CHINESE TRADITIONAL

FAIL EEIE

(Advance Directive)

HEEETAILERIR ?

What is an advance directive?

TR BIR R SRR UERE S ESFRRRRRRNEEX M - ERILBIES - SrAEEEESE
LB RARAEFNEHRENAS - EAMEBEBRMARRREA - SERTUEXHPRAAE
FERERE CHEZEURFFERZ BB EthIEE -

An advance directive is a legal document you complete to make sure you get the healthcare you want. In an advance directive, you can choose
someone to make healthcare decisions for you, if you are ever unable to make them yourself. This person is called your healthcare agent. You also
can give information about the medical treatments and other care you would and would not want if you became very sick.

SUNFABEZEIL—MFRIUIRER > FREABZFEREALATE - HEFUBIRRIEATUMIER
CHEERMNEERGIEE » EEERENBRARERABARSNRERZESEME B ERAERM
I /E R o

Every adult should have an advance directive. It is especially important for adults who are older or have serious illnesses. Completing an advance

directive helps you know that your values and goals will be honored. It also gives your healthcare agent the peace of mind of knowing what you
would want them to do if they need to make healthcare decisions for you.

TR BIRES R BRRE o SO RATEMIG A sERE M A BRI EAR T

An advance directive only deals with healthcare decisions. You must complete a different document to give someone authority to handle your
finances or property.

g Y4
First Name Last Name
HERHA

Date of Birth

MemorialCare.
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Information and Instructions

B MRS EMFELEIE ?

How do | complete this advance directive?

BAZRTHZEGRE > TR RIEEEPN—E5 - HREFRBIRENEMAEES S - RIFREHNE
BRENEA (NRESEZFEE—INIEAN) MRA-RBEBTEGRN » UEMFPIRTUSTEMBRENHERE o
BE - #t -  ¢T - e EMBRAREREASHRIUAER MR o

We encourage you to complete the entire form, but it is okay if you only want to complete part of it. Just cross out any parts you do not want to fill
out. It is a good idea to complete this form with your healthcare agent (if you choose to name one) and loved ones so they clearly understand your
preferences. A doctor, nurse, social worker, chaplain, or other healthcare professional also can help you.

£% 1 89 | EEHREE » BISE—RBRRENAEA - IEASRSEELH SESEE M BRARRERREMH
REMA o BAINEE—RTERBREABANSSMAIEE (E(D) BRERNAEA -

In PART 1: Choosing A Decisionmaker, you name your healthcare agent. This is the person you trust to make your healthcare decisions for you if
you are ever unable to make them yourself. You choose one primary healthcare agent and up to two alternate (backup) healthcare agents.

RFAASHNBRFRRABAETRIBER - BRRHIIALRNE - ERZHASESRMGE  TEEHARSHE
HBRARBEAEREMRMH - BLEFEEENBRARABARAEHATE - ERASMIISRBEEREH
IREP DR ENEN - RIENBRFEER—ERLERE - MIRERMEENBREFREAEBATZEFTENERE G
FEZE mEfh AR -

It is a good idea to talk with your healthcare agent before you list them on this form. Make sure they are willing to help and see if they have any
questions about your healthcare preferences. It is very important to choose a healthcare agent you trust as your decisionmaker. It will be up to them
to make decisions with your healthcare team based on the information you provide in the rest of the form. If you are worried that your healthcare
agent will not follow your wishes, you should consider choosing someone else.



BEET @

Information and Instructions [continued]

IEHENREFEAEARTAUTHRGE . SHBEEFRRERAEAFSSUTAE:

A good healthcare agent: Your healthcare agent cannot be:
v Sl 18 BE x Kim 18 &
Is 18 years old or older Under 18 years old
v IERRERE x RAVERE - FEIE A B ESAMBhIE
Knows you well Your doctor, nurse practitioner, or physician assistant*
v BB AtEHEMSREE x B RIFRTE R R AR T
Understands what's important to you An employee of the hospital where you are receiving care*
v FEBRMREBZREEBSE (R 1853 - B80EF 2« SECGREZHERER EALZEWBHETEN
ABEGRE gEE
Is easy for the healthcare team to contact (in person, by phone, The owner or operator of a community care facility or residential
through an interpreter, etc.) care facility where you receive care
v BETEB AN T IERRRE x {8 10 RERAFRRAEA
Makes good decisions under pressure The healthcare agent for more than 10 other people

£5 2 #049  HNERFREEERE - SERTHCHBRAFAREERE - UENEHBRARARARBEHEMF
BiLpviEEE - EREHEMESARRNEERERMERY - UREFEURFFEEZ BB MIRE -

In PART 2: My Healthcare Preferences, you write down your healthcare preferences, so your healthcare agent understands the choices you want them
to make. This includes what a meaningful quality of life looks like for you and what medical treatments and other care you do and do not want.

