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(Advance Directive)
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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
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How do | complete this advance directive?
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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.
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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.
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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.
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A good healthcare agent: Your healthcare agent cannot be:
v BISHIWEIUH 18 giigjhisi x HISHIWI{My 18 @
Is 18 years old or older Under 18 years old
v RNUHAGNR x UHuana ANSUMNANSIMIGAMMYW UHgWmMIFinsjiusiHa*
Knows you well Your doctor, nurse practitioner, or physician assistant*
v wiHiRums 186U sHA x yamaisiv8unsgjiiugannhsgrumiissi-
Understands what'’s important to you An employee of the hospital where you are receiving care*
v mwiuEnpsminissigemngamisiasiisi x yIR yuavanisniguissivnaus ynighissimeuanaicn
(HUEIRS MEgIRuN MBIW:HAUATY “1004) HAS§UMITGS]
Is easy for the healthcare team to contact (in person, by The owner or operator of a community care facility or residential care facility
phone, through an interpreter, etc.) where you receive care
v IEMIIEEE AN MBI YR x mamissiemnumussaiBsthi 10 1A
Makes good decisions under pressure The healthcare agent for more than 10 other people
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These restrictions do not apply if this person is your family member or coworker.
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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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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.
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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.
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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.
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PART 1: Choosing a Decisionmaker

OURUANNSHaMGEasimUmMitssiagemn

Durable Power of Attorney for Healthcare
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If I am unable to make decisions for myself, my healthcare agent will be able to:

o WEFEEanMINNmMUTEaEY Shspamiaminugsgi ySssgru jpmsminlsiiinujS§a
Decide which medical treatments and procedures | do or do not receive, including artificial life support.

o iRTusAgAguNiGsiagemn Shnighissinmitumafig8mitosiiuaig
Choose which healthcare providers and facilities are involved in my care. )

° iBL’UnL’LI’mL_IﬁEi ﬁﬂLﬁjJUﬁJB ShSSL’UnnEﬂ SHnﬁﬂSﬁl Nify ﬁﬂLﬁjUGUJSJUﬁJBﬂ
See my medical records and receive information about my current medical status.

o igMImywinvUismsuitmyemn Shayihissiemnigiis)atigucga
Work with health insurance companies or other healthcare programs on my behalf.

° mnlﬁﬁﬁiiﬂUGHuanUﬁia US’IUFIHJ[mmmUﬁJSﬂ
Direct the disposition of my remains after my death.
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| want this person to be my PRIMARY HEALTHCARE 'AGENT. They will make my healthcare decisions i cannot make them for myself:
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Name Phone Number

HUWEHS S it gEUIU
Address City State zZIP '
§sinssh HmuwFsitun

Relationship Email Address
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| want thi; 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:

s eging
Name Phone Number

HUWEHS Sin it gHuju
Address City State ZIP
§1ssh meuwinsituu

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

ouns egifn
Name Phone Number
HUWEHS S it gHUU
Address City State ZIP '
§sinssh mwFsiivm
Relationship Email Address
X 1{UfUUISY
o
Optional
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If you want your healthcare agent to be able to make decisions for you right now, after you complete thisuform, check the box below. Otherwise,
they will only be able to make decisions for you if you are not able to make them yourself.

0 gongypaindssiemniurigmoiminipotagig aguiss1 idmnm §wimgmemignguiunissinemniung
istinuamiuginnsugimnnissinemnugimitipotagg ' '

| 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.

