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{Adam Walsh)

005775




. - o

~rom:- Phil Mundy [
' investigator

State Attorney's Office -
_Phone 305-831-6368 -

Pager - e
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1-0:.__ _Ralph Ray, Jr.
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Affidavit of Execution and Attestation

[ sign my name to this, my Wiil, and being duly swarn, declare that 1 sign voluntarily for the purposes
expressed therein, and am of lawful age. of sound mind and under no undue influence.

{Testator)

The undersigned witnesses being duly sworn. each deciures that the Testator signed this Will consisting
of one page with writing on both sides thereof, at the end thereof. and vn each side thereof, in our presence,
and significd, published and declared in our presence that this instrument is his/ her Last Will ang Testament,
and that at the regtest of and in the presence of Testator and in the presence of cach other und in the presence
of & Notary Public vueh has subseribed his/ her name to this Will as witness 1o Testator signing this
day of Agj werd 19_95  and to the best of his/her knowledge Testator is of lawtul age, of sound

7
. residing at T%zi £ 7 (M"—J

residing at ﬂ@b/é . j —&i’-;/ &
residing at ,\%/)J%/} \e—//ﬁié‘{ﬁ—/

mind and under no undue influcnce.

Suate of Florida

County of fra 416"9/ City or Town_SHg K&

,
Subseribed. sworn to und acknowledged hefore me by the Tcstamrm 7 go /d

and ,.._.33/;/‘ s ff.;ﬁf?tﬂd A’/ e o _MQ’K/?// . ‘_C.-_mm_‘é""' . e
. ‘ P
__chgu_&_&ﬂ_eiéfjj e the wilnesses, this 2248 duy of _A@a&&ﬁ_. V2

GEQRGE 0, HALL _
(Seuld Notary Public, State of Fiorida
My Comm, expires Dec, 27, 1996
Comm. Ne. CC 248210

Page two af two pages
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Last Will and Testament

Unmarried Individual with One Beneficiary

4 2 B
L QTT1S ELWOOD  TQOLE #09081 presently residing at

FLORIDA STATE pRISCN, P.C,BOX 747, Starke,FL, 32091 ,

do hereby make. publish and dectare this to be my Last Will and Testament and do hereby revoke any and ail
other Wills and Cuodicils heretofore made by me. ‘

First. [ am an unmarried person. I do hereby give all my estate to the following named person:
SARAE CHRISTINE PATTERSON

Second. In the cvent that the said u/a shall predecese me,

I give all of my estate to N/A

Third. {orderand direct that my just debts and funeral expenses, expenses for administration of my

estate and any inheritance and succession taxes, state or federa, uporn my estate shail be paid assoon aftermy
death as may be practicul. '

Fourth. ! nominate and appuint SARAH CERISTINE PATTERSON

as Executor/ ExceutriX of this Will, In the event that he/ she shall predecease me oc fails to sirvive me or fails
to serve as Executors Executrix then I nominate and appdiat 37 A : .
Executor, Executrix of this my Last Will and Testament. 1 further direct that no appointee hereunder shall be
reguired to give any bond for the faithful performance of his/her.dutics.” :

~ Fifth. Lhereby authiorize my Executor/ Executrix 10 exercise al the powers, rights, diseretions, duties
and immunities conferred upon fiduciaries to the extent permitted by law with full power to sell, lease,
mortgage. invest, reinvest, o otherwise dispose of the assets of my estate, including my remains.

| subseribe my name 1o this Will this 3 0'/"4 Day of Aéjss_ﬁ‘"__ 19207

L_O)MZ?@,E 7M/D

(Sign here

Signed, sealed. published and declared to be his/ her Last Will und Testament by the within named
Testator in the presence of us. who in hiss her presence and at his/ her request, and ip the presence of cuch
other. have hereunto subseribed our names us witnesses this 2o A day of —A#—_&_ 1925
o Bt GO __<7_._._._._______.of_ Lo Plhe o

Cityy ‘
t:ﬂw It of //l»zy%;/z.g, NI

: (e _ v
RN RN R

(State)

{City) (State)

-

Fage one of two pages
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o I further affirm that this designation is not being made as a condition of
' treatment or admission to a health care facility. I will notify and send a copy of
this document to the following persons other than my surrogarte, so they may
know who my surrogate is:

PRINT THE Name:

NAMES AND
ADDRESczs oF | Address:
"HOSE WHO YOU
WANT TO KEEP Name:
COPIES OF THIS

DOCUMENT Address:

