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(Advance Directive)

AR 2|2 o|3kAEH 2010171277

What is an advance directive?
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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.
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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.
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An advance directive only deals with healthcare decisions. You must complete a different document to give someone authority to handle your
finances or property.
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Information and Instructions

M 2|z o|gA = o T A ZpdotLtR?

How do | complete this advance directive?

HH| SAS YoMl = WS ATSHRI T, 220 2SI WRSLICH. ZH5ta HX| o2 FE2 &3 30| EA[SIAIH
gLt o] ¢4l S o= j2|el (=elo] XY= B ) U Ms= 7IES D &Ml o] FAIS ZHYsHH , 2elol 2MMES

M
Hals| MEgd 2,! LICH. QJAb, ZEZ AL, AFZ|SX|AL, AFS AL EEE 7|EF 4P EE MEIE 288 & = USLICE.
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.

15 : oAt ZEAX; MEo}7] (1 HIO|X] ) of| M xplo] AZata] ch2|elS XIFetLIct. AZata] 2YS 2T hWE =8l
B2 MUEE 5 A= AFRO| CHA LHE &= AESLICH. LKt o= Ch2|Ql 1 BE MEista , oflb] (CHA| ) 2| = cH2|elS =|cH

2 ENX| X8 5= ASLICE.

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.

o] Aol o= chH2|lS ZIxst7| Foi| HA] O AbRba} AESH= 280 Z2ELICH. O ALEH0] 717H0| otE 2| eko| U=X]
gtolstn, Fstel ziZate| Ao Chsl 23Tt Ho| A=X| &SR . Hste] elAl ZHAHUXIZAM M £ A==
CH2|Q1S MEHSH= 210] O ZRELICH. 24 LIHX| o {517t HISst=s HEE HIEQ R o2 Xt | 2™ S Li2l=

A2 3 MEhe| RYLICH. Xget o= 2| 2lo] 2Qle| X2 WEX| 420 ZYEICHH |, CHE ALEHS MElst= WS ne{sof
LICt.

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.



MH S XA 4

Information and Instructions [continued]

7%t o|= CH2|Ql: o|= CHz|Qlo] & &= Sl= AME:
A good healthcare agent: Your healthcare agent cannot be:

v 18M] O At x 18A| O]t

Is 18 years old or older Under 18 years old

v Eol0f cial & 21 YS x QAL MEUSALEEE HE QAR

Knows you well Your doctor, nurse practitioner, or physician assistant™

v 2ololA % A S ollE « RS Bl A= Bae R

Understands what's important to you An employee of the hospital where you are receiving care®

v o|ZZlo] £l oatst A Qe (FIF M3}, ECiAl S  x HZHEE LI JY=HRLIE AN AL L= HFE QU AL
E3l) AQXEE 22Xt

The owner or operator of a community care facility or residential care faci

Is easy for the healthcare team to contact (in person, by phone,
where you receive care

through an interpreter, etc.)
v ottt Z0ME SHHE 2WE L2l Arg * 12/10% o2 2| = rhz|2l

Makes good decisions under pressure The healthcare agent for more than 10 other people

25 L2| 2| MH[A 7= 2% (2-3H[0]X]) 0l HZate| 2HAES 715510, 2| = C2|2l0] #5I7t #lsh= MEHE olsiE
& AZE BLICL o{7]0l= RHMof|A| 2j0f L= ae] Eo| FAAX|, oftH X2 U CIE EES ALt |SHX| ¢=X] SO
ZerELC

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.

(4~6HIO|XI)OlA] Q2191 2% EE ZZOl QUM AR O|F OI3FA| QA0 N2 *BILICE YAIS FHAELT
350| X|AS M= W2TL|o} FoIA B F420] i FA0| ELICH 3RUIAE SAIS TP 3 0] YA 2

ol chet X|& = MSELct.

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.

