CHINESE TRADITIONAL

TR IR

(Advance Directive)

HTEETRILER?

What is an advance directive?

R BIBEHEIER URFREBEFAFIBREREIVAEX . & %Ei%ﬂEEP, BRI LOEEFEEE S E
EMHBRERERERAEHRENAS, EARSENEBREREREA, CERUEXGFHRAE
FHERERHCHZUMIRERTNBRMEMRE,

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.

BUMNFAHBZBIL—MALER, FREABEERELATE, HRRUBERERTUNER
CHEERNEERSIEE, BE6kE 1‘3%%%1%&&@)&75%%%%7‘ B AR BERRE R
([BEEASTEA

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 BIBEINREBERRE, EORIERTEMX A skt N EEEHNMFER Bk .

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

2F HEEC

First Name Last Name

MemorialCare.
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B EET

Information and Instructions

R NIEREMTEILEIR?

How do | complete this advance directive?

BRMERCEZEOHRE, TEEIUREEESRN -0, $REFRIERNERSS SR, RIFHRENE
BEREREA (NREEFETE—INEAN) MRA-BEREMDRSE, UWEMPIRTLUSREMBERENERERTE,
BE. B, T, WS EMBRREERAS WA UAERMRE.

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.

TR 185 FEMREE, CEE—RBRFREAEA. EAAGEET B SEEEEMHBRERIERERAEMER
EHA. BRINEE—ZRTERRFREAEBEANSSWMAGEE (B BREREREA,

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.

RIFEEENBRFREABAETRSEER, BREVIANERRE. ERKXELERREHBY, TEEUMARSHE
MERFREERAEREAREE. BLERLEEENBRREABARNEHMRE. ERAAMMARRBEEREH
RO RMNEN, RENBRFREER—EMERE, IRCHROEENBRREAEATCEETENER, MK
fEzEZ BEMARE,

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.




EENERFRECEAERTSUTESG: CHBREREREAREASUTAE:

A good healthcare agent: Your healthcare agent cannot be:
v EEW 18 % x K 18 &
Is 18 years old or older Under 18 years old
v IFEERE x (MEVER L. EIE A\ S EATEhIE-
Knows you well Your doctor, nurse practitioner, or physician assistant*
v AR EHEMSRER x BRI PR RERRNE T
Understands what's important to you An employee of the hospital where you are receiving care*

v FEBRREEFEEBE (R, f1EHE. 802  « QESREZHERERENZERBENEREN
ABEAF) REE

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 BEEBR N MMM EFERYRE x 818 10 B EFREAIEA
Makes good decisions under pressure The healthcare agent for more than 10 other people

£F 2805 BHNBERFRESERE, CERTHCOHBRERESERAE, UWERENBREREREABREREMMIMN
HENERE, EEEREMSEERENEERERTERNY, UNEREUNRFRERZNBERMAMIERE,

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.

TEE 3. FRRTMN, CEEMEREANLATABDRRE " FHILBERE, RRE 3 BoPETEZREE,
BHORBUGEREBMMNERORNINXG ., £ 3 BHBEH TIHEZARBEZUFEENIET.
In PART 3: Sign and Complete, 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.

$ 455 BHNEER, EEMER, SNBSS SNBRAREEBNBAREMSEENFE. EEELER
HENEL. ERERRAERNZE, UREBEKIERZERNMAE, 1% 4 B0, FEFEHREAN BERRER
AR GO R IERRER B TFH,

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.

* IR AREHRERSHFSE, AL LR FER.

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

S INRERSFRZMMEBZES, EALUEEERS —SREATEIET TRETSNERTREES.

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



£ 1807 EEFERES

PART 1: Choosing a Decisionmaker

BERRERAZEIE

Durable Power of Attorney for Healthcare

WIRFEZECHRTE, HEIBBREREARGEAT:

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

o REBZER AT ERIPLERBENIZSF, BIEALRERS.

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

o EFEBHARAIREN B R IRIBIEHE LS,

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

o BEEHLREILIZIKE FIZ B BRIEEIE .

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

s AERBEE RRIRIE 2 S H BB R IEst EBI T IF

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

o ETHAMEIERIESE.

Direct the disposition of my remains after my death.