31GN AND DATE | X Signed: OITIS Toolke /%7 j“‘ﬁ@

THE DOCUMENT
, )(Datc: G =G5

WITNESSING
@ PROCEDURE

iT’wo WITNESSES| Witness 1:

MUST SIGN AND ~ .
PRINT THEIR %Bn"
ADDRESSES Address: K?“/? \/7—/6;(4 » Z’/@/?/Q//“//" 3;2@9/
Witness 2: /.) <§(/
Signed: /fﬁ,cjm oo 17ka)

Address: /Oo M ‘7(/7 ~ “L/fj j&ﬂfﬁﬁ-
390a/

Pace 2
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liNSTRUCTIONS FLQRIDA DESIGMATION OF
MEALTH CARE SURROGATE

OTTIS TOOLE #090812  §-2 K-7
. PLORIDA STATE PRISON
PRINT YOUR Name: P.0,BOX 747 STARKE PL  32091-0747

NAME (Last) : (First) (Middle Instial)

[

In the event that [ have been determined to be incapacitated to provide
informed consent for medical treatment and surgical and diagnostic
; procedures, [ wish to designate as my surrogate for health care decisions:

. PRINT THE Name: SARAE CHRISTINE PATTERSON
ANDA;‘EE,S*;O::‘ED Address: 217 - 16th Ave North #B
TELEPHONE JACKSONVILLE BEACH FL Zip Code: __32250-743¢
' NUMBER OF
YOUR Phone: 304-249-9064
SURROGATE

If my surrogate is-unwilling or unable to perform his duties, T wish to designate
- as.my alternare surrogare: ' '

PRINT THE Name:
NAME, HOME
 ADDRESS AND | Address:
TELEPHONE Zip Code:
NUMBER OF
; YOUR Phone:
| ALTERNATE
SURROGATE

I fully understand chat this designation will permit my designee to make health
care decisions and to provide, withhold, or withdraw consent on my behalf; to
| apply for public benefits to defray the cost of health care; and to authorize my
| admission to or transfer from a health care faciliry.

|

ADD PERSONAL |  Additional instructions (optional):
INSTRUCTIONS
(IF ANY)

n

WSRO li-J2—-36 G4:31 =M Lz
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— ,
- I wish to designate the following person as my alternate sUrrogate, to carry out
i the provisions of this declaration should my surrogate be unwilling or unable ro
t act on my behalf:
PRINT NAME, Name:

HOME ADDRESS
AND TELEPHONE| Address:
NUMBER OF ' Zip Code:
YOUR -
ALTERNATE Phone:
SURROGATE

ADD PERSONAL | Addicional instructions (optional):
INSTRUCTIONS
(IF ANY)

[ understand the full import of this declaration, and [ am emotionally and
mencally competent to make chis declaration,

| SI(;N T.HE X.Sign‘ed: &%«D jmﬁ) 9""'0-2 6“' ?_-5 . ‘,

DOCUMENT

WITNESSING Witness 1:
PROCEDURE Daod T Wells

Signeds—g D3 1o Do/ Leispdo
. Address; /QZ)o &-« 747 kyfm /CZ,L T2 7/
WO WITNESSES 7 A = £

MUST SIGN AND
PRINT THEIR

Witness 2;
ADDRESSES
Signed; e I).u:\

Address: Da ) 5/»/ 7 7 7 % K ?)‘ | ‘j) 3?07/

b . . | Page 2
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{INSTRUCTIONS

PRINT THE DATE

PRINT YOUR
NAME

PRINT THE
NAME, HOME
ADDRESS AND

TELEPHONE

NUMBER OF

YOUR
SURROGATE

P

FLORIDA Livi

TN

NG WILL

% Declaration made this R _ day of SeP’tEm ber , 19848 .
OTTIS TOOLT #090812 Florida State Prison §-2 §=7 _
I,  p.0.00K 747 STARKE FL _ 32091-0747 , willkully

and voluntarily make known my desire that my dying not be artificially
prolonged under the circumstances set forth below, and [ do hereby declare:

If at any time I have a terminal condition and if my attending or treating
physician and another consulting physician have determined that there is no
medical probability of my recovery from such condition, I direct thac life-
prolonging procedures be withheld or withdrawn when the application of such
procedures would serve only to prolong arrificially the process of dying, and
that I be permitted to die narurally with only the administration of medication

or the performance of any medical procedure deemed necessary to provide me
with comfort care or to alleviate pain. '

It is my inrention that this declaration be honored by my family and physician

- as the final expression of my legal right to refuse medical or surgical treatment
and to accept the consequences for such refusal. | '