4% Lke| 7hx| 2t (8~9H|0|X[)2 ME Alt2 E o|=Z U 7HEA O viel ZRT MEE EHE £+ U= APYL|C
67lofl= SXQl Lo 2ot M=z, 71 Ha WS Hof HoksHA| siE 245, a2 obx|9} Zof Bi2t= 2S0] ZEHELIct.

ility

420l M = Hotel chz2lel, o2 7, _EI_l 7tES0| 517t dZsts 242l EE50] offH AC=E 20 Y=XE L E/LICL

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 tea and loved ones know what excellent care looks like for you.

* O] Mgt olie AtEto| ZHEO|LL A E SR Y AR0= HEEIX| t&LIC..
These restrictions do not apply if this person is your family member or coworker.

** MEo| 22X Bl 32, THE HolS MEdste] Hote] X|Alof w2t H5k7t X|HE = 7F20 ME5HA & & ASLICH
If you are physically unable to sign, you may select another adult to sign at your direction and in your presence.
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PART 1. Choosing a Decisionmaker

A ojo
BRI
Durable Power of Attorney for Healthcare

L7t AL 2 HES LS + 1= 3R o| 2 j2|2lo] CHAE 3 Q&LICt:
If  am unable to make decisions for myself, my healthcare agent will be able to:
o OIZ WH RX| A E ZE61H] L7} &S 9|8 X2 X AlES ZEOI7LE 2A| gSX| ZHELICE.
Decide which medical treatments and procedures | do or do not receive, including artificial life support.
o L X| 20l 2o 2| 2 AMH|A HISX} 2 A ES MEHSIAAIL.
Choose which healthcare providers and facilities are involved in my care.
o L] ZlZ 7|55 EEfSla oix] 712 AFEfol| 25t IEHE BELCt.
See my medical records and receive information about my current medical status.
o LIE M50 212 Y 2| A EE= J|EF o & T2 21} 2Bt
Work with health insurance companies or other healthcare programs on my behalf.
o LH7} AFEE 2 LY 2= 2] X2|E X|AIEL|Ct.
Direct the disposition of my remains after my death,

O] At2to] L At o| & 2] 2lo] £[7|Z 2IZtLIC). Li7} ZE o8 ZES LHE + QIS B, A L] °| & ZES LHE ZigLiCt
| want this person to be my PRIMARY HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself:

o[ ENG

Name Phone Number

FA Al = LUHS
Address City State ZIP)
£HA| =

Relationship Email Address

Of Attol Lt 21 Himi LAl of 2 CH2|210] £|7|E IgtL|Ct. L7} 2T BES LS +~ R0 L YAF o2 Ch2|2lo] Bxf Z FR L 742
ZF S At CE:

| 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:

rk

ta)

O|& Mot

Name Phone Number

EN A F STHS
Address City State ZIP

2| olof| e 4

Relationship Email Address
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PART 1: Choosing a Decisionmaker [continued]

0] AF2to| Lte| = Huy CiA| of & CH2|2lo] £[7|€ gL Ct. Li7t = o] ZES WY + gl 1, CHE o] & th2|21S0| glS 3P L o2 ZXS
CHAIEtLICt:

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:

ol Ttz

Name Phone Number

= =N S STHS
Address City State ZIP

£HA| Ol

Relationship Email Address

My Apgt

Optional

Of YIS TSt = ZA| O|F Ci2|ol0] ol ChMs ZUS LA 4 AIIE
=3 A

o
Zolo] 2 2FS L & Sl= 0T oM EHS R + ASLICL

5tH, of2lj2] df Ao EA[SIAIR. 2ZX| oo

- —_—=

rdo

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 Lk= 9|2 CH2|2lo] X|Z FA| LIS iAo ZHS LHE + QU718 2lgtLict. J2{Lt 2212 HHEX] o] & HS XA 2| =2
CH2|2l0] Cf o] & L ZEE CHAISHA] 27| 5 ISt 2te 4+ QICk= S OfsEtL Ct.
I 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.

Met A3

Optional

Fst= ot Hote| 2|2 H HIES +¥E off 7I5te] 2= th2|elo] o Mo fHY

MEHSHYAIR):

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

Q Lte] o| & CH2|2l2 SHMGIC{Et T o] AFM of 2 S| gFAMoff L7} &3t CHEZ Lto| X|A|S & 2to] wf2foF gfL|C}.
My healthcare agent should follow my instructions exactly as | have written them in this advance directive, even if it makes them uncomfortable.