BELEMAR BB T EEFRBAEAN. TRELETHHRER, WAGAEYLERRERE:
| want this person to be my PRIMARY HEALTHCARE AGENT. They will make my healthcare decisions if | cannot make them for myself:

G EEESRE

Name Phone Number

ik W N EIRE SR
Address City State ZIP

Rz EFER L

Relationship Email Address

HFELUMN BB E—RFERFREAEA. EREEZRTHHRAEARNEIEBREREAEATRESE, KASARRLERRERE:

| 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:

o2 BEETRE

Name Phone Number

ot ) M EERE SR
Address City State ZIP

RAR EFERM At

Relationship Email Address




£ 187 EEMREE m

PART 1: Choosing a Decisionmaker [continued]

BEFLUMNRRBEAIBNREERRRAEA, TREZBTHERE BRNEMEREREREATRDSR, BARAEYLEBRRERE:
1/ 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:

o2 BEETRIE

Name Phone Number

itk Al A A
Address City State ZIP

RAR BFEM it

Relationship Email Address

EEMIRE

Optional

MRERLECHBRFRBAEAGMILMREMERTE, FEEZEDEREER, IRUTHE. TR, REELBCEENY
HIRER, ffIA seISIERE.

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 HAEHLBEREAEASILEARHMRE. T8, HAER AT LUFEF &I B R RBIEHERT BHRERIIER
RIEREAABMHRE,

| 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.

EEMHIRE

Optional

AEHNBREFREAEABRTENSEROEAHE, TEJUEFETMHNSANESE. GoE—R)

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

O EHBERBAEABTEERATALEIBPE FEET, BMERREET & SHFIREITEF R

My healthcare agent should follow my instructions exactly as | have written them in this advance directive, even if it makes them uncomfortable.

Q ERNBEREAREARZERSERHNBERTR, MR ELHIIRE, HRRERFBRELIRE, HEL
HEET Ao

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.




%287 BERREEERE

PART 2: My Healthcare Preferences

ErER/BRRERT

Living Will/Healthcare Directive

AT HEERE

Artificial Life Support

MREFABRE, BEIRIGRMATHERS. SEETRSE (FREE) . ATEE (BRE) UKHMEREE
BB LN EY SR T aR, ATHELERGEREEMEGERD ZERHARN, BEREAS I FEEEg
E58KTT.

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.

UNRBFEINFTBEATLRERGRMEITED GFAE—R)

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

Q HFEFAIERFEMES A TH#LERGIVER, BIEET A E R REFETIFESNB LEBRNE S,
| 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 WRERABIE G RIFESNREEB L ERENEE, RELEER AI,.EE:",%.%’%‘ETS%O B2, WREHIEL
A RIEERE, RIZFEFILEFEERY. BOER T EMEINEIREEE AT

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

Q FHABHTEZATHERGIVERE, WRHRFEIFTEATHERGKMEE, BEBRIESTERENER
BEE#ASET,

| 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 HEARETERE X AFHIE R IR BB BB B B KR,

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

L ERBRIZABERENEMITEIST (B, BEBRBTFEERIEGERB LR ERETFEEHAANLH

FREVEFE ’/E/E)

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):




% 2 850 BAERFREEFERE m

PART2 My Healthcare Preferences [continued]

ﬂE/E =0 ﬁ)—T—

Quality of Llfe

B EREHBRFREREANENBREEEFNEFEFZHEMSEEENEE. BT7TELEEM, tfiEsE
RIEFAFAENEGENER.

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.

HHME, HROELEZRBEEERUATEANERTAEEE GRUEMBERER)

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

Live without being permanently hooked up to a machine

Q BEXAMBEL

Recognize family and friends

Q RXAMREERR

Communicate with family and friends

Q FEEFFERELBHTE

Live without severe pain or discomfort

Q EESHEES TAR

Get out of bed

Q 778598, LS (EEE. LEEE)

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

Q EECRENRY

Eat my favorite food

Q JERIWEEIRREFEC

Bathe and take care of myself

Q HFEER, MEBEZLENFERE

Think clearly enough to know what is going on around me

Q FEECHKE

Live in my own home

Q #WECREEIFR:

Do my favorite hobby:

a LX_E%BZ\-%O 7‘_%&7}5@7—'_ EyEJ %kH'YE/E/Nu %T%Hgo

None of the above. My life is always worth living no matter how sick | am.