In the event that | have been determined to be unable 0 provide express and
informed consent regarding the withholding, withdrawal, or continuarion of

life-prolonging procedures, [ wish to designate, as my surrogate to carry out the
provisions of this declaration: '

SARAH CHRIJTINR PATTERSON

Name:
Address: ) 217 North 16th Ave #B

JACKSONVILLE BEACH FL Zip Code: 322SO~7434
Phone: 504-240-9064
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JUSLETY VIF RS F SR I EDALI400 MOV S5 15:30 P.OS
Fo ' BOXAORBMUSTBE COMPLETED - :

T

‘ N ‘ 'PATIENT‘SSIGNATURE

I the undmslgnad harsby directthatin the evantof my cardlae ot rqsplramry m'rust, aﬂorta at mrdiupulmcnuy rrvume Hation not bc Initlatad, Tunderstand
that! may raveke these directions at any time by physical cancellatian or deswuction of this form and the aecom: »iyiag bracelat, or by orally sxpressing
a desirs to haresuscitated to EMS parsonnal; or by means of a subseguently exseutad advance diractive thatis ~n: rially differant from this arder. |aisc
undaratand that if EMS personnel have any doubts aboutthe a.pphc.abdlty ar vaildity of this ordar, rhey will begin -+ Topulmenary resuscitation,

: = TR Patiants Signature and Date
: . ) e —
: I I~ S SR T, P W W =
Patient's Printed Na.r 3 i
. ' s I S TR
_ ne: VsSIgnm,ur'nandDgh R F LIS DTS ER S

> : !‘ " ’, ey - E : i ’

xfr"f."&';: ‘_‘4 S PrintedName o7 ”"” Zs o "Na.mi-u 'mmm u-" :

‘;\‘-' .,f-_ T e . oI e 'f .'.i‘.‘.':l‘ .l.;‘ SRR

z " . K A ’

watd. )'n.au.v- .

i
w\pn:'h«r . ) - !-xw..;«,--‘v e a -~ .
RRISTR)) —Johnne«e‘. SO0 Kies e Genalagt g
WEEBRALA iyt ety “dmm.'?:}';..-'--‘gg;; -‘r--x\r»>'a,;:i.|.=..i ek gt fert \I; . L R

-1 8. | AR s:nuA'runz or-' HEALTH cme SURROGATE o’ COUFITAPPOINTF.D QUARDIAN UR mom

-t \n

1, the undmlomd hor-by earﬂfy M I m mthudnd 1o provide consent on the puﬂom’s behaif by virtus of my rdmhnship ta the patdant as
e dhoww g L Tiaionr et Ure dnorderof prictity: health care surrogate, courtappointaed gusrdien with ritharity ts make this decision, spouse,
anaduit mdd d the patient, or f the paﬂcnt hax mare than one adult chid, & majority of the adult children who ars razsonably available for consultation: a
parentof the patent; the adult sibling of the patientor, [t the patient has more than ane sibling, a majority of tha ard! siblings who ere rexsonazly awilabla
. for consultation; an aduft relative of the patlant who has exhibited special care and concen for the patiant end who has maintained reguisr contact with the
patient and wha is famillar with the patiant's activitias, health, and reilgious o moraihc!leis. ar; aclou fﬂmd nf the - -“r-m.. who la 18 years of ags or clder
whals'!mEthrwlhmepaﬁamatMu.hahh lndrnliglmormofalbanm) it lih A ) : .
In thama.po.c!ty mdbnaduponrﬁymomblewlo!ﬂ'\amepaﬁemmuld mmmumad.dsmmmmmmmmhummmmmm
Iherehy diract thatin the eventof the patient's cardlac or respiratory arrest, afforts at carglopuimanary resuscitation rot be initlated. lunderstand that| may
revoke these directions at any Sme, by physical cancellation and destrustion of this form and the accompanying brocslat of by srally exprassing  desire

that the patient be resuscitated to EMS personniel; or by means of & sibsaquantly sxacuted advanca directive th::! is materlally ditfersnt from this order. |

also undersiand that f EMS persennel have nm/ deubts about the appifeability orvnlldltyaﬂhis ordor, they will be 3™ et-dbpulmonary resuscitation of the

p-ﬂmt. :