Q LH o2 2] 212 LIoj|A| 2|£M0|2} 1 FEtE|H L o] & ZHS HBE + YELICt Bl HBE|7|E 251X| 2= ZF0| CHE,
2jjo] x| off &l FAZLICE

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..

fio

7H2 = UA=X| MEHE = ASLIC (SHLE
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PART 2: My Healthcare Preferences
M 2|z o|gkM /2| = X[ HAM

Living Will/Healthcare Directive

olZ Mm x|

O O© T

Artificial Life Support

S0l Z2l Z2 A7t 23 WE /X FBXE NS E = ASLICL Ilo= AS2E7I(=2EY)), ASSL(EL S5,
JIEt AIAMO 2 ALYE = U= AlH 0|20 = WEE |X|5t= A20|LE 71AI2t 22 K=ot ZHELICE 215 4E |X

XK= OE K27 201 L3 AZS FXU O A== 250 =20] £|X] et&LICt

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.

LYZ} L7 Ot 215 M'EH 2 X| ZX|7F 228t BR( 5HLIS MEISHAAIR):
If  am so sick that | need artificial life support to keep me alive (Check ONE):
O LA ojo] /= af e 2 3|5 E 7k5 40| 72| 7Lt HM3] GC(2lE, 7t58t 2t Qe Fot oI5 WEH RX| X 25 &S
s|2tgtLict.
| 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.
O LtoflAl e|n] = 4t S & + A= 215 7t540] JUCHH 1 HWEH 2X| K25 &I|S ZEIL|CL. ofX| 2t | At7t 2|58 +
2ict metobH WE RX| XS FEtela HetoH| KL=  ZFoHH AHHAR 2 £2S 2o[sld HELICE.
| 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.
0 ofH 20z oIF WE RX| X|2Z5 &7|Z 2lotx| ZELICt L7} L7 OFotA ¥ RXIZ 2l 215 HE 2X| X2}
220}/ EICHH, Hotgtol| HEFoHH XN AAEA S %ol + UJIE 2t Ct.
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.
O Lt= 9|2 ci2[lap X| 2 Elof|A ZFAS 27|10 ¥ELICH

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

Lte| o| Zof ZHAEl F|Ef PAH|E QI XA ILICHOY: ZCi &1 #X] &2 EF X ELE 21 YWE RX| X2 &otx| = EF 48 3):
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):
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PART 2: My Healthcare Preferences [continued]

sl

Quality of Life

o| =z cH2|lat o] zTlo] Extoi|A| oftH Zd0] &S 20| UAA| UEE=X| Ok= 20| FRELICE o HEE S3l| XI= Al=l0|
Fote] SH| FetS=X] 2ol 4 ASLICL

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.

L &to] o|Ol= Cfg X721 52 ufjol 2t HEISLICHAHE! AFe 27 ME):

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

a Izl F7EHe 2 HAFL|X| gt MEsts|
Live without being permanently hooked up to a machine
O 71 2 A E 214l67]
Recognize family and friends
0 7t5 ¥ H7e} o| AL &5}
Communicate with family and friends
O A2t EZo|L} EHgt glo] YEst|
Live without severe pain or discomfort
O Aol M ofLtz|
Get out of bed
O ZS L& +UAS FE2 &2 250|7/(H7], EH0] ALE &)
Move well enough to leave my home (walk, use a wheelchair, etc.)
O 7t Fokst= 34 %]
Eat my favorite food
0 5&sta = 2t2[sp7|
Bathe and take care of myself
O L ol A 22 o] ofLpm Qx| 2 4 U Bh BotA| Y2fst7]
Think clearly enough to know what is going on around me
O LH ZollA &2]

Live in my own home

O 7t Zofst= Fo| s

Do my favorite hobby

EE=©OR)
O ?Ie| tHE Z oHEr AFe 2IS. ot F 2| Ofut LY a2 XLt & JFX]7} Ql&LICH.
None of the above. My life is always worth living no matter how sick | am.
EE= (OR)

O Z2E=ZELct
| am not sure.