£ s BEEMZ REARAEFADNEERIBIERE - BIBF 3 B2PHNETEZRE
% EMREMEFERRABIMMNEZRORNNNMG - F 3 BRELL TIHZERIGEZMAREIRET

, You sign** the advance directive form either in front of two witnesses or a notary public. Once you fill out the form
and follow the instructions in Part 3, this will be a legally binding form in the state of California. Part 3 also gives instructions for what to do with this
form after it is completed.

F 455 - BEEED - ANEEHER - SRS SHBRFEREBNBAREMSEENEH - EEECE
MLENEY « ERERERN%E - URREHBERRIESE - 15 4 8899 - FERFEHREA - BREERE
BRSO PR IRE R ER R TR

PART 4: My Values is an optional section where you can tell your healthcare team and loved ones what else matters to you. This includes your
preferences about spirituality, what would make a long hospital stay easier for you, and what you want to happen in your final days. Part 4 lets your
agent, healthcare team and loved ones know what excellent care looks like for you.

* MRAREHRERSHFSE > AL ERFILEFER -

These restrictions do not apply if this person is your family member or coworker.

~ REESEZHMREES - EIUERERS —SHEATENETR TREESNERTRESES -

If you are physically unable to sign, you may select another adult to sign at your direction and in your presence. i



B 185  BEMRAESE

PART 1. Choosing a Decisionmaker

BRAEIHARES

Durable Power of Attorney for Healthcare

WRFHZLZE CHARE > HETBBREABEAGIEAR :

If  am unable to make decisions for myself, my healthcare agent will be able to:

o REFHIEZHTIEZINERZNIER - BIEATHRERY -

Decide which medical treatments and procedures | do or do not receive, including artificial life support.

o BEIES BRI ITEDIB B RIEIE HE TS -

Choose which healthcare providers and facilities are involved in my care.

o ERFRYHELIEWE FIF B AR ISEIRH

See my medical records and receive information about my current medical status.

« XA S RFERIZ A B R fthEE FirigstEnI TIE

Work with health insurance companies or other healthcare programs on my behalf.

o IERHE M ERERIES

Direct the disposition of my remains after my death.

BHEZUARAENEEEFREAEA - TREZBITHLHAER » EARREMLHBRRERE :
| want this person to be my PRIMARY HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself:

e BRI

Name Phone Number

b: bl ) pAl RIRE SR
Address City State ZIP

R Bt

Relationship Email Address

g#g’ﬂ/\ﬁ?ﬁifﬂgﬁ—ﬂiﬁ%ﬁ#ﬁﬁfﬁixk o EREBZHTHHAE ARNEIERBRARRMRIBATREEER » AR ML EFFRE
< ;E"' :

| want this person to be my FIRST ALTERNATE HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself and
my primary healthcare agent is unavailable:

22 BEETHS

Name Phone Number

ik i) b HIRE T
Address City State ZIP

Rif% BFE Mt

Relationship Email Address



B L8 EEFEHREE m

PART 1: Choosing a Decisionmaker [continued]

gﬁ%ﬂtA&%ifﬁ%’:ﬂ;ﬁ%%ﬂ%ﬁ?ﬁﬂA o EEREZBAITHLERE ARNHMBRARKEANRTSEN - MAFCEMLEET
RE ¢

I want this person to be my SECOND ALTERNATE HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself
and my other healthcare agents are unavailable:

a2 BRI

Name Phone Number

b: bl ) pAl BRIRE SR
Address City State ZIP

R Bt

Relationship Email Address

FETIRE

Optional
WMREFLEHCHBERFREAEARMIEMUEHMLARTE - BREEZEMQREE > QEUTHIE - Fl > REELECEEZ
B RER > thFIABERISHERTE -

If you want your healthcare agent to be able to make decisions for you right now, after you complete this form, check the box below. Otherwise,
they will only be able to make decisions for you if you are not able to make them yourself.