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

u ﬁlnmJiGEﬂﬁjeﬁl I:'I.iUﬁJBnSinHSin AIBIRUG niﬂﬂ SHUEUBINL’UBUI Sfusiguiisi nt&iﬁjﬁ niﬂJ’]S‘ISanSIS gjm SLnHLnS
iS'IoUmiﬁJGnmﬂS'liﬁa\jnniniﬂSiﬂJHﬂﬂHSLﬁjmni""IUfﬂ N

My healthcare agent should follow my instructions exactly as | have written them in this advance directive, even if it makes
them uncomfortable.
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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.
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PART 2: My Healthcare Preferences !
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Living W/[l/HeaIthcare Directive
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Artificial Life Support
wisifuanbgs UHUMNAUROEAMGSREUALSSAM WRIntuURUj8EA1 MI{S{SRISBUMUSIMINNMUEGEH
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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.
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If 1 am so sick that | need artificial life support to keep me alive (Check ONE):
a éﬁt'assm—IJLsLsthmwﬁiﬁ‘{UUﬁ?UﬁGﬁ’éjmswma‘t’ﬁmmmﬁtsﬁms 151:0thnsEMuAGaGE ymsEmauahmi
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| want to receive artificial llfe support for as long as possrble even if there is little or no chance of recovering to live a life that is
meaningful for me.
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| want to receive art:ﬁc:al 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.

O gousgumisisamuiiiatvudyjiga LUﬁjswmsaﬁﬁinh—umﬁj imjwiuejxﬁjisig

o

f0uj88a

=1 1o
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I never want art:frc:al 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.

u éGﬂSnajmnﬂTJiﬁmﬁjamﬂiUﬁJB SthHﬂ\]'lUImJUﬁJBIETJﬁJiLHG a1

| want to leave it up to my healthcare agent and my treatment team.
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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] !
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Ouallty of Life

NS 1ISAMAIaSHMIB WS AmIGisifyemmuaigsa ShnusisiyemmumnsaRnsiftivgi 8wlia
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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.

wiptg Giniungmsiwinghnidninugms (gukianaisanstiunsiams)s

~
1

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

O nislthwSsmsmanumywifsmihinaigw
Live without being permanently hooked up to a machine

22

a lHCUﬁﬂKULnﬁ.ﬂJ Sifli:in
Recognize family and frlends

O mEpwsinshmywigans 818gan
Communicate with family and friends

O swislihwmnsminimvgSE umnSs{Riu
Live without severe pain or discomfort

O fduismiijpms
Get out of bed

O mesSismigauaidmsypoms (il yfinifsm 104)
Move well enough to leave my home (walk, use a wheelchair, etc.)
O mimumikdugsnba
Eat my favorite food

O yaSn SuiBnisgshnms
Bathe and take care"of myself

a nnUISGjI ﬁjﬂﬂﬁjLnUL_l SiuHJuﬂHﬂHiwﬁJn NRIA niSfj'l':‘.i
Think clearly enough to know what is going on around me

_:]_o
_‘c\jo

O seoisighneiumg
Live in my own home

O iagmeidumsanubaiuaigs

Do my favorite hobby:
u
OR
O Sswsygoemidv finuRigmsatggumunisimsg is1:gnlnBanmanw
None of the above. My life is alw:ays worth l;'ving no matter how sick | am.
u
OR

O &8simaiiis
I'am not sure.
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PART 2: My Healthcare Preferences [continued] '
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These things also are very important for me in living a meaningful life:
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PART 3: Sign and Complete

HSIEAISsSINY N WWABASARNYSINUTINGIUSY

Read this entire section carefully before signing.

okig California msiGfisunGRmiEgjs{phisspuugny
In California, there are two ways to make this form legal.

HnL—ISiniLﬁﬁjiiﬁijnhGiMHﬁiUﬁﬁjmhiLj auTEWNM e

You only need to choose ONE of the options below.

=] ol
Hipaus 1
OPTION 1
B3 U]nl[UST* isiGime HBﬁﬂn\j[’liS’ln llﬂ[ﬁUSTUHnéjﬁﬂn‘jiUﬁanG U]niﬂjmiCUSLHﬂﬂ imiﬂmiumﬁﬂn‘jiUﬁanGomnimm

HUSLHh ﬂnlnﬁJSﬁG]ﬂnﬂann iuCUG°ifIniﬂI8'liEUlﬁjGniﬂ.ﬂS'lSnEnHSiS iU]UJTSSJ(LI’ﬂBTnUﬂ&\anGWﬂniCUB'IiS‘j[ﬁ

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.