0|21t AE2 9|0| Y= 4t S Al= Gl 0IAM X LIoj|A| 0fR SL2EHLIC}:
These things also are very important for me in living a meaningful life:
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PART 3: Sign and Complete
AMEolz| Ziof of MM MHE o 2| 21012 AH|£.

Read this entire section carefully before signing.
W2|ZLIoolI M 5 JIX| WHOE o] YAE FHNoE ot
of2f &M F oStLfat MEdsHH ElL|Ct,

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

uin
1
39
o>
I
[ul

@%m

OPTION 1

T ol iz|el oM ME*st O fz|elS0| 5H0|X|2] LAl MHSIEE SL|Ch 22| 210] Ao MESH= 22 0f
M olz ofFA ol MESH= AtRo] 22l0|H 7= MBS ZRSHK| ph=rh= WS 45 AYLICH

Sign* in front of two witnesses, and then have your witnesses sign the form on page 7. 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.

232|212 HEEA] 18M| 0] 20| 0{OF BHL|C}
Your witnesses must be at least 18 years old.
|12 ofzHofl sHstx| Liofof et
Your witnesses must not be:
x 0] 2FAlofl X|FEl o & 2|2l Ee= CHA Ch2]2!
A healthcare agent or alternate agent designated in this form
x #{ore| Z1Z+22] XISt
Your healthcare provider
x 67} 7ot 7L} O] 2 MH[AS Eh= 210} Al E0jA £ 7, 2F K= Z2F6H= AE
Anyone who owns, operates, or works at a licensed facility where you live or receive healthcare
U2 7h20] B At Fste| MZEO|AHLL st FAUFO| ZEHE + ASLICL
Only one of your witnesses may be related to you or be included in your will.
Y2lE AL85t= Z2 ol Ho|X] shthel 2Aloll MHsta i=]210] SHIO|X|of| AMESI=F SIHAI2.
If you are using witnesses, sign the form and have your witnesses sign.

- /

=4 8M2

S OPTION 2

SEAA0M MB*SHAAM L. o] FAl0ll S OlLt 6{A S FR0lIA st Apxlo] SAHEl X[ M
AUEZ0| EQELICL SFUS AE5t= F<2 0] H|o|X]| LAl MEE CHS S5210] 6H[O|X|0f|M 2tAMS
SRR SHHAMR.

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 then have the notary complete the acknowledgment.

* EE MY £ gl 39, T2 Mol0] thal HHE & AL

=

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



= go| Yzl te= S5 elat 8l US Winkx] 7|CkRACE L of2Hof] MESHHEAL.

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

M8

YOUR SIGNATURE

MY EL

Signature Date

O|E(2UA{HIZ 7| H) Motz

Name: Printed Phone Number

T A > PUHS
Address City State ZIP

@ SM1 - 2l3|0l

OPTION 1 — Witnesses

7st7t o] 2A2] 2|1l B2, CHE LHE S 2101 FAI7| HHRILICE TS0l S2|5tAIH ofzHol| MM,

If you are witnessing this document, read the following statement. If you agree with the statement, sign below.

il TEA: 212 Ha| EL|otxE HE w2t 215 Al XES US & AChs =AU stofl CH3 2t 2ol TagtLict.

STATEMENT OF WITNESSES: | declare under penalty of perjury under the laws of California that

(1) Ol AP 2| oMol ME/Selet HQlo] Xt HAF o= 2T UL et ZHE Sl 0| TBE[USSE
sfoIghck;

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

(2) 2l =|5tof| o] AFH 2|7 ofZFAoll AMHSI7HLL 0| F 2t} SLICE
The individual signed or acknowledged this advance directive in my presence;
(3) 7Helo] ZiTTt M4l MEfo|o B, AbY| EE= R S S HAISHK| ph= U2E HOol= B
The individual appears to be of sound mind and under no duress, fraud, or undue influence;
(4) 2212 o] AH o|= ofeFA o]l 2fsh CH2|I2 = X|FEl Atgo] ofElLIct; ag|n
I am not a person appointed as agent by this advance directive; and
(5) 2el2 712l ol MUIA HIZXE, 7Hele] o|z Mu|A RISXte| =3, HFLIE| #|0f A|22| 2EAL,
HRLIE| Ao A2 2FXte] Z 3, 2l HFE 2% A[H2| 2FXA}, ol HFE oY A8 2IXt2| Z[210] OfL|C}.
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.