Q RFLHABERERAIEAFSESLAEMRE - T8 - BAEF AT ER SRR B REIEHERTBELHE
BRBREBAREHRE -

| want my healthcare agent to be able to make decisions for me right now. However, | understand that | can tell my healthcare provider at any
time that | no longer want my healthcare agent to make decisions for me.

BEEEIRE

Optional

FEENBRARERAEBARTENBROMELSE @ SEJUEZGE TS ANEL - REE—IF)

You also can choose how much flexibility to give your healthcare agent in carrying out your medical wishes. (Check one):

O #EBEFREAEAET2ERREFALEEPE TET - BEMEHERETE < IR ZIF 57 -
My healthcare agent should follow my instructions exactly as | have written them in this advance directive, even if it makes them uncomfortable.
QO ERBERENEAZSERSBRIBERER » FITLBLHITRE - HIFLERFERBLIAE » HEL
IHEH®ETFRH -

My healthcare agent can change my medical decisions if they think it would be best for me. If | have certain decisions | never want changed,
I have written them below.



B 2 87 : BNBERFAERERAE

PART 2: My Healthcare Preferences

FEriiEIR/ ERAERET

Living Will/Healthcare Directive

ATHERSR

Artificial Life Support

MREHRAERE - BEFREFREATHEERS - EQIETRSE (FFRKE) « ATEE (REE) URHMREE
BATTCRERFEGNEY RS DR - ALEERRERAMSRA ZERESZYN » EERFHF L FFERBEN
E5BERR -

If you are seriously ill, your doctors may offer artificial life support. This includes treatments like a ventilator (breathing machine), artificial nutrition

(feeding tube), and other medications or machines that keep you alive past the point when you would have died naturally. Artificial life support gives
other treatments time to work but does not help you get better by itself.

NRBFEZFEATHERBKAES e GFUE—IR)

If I am so sick that | need artificial life support to keep me alive (Check ONE):

Q RFELFAIGE R IZEFA THRERMEYER » BMEET AIsea B R AT FEZIFES0IB L EEJ/AVEE -

| want to receive artificial life support for as long as possible, even if there is little or no chance of recovering to live a life that is
meaningful for me.

Q MRERABIEEREFENFIEEBLEEREE » BEZIEFATHRERMEVER (B2 - IRFHHIBEE
RRBELRE  AIRFEFEILEREERY « EUIEZTHREREIREFEBATC -

I want to receive artificial life support if there is a good chance of recovering to live a life that is meaningful for me. But, if my doctors do not
think | will recover, | want to stop life support, focus on being comfortable, and be allowed to die a natural death.

Q HEHFEZATRERGIER - IRBREZFTEATHERRREE > BEZEOIESHEREILRRGEH
AT o

I never want artificial life support. If | become so sick that | need life support to keep me alive, | want to focus on being comfortable and be
allowed to die a natural death.

Q BB EERE X AT IIB BT RAIEA IR LB E PR

| want to leave it up to my healthcare agent and my treatment team.

WU LR BRI BBEFRBIRMGTEIST (BIM » REBERBFEERZHRE AR AN ERETFEEAATLSE
ERBHIHRERR)

These are other specific instructions regarding my healthcare (for example, if there are specific treatments | would never want, or certain situations
when | would never want artificial life support):




$ 289  BRBRERAERERE @

PART 2: My Healthcare Preferences [continued]

FERE

Quality of Life
BYERCHBERFRAEANSHBRRRZEZRNEFEZZHEMSEERNEE - HTELEEM - tFIELE
RIGWEERAETSENER -

It is important for your healthcare agent(s) and your healthcare team to know what makes life meaningful for you. With this information, they can
make sure your treatment plan meets your goals.

HEMS > HOEZREAERUTERNERTAEEE GFUEMBEBEHER)

For me, my life is only meaningful if | can (Check all that apply):

Q EFKEREMBFMIEEE

Live without being permanently hooked up to a machine
Q BEXAHBEE

Recognize family and friends

Q BRXAMBREEXT

Communicate with family and friends

Q FEPEBRELBRTE

Live without severe pain or discomfort

Q FESEES T

Get out of bed

Q 17EI39840 > AILSME (FEES - LERtaE)

Move well enough to leave my home (walk, use a wheelchair, etc.)