MRl HAgamsMwUNiuNGAM s 18 §i4
Your witnesses must be at least 18 years old.

MANURIHASS[gims
Your witnesses must not be:

x mamitssisgemn ymamstigasinumsmaainisighsiphis:
A healthcare agent or alternate agent designated in this form '

x gagiunigsisgemniuaiya
Your healthcare provider

x sinmyatiumsmu wavami yimisismaiirumsmmtag fiugainiist ysgrumitesisyemn
Anyone who owns, operates, or works at a licensed facility where you ljve or receive healthcare

H'ISIniﬂﬁﬁhGiﬂJﬂHﬁﬂnjiUﬁJHnUlmn i—ﬂGfﬂUS’lnSﬂSth ULnimssaummnhmenumnmﬁme
Only one of ) your witnesses may be related to you or be included in your will.

S siOnADimaHS Al NG Usiuiisiina muts S SMEjANAIIUAIHAGINAIE1Y
uesifynifimatiBauannl yussngiveindsipiisiigaenimy HAGUG

\ If you are using witnesses, sign the form at the bottom of this page, and have your witnesses sign. /
=] ol
Hi{pEuUsS 2
OPTION 2

=1

Gaugiue* isiGumsyeanimiv ilgjigi MUSA AyumMAsiphivuusiss Hﬁ§hLﬁi—I§ﬁnﬂﬁjmcﬁHﬁﬁimnﬂmS§UGﬁ tiioums

161 LU!':InUI uisiin fUUHU|S (IGIGm Uf(lcnﬂiUnUJ yfue nﬁ 1H8)4 LUEUSIUHnILULUI ﬁjﬁi[_&iﬁjﬁﬂiﬁi fyBuIugiu STIEIJSLH{:&
isligagniimuissiis: WiwugItBA S fNIMIvINMMISS AN

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

* wisiBynSsmesinanuaimwingiiis sAMGEusaMiwiggnig)agsngiveisidinsyenn fhdnmigjmn
If you are unable to physically sign, you may have another adult sign in your presence and on your behalf.
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PART 3: Sign and Complete [continued]

Msliyasiviagaisimywanajsiihi youmiiuEn UITBAG NI S1IINIMY
NI AR T

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

natuel MUUIES

Signature Date

1uns (MHEAENY) (truegirig)

Name (Printed) Phone Number

HUWEHS S it gHUIU
Address City State ZIP '
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PART 3: Sign and Complete [continued]

Hipius 1 — suinj
OPTION 1 — Witnesses
wasiyannniEmanajisnnfaniis: giMsiEusaigRMIdngInimy 1 PR SITHARNLIR] MY W NiusAIEAMIAN §I6:

ngpifyel MMy UG ﬁfgh MIANIVAIEN ﬁj giybunadine msg 81181 ﬁjﬁimgﬁi.ﬁ ﬁﬁJiLmHGﬁﬁig' California ©1
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) UnEUiNEUUISG°U1niﬂjm/ssmﬁﬂﬂjiﬁjﬁniﬂﬂﬂmiﬁsts Lnimsemmmmnnn valu yHadaaman
JUﬁjﬂninLniUlSUmmmnﬁjﬂﬂuﬂjei“ﬁ[ijﬁﬁﬁﬁ‘anGniﬁUnﬁiﬁﬂ

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

(2) UANILMSTNAIUES USgUaIuGAiAnsimysisiGumyed

>
1

The individual signed or acknowledged this advance directive in my presence;
(3) vanisitumeilimeinsanifny Sudsgamuvmiviavd miaug uRSnUEHLYING
The individual appears to be of sound mind and under no duress, fraud, or undue influence;

(4) éﬁ:‘l HSﬁ]USﬁJ‘jEﬂ niuCULnSUISInhﬂﬂﬁ]ﬁlnmﬁ""I[ﬁiﬁJGnifLﬂS’lﬁ'IHSlS iS_:jLIJ W
‘am not a person appointed as agent by this advance directive; and

-~

(5) ghtusthyagimissiyemnIuEiyEUISS SiLlﬂﬁniSi;Iﬁ missiemnivasugis: wavgnisugivsinmnass
Sundniswhvanisugissivnass wavgnissdissimudisipsmponsmnnn yiuniniswavanisugtes

muisif s Unsm NS 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.