Q EFHEE,

I am not sure.




% 2 800 BHBERFREEFERE m

PART 2: My Healthcare Preferences [continued]

B EEREINETERE:

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




£ 38D ERANRTH

PART 3: Sign and Complete

56 7L (FAARIEIE B8 77 B £ BN B BB TE S0

Read this entire section carefully before signing.

N, BEMRSEEERRNING EZEmME.

In California, there are two ways to make this form legal.

BREEELTH—IERIA],

You only need to choose ONE of the options below.

/‘EE‘.IE 1 \

PE:S
OPTION 1

REMBREAEER", ABBERIAZEZERR, BEENRBEATERBLERE, tWAEREZZBENHTARILEE
ERBERELRAN, MEARAEARBERER,

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.

TH REBALAER 18 BRo

Your witnesses must be at least 18 years old.

BHREBATSAUTAE:

Your witnesses must not be:

* BN EREFIEERI B R RIEAEALIRHAEA

A healthcare agent or alternate agent designated in this form

* EHIB IR g e HE

Your healthcare provider

* LR EEIER BRREZIRIEMRBIEIREE. KEEHET

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

RE—RREBEAFTUREERERARISANDEREE T,

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

MREBRFA, MFREELERDESR, LREFAZR.

\ If you are using witnesses, sign the form at the bottom of this page, and have your witnesses sign. j

(germ 2 h
OPTION 2

AAEAEAERNER . BEABMNRBAE, EFTEEARAZENSINRA SR G (GINERNER)
MREERFBA, AFEELERISES, WEAFEATHER.

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 at the bottom of this page, and then have the notary complete the acknowledgment. J

* MRERSVZHMEEESR, TUUES—BRFEATLCESNERTRERS,

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



£ 38870 FERNTE

PART 3: Sign and Complete [continued]

ar ) CHEM B REAN—RZLBAIER, B THER.

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

EzER

YOUR SIGNATURE

=8 HEA

Signature Date

#E (LUEMIER) BT IR

Name (Printed) Phone Number

Hiht ] P R SR
Address City State ZIP




£ 30 =R NS @

PART 3: Sign and Complete [continued]

\E'.E’,IE 1
OPTION 1 — Witnesses

MREERBEOXM, FREENTER, NMRERSENSENA, BETHER. REAZR: BEH, UUTEIFE,
RIBIIMNER, FiSRIABIRIEE:

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

) RE/MREMTAILERERREARBIIANE R CKIET HRIERAES D,

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

Q) EEAERESHER THRBUMER T EMTAILEIR;

The individual signed or acknowledged this advance directive in my presence;

Q) EFAFERLOER:, TRRARIEMEE. R FERE;

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

(4) BB EMTRIIBIBEENRIEA; LH
I am not a person appointed as agent by this advance directive; and

(5) BFRESANBERERME. EZABRREBIEHENET. tERERBINKEE. HEREKBNEESE
BT. *ERBNKEENLERBEEENETL,

| 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—REFA:

First Witness:

H=H =t

Signature Date

E (UERIER) BEEEIRES

Name (Printed) Phone Number

piihi1 W I A
Address City State ZIP

B_REIA:

Second Witness:

H=H [=]:E

Signature Date

E (UERIER) BEETRE

Name (Printed) Phone Number

itk ] M AR
Address City State ZIP
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PART 3: Sign and Complete [continued]

HEmREAR RPN —2, HtyAFEREUATERLE TSRS

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

REEAMIINERER:

ADDITIONAL STATEMENT OF ONE WITNESS:

BE—S B, MUTERFE, REMMNER, BEZHRERRR: RENTEMHELRENESANZEMR. WK
FUWERMR, LEBKXMA, REBEREERIVEERTE, REEFAZHERERESHEEME,

| 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.

BZ

Signature




£ 38870 FERNTE

PART 3: Sign and Complete [continued]

EIH 2 - NE5E
OPTION 2 - Notarization

HRENRENARANEMES, EERERZENESFMXHNEZTAED, MATREBENGXHFNEEM.
R RBE NI,

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.