A zlel

First Witness:

MY el

Signature Date

O|E(2UA{HIZ 7| xH) Motz

Name: Printed Phone Number

FL EA ES SHAS
Address City State ZIP

= Biny 2L3|Ql:
Second Witness:

MY el

Signature Date

O|E(2UA{HIZ 7| xH) Motz

Name: Printed Phone Number

T A > UHS
Address City State ZIP

T Uzl Z ot 2 O3 =M E Fo| 2| 4111 ofzlofl AMEsHOE gL Ct-

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

fslel 1¥e| I} Ha:

ADDITIONAL STATEMENT OF ONE WITNESS:

fesh 2ol2 AR EL|OHE HE| Wt 915 M XES LS = ACh= =2 5tofl o] AMM 2| = oA S EHdst=JHelat #H
= = UYL E QI FZF0| OtL|H, L7} of= ot #ixff EXfist= fFATOILE S0l i AFY Al 2 7HQlo] |42 LS
XtZHo| giSS MATLCE.

i

| 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.

ME
Signature
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PART 3: Sign and Complete [continued]

E'% 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 Signature Notary Public Seal

ofziel MEX= =0l ool 2 EABICH

SEMOH, 22(S)0| Aprle| Hoto =2 STt SME 2H(S) BEE O ARS CHAISHY
HSoHHRI0| BME AAMUS S Mof|A QW SLICE.

2212 Ae[ZL|otF HEO| WE 2ISE XMHo| w2t @ 20| Ato|H Hetsts ZHELICH

o[of| 2210 MESt Z2l oIE s EelgtL|Ct

a3°l M3 (Notary Public Signature) 33502l QIZF (Notary Public Seal)



p
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Additional Requirement Only for Residents of Skilled Nursing Facilities

CHS FEME HE 713 AIM(HE 2SS B7I7H 0|8 £ U0{oF S HRJ HE 7S U X2 2ot 2 7|2
MHIAE RIZSHE O/ A0 Qi BRI ZL0)T WTHLICE B8, oA AFRA = T 22 CHE TA0IM 0] YAIS

Hdst= B2 ol MM2 HROSHK| isLIct. 8xf 2k} E= SRXM2 CHE TS Mol MEsljof ELict:

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:

Bx} B2 = SREU SN 2012 H2|EL|OIE HEH 2t 215 Al XESE @S = ATt
STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN:
LQIR0M XYt 2xt @2 A} EE= SR EMO|H | HQUH 467520 U2l S22 AL AFS MAgtL|Ct.

| 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.

=

o] ]

[

HH stoll

rir
r
rlo

NE =
Signature Date
O| S (QIMAIZ 7|xH) Mot
Name: Printed Phone Number
e /
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Next Steps

=otetL|Ct!
Congratulations!
M olg oM E FHEUSLICE CH3 ol > e XY 2 33t ZSLICH
You have completed your advance directive. Here's what to do next:
« 0| ZME HRZ JIMIIA I1EE0| 2R mff £H HMAE = = T 20l 2251 AL.

Take this document home and keep it somewhere safe where your loved ones can easily access it if needed.

o At2S 2HS0] 2| & Ci2|Ql, B oAl X|2E = HAOIL} Al 20| HESIHAIL. 0] EA2] AHRE2 A2 1} OIEIIX| =
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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.

o M 2|2 oMol CH3l 7HE, 2| = CH2|Ql, BHE 2|AF 5 7|} 2| 2 Mu|A XS Xtet &2lstA| L. 2|2 T0] 5] 2|2
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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.

e myChart A|H0| Q= 22 0| APH ol & QM E HEEE &= USLICE XpM|St LI 2 memorialcare.org/acpOil A