GULTEETIE
First Witness:

ngiue MUUIGES
Signature Date

uns (MHAJNY) e gifin

Name (Printed) Phone Number

HUWEHS S it gEUIU
Address City State ZIP '
fnnjSiiis

Second Witness:

wnaiue muuuiigs

Signature Date

NS (MHANNY) eging

Name (Printed) Phone Number

MUWES Sin iid gHuju
Address City State zIlp '
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PART 3: Sign and Complete [continued]

a

yingusinmuannsinfisia Agimsivsaighmidnaimuinwighpdia Susingivaiijmusiiiis
One ¢

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

iwsaigamidnuigvivRiaNRjgIAS
ADDITIONAL STATEMENT OF ONE WITNESS:

éﬁjBLU—lﬁjufsms:]ﬁtL—ls—uﬁswiswﬁjﬁim.,—uﬁﬁﬁnmsﬁmmu California 51 §Amumaigmywinyam tHungigusy

k]

lﬂJ’lS’lmHSlSoi“’lUJGﬂﬂﬂﬁ.ﬂﬁﬂlﬂH MM amun U_IEGmH lmUJ_IHHquUGUISuﬁGJIﬁJUﬁﬁﬁ gl{l iﬂSﬁJSIS’Iﬁﬂi ﬁ[Lfﬂib:.i[.iﬁS

a '

HGRUS(S I:UJUﬁJUnCUIS’Pi[ﬁ WYIANM U AMA i[ﬁHUﬂJTliﬁiu fubYl SLﬁﬂUUGUJSIS gi“ﬁLUTJLUnUmSGDﬂUiS"jLﬁﬂ

| 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.

4

ngpiual
Signature
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PART 3: Sign and Complete [continued]

Hifpeus 2 - mjssmﬁﬂm_li-jﬁiﬁﬂj_lj
OPTION 2 - Notarlzatlon

fUNIm; UHLSuiSiSjniuﬂjUi[‘ImiﬂﬂUSULmS iﬁ]hmmanﬁmnnmsu;wmiummsamgimmm"jhﬁﬁnﬁmmg UbAmywsn
fimusuiais:ligm: Wwaivshaugmn Miamn ynumaishaanisiguw

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.

iij California
State of California

ie1sfs
County of
islig$ Gunsyed UMy e

fiumsuinmmag M SiM wasIM Y U sMAmaIGinmEFe myansiispw

tiuiunsmsmisigndgqunidneig SUmSsgUANUBINET ma/SI/gAiAmsSHSIaEsmmusaMAlHuRIms

w a

HSMAUAMA/SIM/0AA I WmBIw: NaiuguURma/S1/pamisilddauainnis: yamsingnw yspmnituyan

singnwisimseifign meHSIFUEaUARINNIS:

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.

o

EBUIMAMBMIRSISIUGIMeMIgannmusnUsy California 1 an1aneaijmuis: Aa{mai Sh{Rvigi4

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

o o 1 bl_' o 10
imanajuEtin Shmgimiuuig
WITNESS my hand and official seal.