Q EECRENRY

Eat my favorite food

Q HARIEFEFREFEC

Bathe and take care of myself

Q ZEEEE  MESBRENER

Think clearly enough to know what is going on around me

Q #HEECKE

Live in my own home

Q WEHCREERIFIE:

Do my favorite hobby:

& oR
Q KLE#FE  FERFGHESE  HHETHEESHESL -
None of the above. My life is always worth living no matter how sick | am.
& (OR)
Q HFHEE -

I am not sure.

UTEBHERREZNETEES

These things also are very important for me in living a meaningful life:




FIED  FRBRH

PART 3: Sign and Complete

B (PRSP 2 BN B B TES o

Read this entire section carefully before signing.

MM > REMRBAFZENNANG ZARE - ERFEEUTH—IEEH -

In California, there are two ways to make this form legal. ou only need to choose ONE of the options below.

Ga.g) EHE1

\&J OPTION 1

AEMBREBAEMNER > RERRBAZFERE - ECNRBAERBLESH » hAIEFREEZEEGRILIBIR
ERBREESA > MARBEARBEER -

Sign* in front of two witnesses, and then have your witnesses sign the form. When your witnesses sign the form, they are promising that it is
really you that is signing this advance directive and that nobody is forcing you to sign.

SHRBABEAFR 185

Your witnesses must be at least 18 years old.

BHRBAFGSAHUTAE:

Your withesses must not be:

x B RIEFIEENIB B RBABAREHAEA

A healthcare agent or alternate agent designated in this form

x BRI R IEAE

Your healthcare provider

x BB R RAREZIREHRISHEAERE « KEEHXET

Anyone who owns, operates, or works at a licensed facility where you live or receive healthcare

RE—ZREATUEEHEHRARARXEAAZERERP -

Only one of your witnesses may be related to you or be included in your will.

MBEEAIEA BERIE EETHILEISEAS T

If you are using witnesses, sign the form and have your witnesses sign.

EDEAEAESR - BMLLRE SRERUBRELZNFERR ARSI (FIMEREIFR) MRESENE

ABERE LERHIBIEASTTRAIA

Sign* in front of a notary public. To have this form notarized, you will need current, government-issued photo identification (like a driver's license or
passport). If you are using a notary, sign the form and have the notary complete the acknowledgment.

* MRCESRZHMBEES SRS —SHEATCESHBERITREES

If you are unable to physically sign, you may have another adult sign in your presence and on your behalf. 5



moSEMBREBAN—RABAINER > BNTHES -

WAIT until you are with your two witnesses or a notary, then sign below.

BRER

YOUR SIGNATURE

= HER

Signature Date

gE (MUIERIER) BEESRE

Name (Printed) Phone Number

Hdi W Al IR 5%
Address City State ZIP

@ii_%lﬁl-ﬁéﬁ

OPTION 1 — Witnesses

MREERBEMGXN > AREUTER - MREFAFEME > BETHES - REBAZA | BB > MWATHRR
B o IREBIMCER - FiSRIAFETRRIE ¢

If you are witnessing this document, read the following statement. If you agree with the statement, sign below. STATEMENT OF WITNESSES: |
declare under penalty of perjury under the laws of California that

(1) FE/MAREMNHILIBEESREADBNANERCKBERFNERRRESS

The individual who signed/acknowledged this advance directive is personally known to me or that their identity was proven to me by
convincing evidence;

) EFAEREHNBER TEENMESD TSR TRILEE
The individual signed or acknowledged this advance directive in my presence;

(3) EFAFRRLERES  LRHEERIEMEE « BAFEATERE ;

The individual appears to be of sound mind and under no duress, fraud, or undue influence;

(4) BRFBEMNTAILBIBIEENIEA ;
| am not a person appointed as agent by this advance directive; and

(5) EFEEFANBRFARREME - EFABRFRBREMENST « #ERBFRIBNEESE « HERZRIBNEE
E8T - TEMBNEEENRERBKEEENET -

I am not the individual's health care provider, an employee of the individual's health care provider, the operator of a community care facility, an
employee of an operator of a community care facility, the operator of a residential care facility for the elderly, nor an employee of an operator
of a residential care facility for the elderly.