N

State of California

B

County of

iy ERmEa , MBEEE

, UAEERNEBEAKERTHMBRAEENXE LRRZA, RRERELURIES D
PITEMXE, LHERBEENXELNER, EFANEZARARNERRITTEN S,
o

n 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.

HEERR EERYIEMER, TRIRBMMNER, RiERIAEFERE.

| certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is true and correct.

RNEFAREZRLES,

WITNESS my hand and official seal.

NFBAER NEANEE
Notary Public Signature Notary Public Seal

(BN R IR E NN ER A

Additional Requirement Only for Residents of Skilled Nursing Facilities

REELREXREEMBENEER, THREEFTUTER — EXEERERERHEUTERRSHNBRIME: FXE
BNXFEMNRE, HRAFTERIEZEXRRENTE, MREETHEMMS (FIN8EKR. BEMQLEHRT) HE
B, MIFAFRERILED. BEGRENENEEE U RAZZLUTHEA:

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:

BECHENENMEZENA: FABH, RABRMNEREIRFES (State Department of Aging) FEE R BEEHRED
EFAEEE, WHERE (EEERAH) (Probate Code) 5 4675 RRVRERERFEA. N ERERFE, BRIFMM
EE, BREZAEERER.

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.

=8 HEA
Signature Date
#E (LUIEMIER) b
u\lame (Printed) Phone Number /

10
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Next Steps

nE!
Congratulations!

BEMBEZENTRIRIE. ETRERESR:

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

- BEMXHHERRLREREHMTS, UERRATERERZ

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

- ENHZRERHAERBREREAEA. ENBEUNREER SR ZEMBRIEE, BN XHrIRAEIERRRER.
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.

- BIEHRA. BREEREAEA. BENMAGBRREREETRENEILERR. BAMPARETEREIERE
BIREE,

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.

- MIRIEHS MyChart 185, TR L EEEMTEIBRIE. 35i&5 www.memorialcare.org/acp EEEZ&EM.

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

Dok

- MREVREEZEN, ERAILUER 1% 4 889 - RPEER ©

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

UTREMNEETAT RIS A:
Here’s how to update or change your advance directive:
- NREEBEFHENDFELRBFIENEMNSNE T, SHYLEHERE L, WRMMITEERREPCERER
#E,

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.

FEEMZREAT—RLABARERINHE, ENFELBBZHREEREN, HEIEHEALL, NREEEE
EMTELEE, SUUEXGEEAARSFTEE T REVOKED] (i) UEHEAREMEMNEAERE, NREE
BHIVTEIL IR, BIScRiRVARZASTLE B ENHIEH.

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.

. WIS RIS RR A EHIR A, BREREAEANEE, WKEILaERIRIISBBNEMNS,
Make sure to provide the updated documents to your family, healthcare agents, your doctor, and anywhere else your previous advance
directive was stored.

- BROLER, YIMEDR, RASHTEURBILFAEIE, BERIFERER—T, EERSRTEEM
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:
- B105F—XR
Every 10 years
- RIS BB RET

If you get married or divorced

- TEIERRES bR BB TR R

If you are diagnosed with a new health condition

- BRI T AR

If your health declines

- BAEHZE

After the death of a loved one

11
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PART 4 (Optional): My Values

RIFHNBEBRFRENMETNEYLAR, FEENHELRBRNEZEHEZNES, SMHRANEHRERE, ECRKRE
B, fEARHEEEENE, SEEESIEEFANEHIERBCHOE. NREEBERERD, HRHHEER
I BBV EERER 57— IR TFo

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.

= PR E AT

When | am Seriously Ill

Q BMEIL BRI A RITISEE, B BRERIFETEREZBE.

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

Q ZHFZEHBIXAMBRARE R L T35 5250

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

Q FEFIVEROVER (BF. HRAENEES) o

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

Q BFLERIBREHNES, BRSHNEHLEE:
| want my favorite music to be played. My favorite music includes:
Q W0RATLUAYEE, HAELECENSEMERRTE, HELHAVEREFELATIH, MBI EREF,
EMEER A Fo

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.