(I EATL A [mensmi
Notary Public Signature Notary Public Seal
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PART 3: Sign and Complete [continued]

4 , N

ngimiviguupvingaAisialuiAnnSuNAvISNSINUM:
Additional Requirement Only for Residents o1f Skilled Nursing Facilities

o

wshighmidnsingnuenimeis: gimsagiinghnidhiiuynnmy yatifiisiohu§iAmsumamsiisinywiim
tiumudissiyemniiugugsiunyuinsgeaisis mitssithwamsuimna Shmissiaisaiiynatifiiiumsagim
mamasswsmmwiﬁlﬁjﬁstﬁmﬁwnnﬂsuﬁnmsﬁmmmUSts:]m weisilyntinmsphisssimuSainy wighis)a
HGH HSJinSJ MU WEGUMNa U§suRIEh ignissOgimsaigigiw  ganiiuh yammiuayntifl giassngiued

10Us gigﬁ mien M MYises

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:

ﬁfgﬁﬂmnmﬁmnn § URURIgAtiRs 86 H[pﬂﬁjimiﬁﬂsﬁmimﬁjéimﬂsﬁﬁﬁnmsﬁmiim California 61 &

AtHNA ﬁii-jn Uﬁﬂnj!UﬁJHnﬁhlummsm_ hi"’]LﬁLnﬁIhSSﬂjUSnHSfd‘jﬁlﬁjiUﬁiiu W Slﬁmﬁﬂn‘jHUﬁU_]H—linU:i

=t

il Lijlg'jnS 4675 iSGp]'IUﬁL_J\ﬂHJﬁﬁ 41

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.

1V

ngiuel (truegicun)
Signature Phone Number
1unNe (MHAJ0Y) AUUNES
Name (Printed) Date

11
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Next Steps

ﬁﬁiHHUHJﬁﬂSJ!

Congratulations!

g

HAMSUINMiGHINNSIMYSIURIHAGUNNAEVIVIW 18shiRugiiusits
You have completed your advance directive. Here's what to do next:

- wanAfseisig: 8huapnsnisiaighamywidumsnigmn fivgagsugnmivaigamsiiimaonms uninw
e weisiBaimiy
Take this document home and keep it somewhere safe where your loved ones can easily access it if needed.

o

- igthgnUsyhsitgpw Shgringsmamitssicgemmuaiga uguihaiuaya Shuinsg) yuSiosinmywiiu
HASSUMINNMUY GNUGYRISNAANIS: MISUNUMNEEmINGNUiHYTH
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.

- fipmemywinvgaongn mamissivemn uguihaiufign Sugngawnissiemninisig)anifl wshinnsimys
IURIHAY [RiEe)maRe patnwHiBiRuRsumumissiyemniuaiHA
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.

- WweusiiyAmsAANS MyChart YW HAMGEAISNSIUGATANSItYSIS:MS Y wpmUiamsuigs muguisims
www.memorialcare.org/acp USIUBAMIUALY AJB18URAEN word*

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

- YR SUITHSAGRFHAIGSAGuIsSUSEiy mitnungsins 4 - aanaylivaigm
If you want to provide more information, complete Part 4 — My Values.

12



https://protect-us.mimecast.com/s/8tfMCW607qC680ltxtbJY?domain=memorialcare.org
https://protect-us.mimecast.com/s/8tfMCW607qC680ltxtbJY?domain=memorialcare.org

HUMSUSIU (gl
Next Steps [continued]

1S3AMIYJUIFUGYSAMN YHUUNGAINSIMmysiufnns
Here’s how to upd:;te or change your advance directive:

ocaa

wasibynuGaniifywinuyamsunnsioghiusqinnsimysissean:muganniiaisigh v8insy [ghiiemaii
sims{muijuanaitna shsjnninGthhhnﬁnxnmﬁsmmusnMnLﬁisﬁﬁnLﬁstﬁanﬂ N

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.

ishinuyAmsgngiuailnAIS MYWANAIAGU Yaimigwiv usatansimysis: MISanumniuyariiinmuya
HAYanim wiisiiHaAchiayaiusAinn SIMYsis: HAMGNIUIMA] “REVOKED” (MSRAY)#A) MHAjIGY mamy
igneyeisiam Wwssnaueln YmutguinavssiuRHAAmS 1 waisiiyatinmisusatnnsimysiyw n
SudAYaNEUGAINSIMYSASRUATN WA W{UIG

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.