F—BREA:

First Witness:

BH HEA
Signature Date
g (UEMSER) B SRNE

Name (Printed)

Phone Number

ik b7l M EEESR
Address City State ZIP
BRBREA:

Second Witness:

= HEA

Signature Date

gE (UIEHRIER) EEEIRHS

Name (Printed) Phone Number

ik W bl HIRESE
Address City State ZIP

HFmREAR LitPr—3 » HthSAFEREUATRRALEETSESR :

One of the two witnesses also must read the following statement carefully and sign below:

KRG AMINEEA :

ADDITIONAL STATEMENT OF ONE WITNESS:

RE—LS B > MUTHERAFE > REMNER > BRZHEFRRE | BARTEGRIBBNESAZENR « 1/
MNULERR - M BEFFAE > RIBRAEBNEENRE > REESASHERERRHEAME -

| further declare under penalty of perjury under the laws of California that | am not related to the individual executing this advance directive by

blood, marriage, or adoption, and to the best of my knowledge, | am not entitled to any part of the individual's estate upon his or her death under a
will now existing or by operation of law.

=%
2R

Signature
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PART 3: Sign and Complete [continued]

'1 OPTION 2 - Notarization

A notary public or other officer completing this certificate verifies only the identity of the individual who signed the
document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

STATE OF CALIFORNIA

County of

On before me ,

personally appeared ,

who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to
the within instrument and acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity upon behalf of
which the person(s) acted, executed the instrument.

| certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is
true and correct.
WITNESS my hand and official seal.

Notary Public Seal Notary Public Signature

IE I 2 - A

l J OPTION 2 - Notarization

HREMEENAEARHEMES  EERERZEMIREFMXHNESZTAED > MAEHRIEOXHNEEML
AR o

AN
=11
i EFEA s MEESE
s U EERNFRERARERATEMBEEN XS LERZA » REFARHUIRES S

HITEMNE » THREENXE LNER  EFANESAFARNERRTTENXS -
FEPA EERIIEMER - TRIRBIIMNZER » FHRRIAB/IRIEE -
AFEAHRERRL

REBAESR NB/AEE 8



/

(EEAN T RERHEERERNMINENR

Additional Requirement Only for Residents of Skilled Nursing Facilities

QEECEFEERRBNEER  7REEFUTEN — EXFHERBRIERMHUTESRBHBR RS | FE
EMZHERE HRARERIIEZERHIENEE - MIREEEHMMS (FIMER « BENAIZNHD) HE
EO&RE > ITFEETILES - BEERENEFEEE L ATZEUTER

The following statement is required only if you are a patient in a skilled nursing facility—a health care facility that provides the following basic
services: skilled nursing care and supportive care to patients whose primary need is for availability of skilled nursing care on an extended basis. If
you are completing this form in another location, like a hospital, doctor’s office, or your home, this section is not required. The patient advocate or
ombudsman must sign the following statement:

BEERENENGEEZA | FABH > FAZRMFRERFEE (State Department of Aging) 1SN BE BRE N
REFMERES > WARE (BRREEEH) (Probate Code) 5 4675 REVRERERZA o M LMIERAE > REEMM
AR BRRAERBE -

STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN: | declare under penalty of perjury under the laws of California that | am a patient advocate or
ombudsman as designated by the State Department of Aging and that | am serving as a witness as required by Section 4675 of the Probate Code.

=g HEA

Signature Date

wE (LUEHSER) BN

Name (Printed) Phone Number
o




BETE

Next Steps

=l='
A —

Congratulations!

TEERZENFELRE - ETREEREDHR

You have completed your advance directive. Here's what to do next:

- JEEMXHFEIRAMERZ BN » UERRATEREREN o
Take this document home and keep it somewhere safe where your loved ones can easily access it if needed.

- ENHIRIR AR ISR B IR RAIEA - ENBEURSEZ AR ZEMBREEE - ENXHFNERREREEK
BY -

Make copies and give them to your healthcare agents, your doctor, and any hospital or facility where you receive treatment. Copies of this
document are just as valid as the original.

- ISR A - BREARRIEA - BENMEtRRARIEUETRENTEILIRE - REMGFIRAEGEHSHBRER
(RIREE -

Talk with your family, healthcare agents, your doctors and other healthcare providers about your advance directive. Make sure they
understand what's important for your healthcare.

- MNRIEBER MyChart 1RE > R EEERTRIIRIR o 3525 www.memorialcare.org/acp BFESHH o

If you have a myChart account, you can upload this advance directive. For more information go to www.memorialcare.org/acp.