SNRATLARYEE, FHAATEE CHIBEBEMMUTEE!

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

REREEN/HREHRREE, AIRHNRERREZENE:

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

12
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PART 4 (Optional): My Values [continued]

IRFHHRFRE, FRER [FE) BELUTER:

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

MRBRERE, HEER —EE BRUTHER:

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




#4807 (BEFNHER) RNEER m

PART 4 (Optional): My Values [continued]

ERAZE]
At the End of Life
WRETLIEYEE, HBEFEEREILHF:

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

Q fFEXKHE

At home

Q FE8Ek

In the hospital

Q FrEEEFOREMERE

At a nursing home or other facility

Q Hth:

Other:

Q EfwiF

No preference

WRATLUBYE, Fods EFHIERERTLL:

If possible, | would like my remains to be:

Q

Buried

Q A

Cremated

Q Hfh:

Other:

UTEHRH B CHFEHEREHAROME:

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

BREEXAMBANE:

I want my family and loved ones to know:

14




	First Name: 
	Last Name 2: 
	Name - part 1: 
	Name - part 1B: 
	Address - part 1: 
	Address - part 1B: 
	Relationship - part 1: 
	Relationship - part 1B: 
	Email Address  - part 1: 
	Email Address  - part 1B: 
	Phone Number - part 1: 
	Phone Number - part 1B: 
	City - part 1: 
	City - part 1B: 
	State - part 1: 
	State - part 1B: 
	ZIP - part 1: 
	ZIP - part 1B: 
	Name - part 1C: 
	Address - part 1C: 
	Relationship - part 1C: 
	Email Address  - part 1C: 
	Phone Number - part 1C: 
	City - part 1C: 
	State - part 1C: 
	ZIP - part 1C: 
	Check Box 1 - part 1: Off
	Check Box 2 - part 1: Off
	Check Box 3 - part 1: Off
	Check Box 4 - part 2: Off
	Check Box 5 - part 2: Off
	Check Box 6 - part 2: Off
	Check Box 7 - part 2: Off
	Text Field 1 - part 2 : 
	Check Box 8 - part 2 : Off
	Check Box 9 - part 2: Off
	Check Box 10 - part 2: Off
	Check Box 11 - part 2: Off
	Check Box 12 - part 2: Off
	Check Box 13 - part 2: Off
	Check Box 14 - part 2: Off
	Check Box 15 - part 2: Off
	Check Box 16 - part 2: Off
	Check Box 17 - part 2: Off
	Check Box 18 - part 2: Off
	Check Box 19 - part 2: Off
	Check Box 20 - part 2: Off
	Favorite Hobby: 
	Text Field - living a meaningful life: 
	Name (Printed) - part 33: 
	Date - part 3: 
	Phone Number - part 3  2: 
	Address - part 3: 
	City - part 3: 
	State - part 3: 
	ZIP - part 3: 
	Name (Printed) - part 3B: 
	Name (Printed) - part 3C: 
	Date - part 3B: 
	Date - part 3C: 
	Phone Number - part 3B: 
	Phone Number - part 3C: 
	Address - part 3B: 
	Address - part 3C: 
	City - part 3B: 
	City - part 3C: 
	State - part 3B: 
	State - part 3C: 
	ZIP - part 3B: 
	ZIP - part 3C: 
	Name (Printed)  - part 3D: 
	Date - part 3D: 
	Phone Number - part 3D: 
	Text Field - part 4: 
	Text Field - part 4B : 
	favorite music: 
	Check Box 21  - part 4: Off
	Check Box 22  - part 4: Off
	Check Box 23  - part 4: Off
	Check Box 24  - part 4: Off
	Check Box 25  - part 5: Off
	Text Field - part 4C: 
	Text Field - part 4D: 
	Other: 
	Other 1: 
	Text Field  - part 4E: 
	Text Field  - part 4F: 
	Check Box 26  - part 4: Off
	Check Box 27  - part 4: Off
	Check Box 28  - part 4: Off
	Check Box 29  - part 4: Off
	Check Box 30  - part 4: Off
	Check Box 31  - part 4: Off
	Check Box 32  - part 4: Off
	Check Box 33  - part 4: Off