CLNRRL I o it i T P A SR JOTL R T TSt TRt TS SN A
PO UREARTEL NS peoe LRt [N FESRLANEIREEE L LT 4‘,;-."-‘-" Ak s . i B
SaE S L T Ey ARSI srgn-mnoll-halmCAnSurrogd-orCauﬂfppdnmdauudhnorﬁnxymdmb
. . .t 1 woIve gl [ Y S U S
. D R I R S AL ey e
! : ) Hulth Care Surrogate or Court Appainte-d .:usdim or ?roxf: Prinbd Nu.mc
*WITNESSES: . B A SRS P L - :
1 ) .
\MimsasSlgnanmnndDau P RN P
voma B [P TR P oy o e - .
e Eem e e RS g L
Printad Name ' f
et e .h....—.'.-.-.‘ PN 1 et Shre s . m m A e e el s )
Loy =l e ) T T PNTRTUPSRT P PR .
AN .‘Mtnm'sSiqanmdDau s - ' -
B e ‘¢r‘-hn-ﬂo.1‘!¢v P I T T S I L STy e e gt
Pr!ntadNamo e e
;-.-'-4*7.;‘—;- :,A q!-‘h I R :...‘1 .:-'»hn '*':: Nu.slf w-n-Efn-.:-.—

Sy
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T tfMectms Date!_ ]l = F g

!

DO NG T RESUSCITATE

oo o Florida e e e
F.ehospital Do Not Resuscitate Order. (DNRO)
. Catient's Full Legal Name Qttis Bluiomed 05_“‘! e Tt

(Plaase Print or Type} _ B
- ATTENDING PHYSICIAN'S ORDER - ' o

L Ty S

 the undersigned, a physician I 3r.sed pursuant to Chapter 458 or 453, Florida Statutes (F.8.), state that | am the attanding phy:idiln;
f the patient named abave. | hv...; dosumented in the patient's medical record that; (must check 1 or 2) ) ;
(™. The patientis -“PABLE of making an Informed declsion and consent about providing, withholding or witidrawing {
a specific madi~2' freatment or course of treatment. (Signatwre of patiant is required in Bax A, reverse mide). E L

0O = The patiant s INAPABLE of making an informed dacision and congant about providing, witthalding or withdrawing '
a specific med: .. ‘reatment becausa the patiant ia ynasla to understand the nature, axtent or protable conssquencas
of the propose “adical dacisian, or to make a rational evaiuation of the risks and benefits of alternatives o that decision,”
| have made this detarmination after consuitation with a second physician ficenised undsr Chapter 458 or 459, £.8. .

box 2 abova Is checked, (patient is INCAPABLE of making an informed decision), sither 1, 2, or 3 beiow must b chacked: I

RN The patient has axecuted a written advance directive which directs that Iifa-prolonging procedures be withheid or .
withdrawn (Signature of surrogate or proxy or quardian is required in Box B, reverse side and & copy of the advance
o . PR ' . : B [ ) + R P H

diracﬂvemustbeanached). SRS R peordeTen b

T L S O T S :ri?::-r_ﬂ::l"i-‘-,-,"--\u’.‘""-"' A S 55 Nl

O a The paﬂenthasexacutadawrihanadvaneudlneﬂvawﬂchappointsahaalmcmw ate pursuant to urm:
mog

F.8., to make h:2ith care decisions on behalf of tha patient and provides that sumogate with authority to direct that ife.

proionging procadures bs withheld or withdrawn (Signature of the appaintad surrogate is required in Box 3, reverss side

and & copy of the advance directive must be attached). T P N TR

" [0 a . The patient has NOT sxscutad a writen advance diractive (living will, designation of & heaith care surrogate or durable
power of attornay for health care}. (Signature of guartian, if ane has baen appaintad, or proxy, pursuant to Chapter
785, Pant IV, T 3., Is required In Bax B, reverse side). - ' TR e IR A !

- 1
33ed upon the informed directive, dacision and consent an the raverss side, | hereby direet any and all emargancy medical services
rsennal, commancing on the effaétva date noted above, to withhold cardicpulmonary resuscitation (cardiac compression, endotracheal
tubadon, and other advanced airway managemaent, artficial ventilation, defibrllation and related procedures} from tha patientin the svant
the patient’s cardiac or respira. vy arest | further direct such personnel to provida to the patient other medical interventivny, such as

:ravenw ¢ +7 ‘herapies desmed necessary to provide comort care of to elleviats pain,

= Q"% (C?Of() A6Y Zlas .

