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POWER OF ATTORNEY

Date (dd /mm/yy)

I [Full name print]

Address [City/State/Zip]
Phone Fax E-Mail

do_hereby designate and appoint [Full name print]
Address [City/State/Zip]
Phone Fax E-Mail

with the authority to

I hereby commit myself to being held fully responsible for the actions that are specified in this letter
and which are undertaken on my behalf by the authorized person.

I have therefore placed my signature below in the presence of witnesses

Signature of principal Signature of authorized person

Signature of witness Signature of witness
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ZWE D ZTEY : receive my medical certificate
- IR [RESEZ 40D = HY : receive my insurance related documents
-PEINEDOE— (BBIE) O = 1FTEY : receive copy of receipt (statement)