- MREBRHBESEM - ERILUAR 15 4 889 - RNEEE) -

If you want to provide more information, complete Part 4 — My Values.

UTEREMNEERIIBIBISGE :
Here's how to update or change your advance directive:
- MR EERRFHENHIBBFISNEMASNEEE EHYENEHNE T MR FIEEREPCREMR

gEo
If you change your mind about anything you have written in this advance directive while you are in the hospital, make sure to tell your doctor
and have them document any changes in your medical record.

EEEMBRBAN—BABRAZEESNGE - ENTALBBETREERFEN  HEIGHIEALL - MRTHBHEH
EMTALRE > SUUEXGHEEAAEFEET 'REVOKED] (HifH) UEHZREMEMNIEBE - MRETIE
RAREOTAILERIE - RUSCAIRIRRZASFA S BB -

Once you have signed this document with two witnesses or a notary, this advance directive is valid until you revoke it. If you want to revoke
this advance directive, you can either write "REVOKED" in large letters across the front of the document and sign it or tell your primary doctor.
If you complete a new advance directive, it will automatically revoke any previous advance directives.

AR MR HRMAEHRA « BREGRAEANRE > XHRESAFRFEIIBBAHMMNS
Make sure to provide the updated documents to your family, healthcare agents, your doctor, and anywhere else your previous advance
directive was stored.

- BT - MIRER - HAEKALRBRBLEFA I > ERFERER—T > EEEGREEM !

As time goes on, things change. This advance directive does not expire, but it is a good idea to review it and see if it needs updating:

- B10E—R

Every 10 years

- TEICAE BN B

If you get married or divorced

- TEISHESHR L B A A RIRE

If you are diagnosed with a new health condition

- TEISRRBEIAR T B

If your health declines

- MAEHZE

After the death of a loved one

10
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PART 4 (Optional): My Values

RIFBERFRRTFEENREYLR - BEEMHIBBNEEEHETATD - SMR|ANSHRERR - E8KE
B tEARHEREENST - FEEEHNSEEF MNBHETECHOM - MREEBETERSD > ARHEETE
I BRIBMHERER S —HERTE o

Good healthcare is about more than medical treatment. In this optional addition to your advance directive, tell your loved ones and your care team

what is most important to you if you become seriously ill. Complete as much or as little of this section as you want. If you choose to complete this
section, keep it attached to the rest of your advance directive.

ERIRER

When | am Seriously Il

Q BVELLBE R AT H A RIF AR - B ERERIFTEREZH/E -

| want to be kept comfortable and free from pain, even if my pain medicine makes me too sleepy to stay awake.

Q EFERHIXAMBAX BRI RTRHREE

| want my family and loved ones to visit me and talk with me.

Q FEFIARHNE (1BF - HIRBIEEE) -

Comforting touches (handholding, stroking my hair, etc.) are welcome.

Q BFERIRSSUHNES -HESHHTHEE .
| want my favorite music to be played. My favorite music includes:

Q WRETUA9:E » BFBZE CFESIS BMERRE - B EHAYEEBEFFEETEEK - W EMBEMFIHYEZEF
BIMEREHTFE o

If am able, | want to be involved in making my own treatment decisions. | want my treatment team to talk to me and tell me what they are
doing, even if | don't seem aware.

SNRAILARYEE - FABTEH CHERMEMUTEHERS ¢

If possible, | would like the following things in my room:

REHE BN/ ARHHRRESE - RNREEREZENE :

If spirituality and/or religion is important to me, here is what my care team should know:

MREHISFRE > AR [FE) BELUTER:

If I am very sick, | want to make sure the following things DO NOT happen:

MREHSRE > AR (—EE) BRUTHEA:

If I am very sick, | want to make sure the following things DO happen:

11
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PART 4 (Optional): My Values [continued]

ER&L Al

At the End of Life

WRATLABYEE - BRI BREBLDF :

If possible, | would like to spend my final days:

Q FEKE

At home

Q FEEk

In the hospital

Q FrEEEFOXE S

At a nursing home or other facility

Q Hfth .

Other:

Q #ERELF

No preference

WRETLABYEE - Fem ERAVERERATI :

If possible, | would like my remains to be:

Q %
Buried

Q A1k

Cremated

Q Hith:

Other:

UTRRHACHERETENAROME

These are my specific wishes for my funeral or memorial service:

BEZRANMBAME :

| want my family and loved ones to know:

12



