effective Date and Duration: This Medical Power of Attorney shall be effective during such period as |
(we, or either of us) may for any reason not be available to give my (our) consent to any medical, dental
or psychological appointment, diagnosis or treatment, including surgery for our minor child(ren). This
Power of Attorney shall not be affected by the disability of either or both of us and shall continue in full
force and effect during any such disability.

[Fecha de Vigencia y Duracion: Este Poder Legal Médico entraréa en vigor durante el periodo en que

yo (nosotros, o cualquiera de nosotros) no pueda(mos), por cualquier motivo, otorgar mi (nuestro)
consentimiento para cualquier cita, diagnostico o tratamiento médico, dental o psicolégico, incluyendo
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cirugia, respecto de nuestro(s) menor(es). Este poder no debe verse afectado por la incapacidad de
cualquiera de los dos o de ambos, y continuara en plena vigencia y efecto durante dicha incapacidad.]

Revocation: | (We) retain the right to revoke this Medical Power of Attorney at any time by providing
written notice to my (our) Agent.

[Revocacion: Yo (Nosotros) conservo (conservamos) el derecho de revocar este Poder Legal Médico
en cualquier momento mediante notificacién escrita a mi (nuestro) Agente.]

Governing Law: This Medical Power of Attorney shall be governed by the laws of the State of Maryland.
[Ley Aplicable: Este Poder Legal Médico se regira por las leyes del Estado de Maryland.]
SIGNATURE AND ACKNOWLEDGEMENT (Firma y Reconocimiento)

Executed this [Ejecutado este] day of [dia de] , 20

STATE OF MARYLAND
COUNTY OF

This document was acknowledged before me on (date),

by the parent(s) named above, as principals, to be his/her (their) act.

(SEAL, IF ANY)

Signature of Notary

My Commission expires:

WITNESS ATTESTATIONS

We, the undersigned witnesses, affirm that on this ____ day of ; 20 , in the
presence of each other, that the parent(s) named above, as principal(s), signed the foregoing Medical
Power of Attorney, and declared it to be his/her/their free and voluntary act. We further affirm that we are
each at least 18 years of age and that we signed this document as witnesses at the request of the
parent(s) named above.

Signature: Signature:
Name: Name:
Address: Address:
Phone: Phone:
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