¢

Signatire af Alléﬁding " ;,;c»a.n and Dals Teigahone # {Emergencies) _
" D, . - .
l!y?:g:;:ANCESQ&{ZAMBRANA. M.D LUTL OO0 54 3
it B ¢ Bi!lEEIﬂI!‘ Physici P p N
FLORIDA STATE +.130N . hyﬁlclﬂﬂ‘?_- Madu?al'w umbar

E/Thls DONRO form has b{ggn proparty compieted. — TS
Slgnature of Patient or Surrogale orfroxy or Guardian

he patient should dle at honss while EMS i present or during transport by EMS peraonnel, the EMS provider shail documant
the narmative portion of tha #atlent's EMS run report the Information required in section 100-66.325(9), F.A.C.

$ Form 1896, Oct 3 THIS SIDE MUST BE COMPLETED ' (OVER)
=667 (4/94)

P 2. A 1D Bt Fola
i GEiiiisgin 110823 24122 PN Fls
EDOoM YDA ST fe T .
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1

' STATE OF FLORIDA
DEPARTMENT OF CORRECTIONS

Designation of Health Care Surrogate ,
Sy ¢ . . Ini s ]
ne: Hl"‘ﬁﬁl LY mlﬁ'{é ‘E.c!.ﬂ' LGMILM‘W L‘Jrgm&d}lﬁlﬁu W LAY Ml MuvLMddle . Alllg‘.-.-'
tment and surgical and diagnostic procedures, I wish to designate as my surrogate for health care decisions:

‘nes Saca, pa#E\—de
Iress: &lZ M'., “"—'—k Ai g 2oa ¢fm‘uf' 5.
esnille Beache . Elosida  Zip Code: 23w

ne:

If my surrogate is unwilling or unabie to performed his duties, I wish to designate as my alternate
rogate:

nes

. Iress:

Zip Code:

ne:
- I fully understand thic this designation will permit my designee to make health care decisions and to .

vide, -withhold, or withdraw consent on my behalf; to apply for public benefits to defray the cost of health

% and to authorize my admission to or transfer from a health care facility. ‘

litional instructions (optional): Masg .

I further affirm that this designation is not being made as a condition of treatment or admission to a health
> facility, I will notify and send a copy of this document to the following persons other than my surrogate,
hey may know who my surrogate is.

ne;
ne: > '

| 1ed: [),/7&&9 (ym,@

e 1~ 9—25 .

nesses: I'MMM%&M 2llie flavide
. -~ ’
’ W .,

ate Name _ 7o f| ot )« Reference: HSE 15.02.15

¥ o903 i3 . __R/S__u#b__,_ F.8. Ch. 765
e of Birth 1-5-27
itution E5 0,

[}
n
I
!
[
v
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STATE OF FLORIDA . Aftackment #1
DEPARTMENT OF CORRECTIONS ‘ _ HSH 15.02.15

Living Will
Declaration made thiz ¢ Th day of Nau ,‘MJE', ,199 5

,-ZZ’ZQ / J&@ , willfully and voluntarily make known my desire
ay dying not be artificially prulonged under the circumstances set forth befow, and I do hersby declare:

If at any time 1 should have a terminal condition and if my attending physician or treating physician and
er consulting physician have determined that there is no medical probability of my recovery from such
ton, 1 direct. that life-proionging procedures be withheld or withdrawn when the application of such
dures would serve only to prulong artificially the process of dying, and that I be permitted to die naturally
only the administration of 1aedication or the performance of any medical procedure deemed necessary to
de me with comfort care or io alleviate pain,

- Itis my intention that this declaration be henored by my family and physician as the final expression of
'gal right to refuse medicai oi surgical treatment and to accept the consequences for such refusal, T

In the event that I have bevn determined to be unable to provide express and informed consent regarding
ithholding, withdrawal, or cuatinuation of life-prolonging procedures, I wish to designate, as my surrogate
Ty out the provisions of this declaration: '

gate Name: - Sava M cus
2880 _ 247 M 4 Th Mw‘i‘m“/* 2
el sonifle Bigoh el litse Ll ZipCode: 709 &%9.

I understand the full impo‘-fz of this declaration, and I am emotionally and mentaily competent to make this
raticn. ‘ R
ional instructions (optionz?), |

Noa, ¢ -

Ott> 7

e Signature

4ggp..9.ﬁﬁaéfﬁﬁ7“ /4/

288 ' ' ‘
28t bact Juchcenude Florids {12420 5739 729"/\/0//6_ Lot ﬂ//.,p/p//e?éum; , F, 320468
sss/Telephone Number Address/Telephone Number (<o ‘/‘) 2 72-S0U3

FLIM 9544342337 LT30) 11-38-335 34:32 PM Pl
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