RIS A2,
If you have a myChart account, you can upload this advance directive. For more information go to www.memorialcare.org/acp.
o XtMISt HEE MISSHHE 4% - L9 7HX |2t =2 ZE5HAIL.
If you want to provide more information, complete Part 4 — My Values.
M 2|2 o EME UH|0IESII L HF 5= YEH2 Ch3 1t Z&LCH

Here's how to update or change your advance directive:

R AsH= S AL 2|2 o A of| ot LHZ0j| Chsh OtS0] R HIEA] 2| Afo|A| 22| 2|2 7|20 HE
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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.

o 42|Ql 2 fr= St 2 O] 2Mofl MESHH o] APH 2|2 ofSFA = FA g uiItX] FEELICH AHH o=
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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.

« HHOIEE EME 7IE, 2|2 CH2|Ql, B oA 3 01T AFH 2|2 2|EFA7t B2tEl B E oj| A SOk ghuict.

Make sure to provide the updated documents to your family, healthcare agents, your doctor, and anywhere else your previous advance
directive was stored.
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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:

- 104n} - 7ol otsiEl= FL
Every 10 years If your health declines

- A2 EEsolEsER - AMESHE AFEO| AMY S =
If you get married or divorced After the death of a loved one

- MEe A ME|E ente 29

If you are diagnosed with a new health condition
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PART 4 (Optional): My Values

£2 0|2 MHIAE X|2 1 0|RLICE AL ©|2 ofSMoll £7ksHs 0] MEH ALOIME S0l B3RS ) 7tE 2
oIZ TN 7He SR ALES LFHIR. 0] HRS At T3 HMSHIAIR. 0 MM T4s}I| 2 Ml AL LiTX|

A 2|5 oMol ME S| HESHHA L.

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.

~ IX
1Zt5| orZ
When | am Seriously Il
0 ZEAZ 26 L7 Z2{AM THo] YUS + SICI2HE Botstn §50] ol AENE RXI5td & &LICt.
| want to be kept comfortable and free from pain, even if my pain medicine makes me too sleepy to stay awake.
Q 7FE32} AFErok= AFEHE 0| LEE Rot2f 0[OF7 |5l 7|5 HFEfLICE.
| want my family and loved ones to visit me and talk with me.
Q fIZ7t El= HEF (2 7], H2| AOE0] §)S 2HFefLCt.
Comforting touches (handholding, stroking my hair, etc.) are welcome.
O 7t £ost= S22 S0l FALH ELICE M7t 7HE Fofsl= S92 CI3 3 Z&LICh:
| want my favorite music to be played. My favorite music includes:
Q JtssictE XE A& ZF S 2= o] 205t ¥ ELICH L7t 1X|51X] 25H= 21 20t x| 2 El0] LIgt Ch2fotH X2
g S 2e{FZ HiEfLCE.

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.

7tssictH ®| goll i3 20| A2H ERSLICE:

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

SY Y/EE SVt 528 AL 2| 270 Yotof g AL CHZat ZELICH

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

Li7t 0f OFE B, Ct3 1} Z2 20| Bl LOJLIX| =5 St HELICH

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

LH7t Oi< OFZ B2, CHE3t 22 20| HtEA] LO{LIEE 5t HELIC:

If  am very sick, | want to make sure the following things DO happen:
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PART 4 (Optional): My Values [continued]

A il |
3Ho| Cjeh oy
At the End of Life
JksSIChH, Opx[8t S S O Z2A0M 2L &L |Ct
If possible, | would like to spend my final days:
0 ZollM
At home
0 FalollA
In the hospital
0 228 &= J|EF Al MojlA
At a nursing home or other facility

Q ZIEF

Other:
a7z 89 gs
No preference

JksotctH, Lte| Roll= ChSaf 20| M2| 5[ A H gLt
If possible, | would like my remains to be:
0 ohz
Buried
o s
Cremated

a JIEf

Other:

Lio] Zaf| A 38 =2 Aof 2hst A HQl 5|2 Al 2 CHE 3t ZELICH

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

7tE2t AEshE ALEHS0| UL H o= 2o ASLICE

I want my family and loved ones to know:
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