Bima mmsﬁmﬁsnnﬁqujsmnuanHLnﬁmsUﬁmn annissiagemn Suaighituig)aiiuiusaians

MYSIURIHARIMSIANS A

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

ean:inuinusnicsinnghgaisi §yatuuici wshinnsimysis: Agananaigiw GismminypiaiSajnigikim
widuejidmenanigimiiugujsmniniyis
As time goes on, things change. This ad‘vance directive does not expire, but it is a good idea to review it and see if it needs updating:

- 1anel 10 gigh
Every 10 years

- wdsiByamsiums yiunmem
If you get married or divorced

- wisiByngimsinaSwidmansmnygemngyw
If you are diagnosed with a new health condition

- wasiiemnuRHAUAG:
If your health declines

- [MWHYIANANIURESRMSUSNmamea
After the death of a loved one

13
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PART 4 (Optional): My Values

mitgsigemny A uiminpmutganpyY isiohniBaouiguisiibiusqt

atansimysiuaiy
puspmivaya Sajpsiesiivaigngifinuaiestgatunsgsyn UsiHAmngsnigsEiv Oinmids yhogoisigh
ignis: mutnugachv W siBhnifutudinmigais: siapngmumywihigatuuisiivumnisivsiinnsimys

SURIHAM
<t
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.

isiinugmngsnigsni
When | am Seriously Il

(W gGﬂGJIananSBJHTSﬁ]ﬁJan Sﬁ_IS_IJEUJGIU imoUmaﬁJGUmnminﬁﬁlUJUﬁJB Iﬁﬁjeﬂhmiu Na1°t:ns“nnm
uﬂBSni""lLUﬂ

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

o

O gougjnviaanig Shusrmspusnmivaigdunyinesad Shnlrntuimywg

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

QO mitsnastuuuinda (MSin siyumngan) [Himsanasvs
Comforting touches (handholding, stroking my hair, etc.) are welcome.

0 éohgiamnn(§angdpiuaigs a§anpdpiuaigismsyoms

| want my favorite music to be played. My favorite music includes:

o o '

a LUﬁ“jStfj'émG gﬁt&ms—umnnmsintaﬂ:ﬁJiLHGGan—lmjlmmmﬁjeﬂ th&GjLnanjlmme Sunwuamsg 84

LmUBSilemﬂniﬁﬁnhiﬁ ﬁJHJinaUﬂ GEﬂL’IuﬂSSni"’]LUﬂ '

If | am able, | want to be involved in maklng 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.

o

UJﬁJSUi THIG SmGhG[in?“]mhnii AP S 1nSiﬂUSS ugms
If possible, | would like the following things in my room:

wesiBignand 8u/y ignmusiiastunsg Sinissamiinupnsnnmugaiaing
If spirituality and/or religion is important to me, here is v'vhat my care team should know: '

14
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PART 4 (Optional): My Values [continued] !

wusiigndigin gohife)imnns Hyemijmuis:SudsiAnighiss
Iflam ver); sick, | war":t to make sure the following things DO NOT happen:

gniigintnn goniejimnnt) §eniymuissSniAnigins
fi am very sick, I want to make sure the following things DO happen:

-
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PART 4 (Optional): My Values [continued] !

isiGhumuisiia
At the End of Life

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

O isigs
At home

O isigs
In the hospital

O isivSdssiunwannguigia ys iy
At a nursing home or other facility

a iﬁjh 70
Other:

O msGanisannta
No preference
UGS1TMG EoRGANARIMURNIEHITSS
If possible, | wo‘uld like my remains to l‘)e:

Q ums
Buried

Q yh
Cremated

Qi ‘jﬂ N
Other:

sinissamiantmmmAAURI U MIMInARyAnjun yiiuanjidnitman
These are my specific wishes for my funer‘al or memorial service:

V][
0
=(Q00

olo

goRGjNu{aAN SuusagmSpusnmiuiigihes
I‘want my family and loved ones to know: )
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