STST ST ST et &l T F7l

AATATT ST | Ga Al IA 6 (o0,
FATIITF qATH AT ST | I AT &l 979 & [0,
STST STIT ST TA<aTt &l T 1!

U T {939 3T 379+ o9 % forw =T i o & fow st S gr sa g
STE AT il qLE 1Al & S@HATHA o (o0 fohey a¥g 9= F=focas 3iiT 9= 9
Fgdl ¢ [ U Ageaqol &a e o.

H O GHTL S{Ta o o(d | 19T g1 ST, 39 FHT AT g oI 3T A1 A
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T[STEAT Fe o (0 AT Al (AT STUAT o AT F 99d @,
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FLT 5: 0 A & far s wfa 2.

st wareo sgwTe fAew
T 3T T o @HTe 3 o Tareey fF s & g s s o fF sie s A s+ &
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Advance Health Care Directive

You have the right to instruct about your own health care and the right to name someone
else to make health care decisions for you. This form helps you write down your

wishes regarding donation of organs and choosing your primary Doctor.

W | - TATEH TGHTA & {0 TeaATT Part 1- Power of Attorney for Health Care
(1.1) TStE % 98 9¥ M : § 9 T @91 (99T i 6 (7 o9 Usie & &9 |

o

freferfer =i 1 arfaa al g

(1.1) DESIGNATION OF AGENT: I designate the following individual as my agent to make
health care decisions for me:

U USie o & | ﬁ'ﬂ'ﬁ % o T 91:(Name of individual you choose as agent):

froraT: (Relationship)
TdT:(Address)
TATRI Fa<:( =%, FTH , ¥ 2470 ) Telephone numbers: (Indicate home, work, cell):

A oTe Usie (dhiod®h): § T USie * ATIHRT ATTH of T HL Tsie F TH & [0 Tk Fq1e2

@ {0 e % {0, e 99, a7 7= SUed A8l g, A7 § ST g1 Tohfoush Usie
FETH AT E

ALTERNATE AGENT (Optional): IfI revoke my agent’s authority or if my agent is not willing,
able, or reasonably available to make a health care decision for me, I designate as my first

alternate agent:
ST T ATH AT Fh{cdsh USie 6 & H AT 2 (Name of individual you choose as alternate

agent):




fraraT(Relationship):
qdT(Address):
TATRIA qGL (T, FTH, AA AT ). Telephone numbers: (Indicate home, work, cell)

gL TR USie ( dhioqsh)SECOND ALTERNATE AGENT (optional)::
H I USe S TgeT Sohfoush Usie T TSR ATIH of TT 7 a7 HY [0 U TqTEeT @ AT oy
FIA F {0, T TAT |, AT FATAT IUAS ¢, U L Th{oUF Usie o & § AT & :If 1

revoke the authority of my agent and first alternate agent or if neither is willing, able, or
reasonably available to make a health care decision for me, I designate as my second alternate
agent:

TEY AH(oU Usie 6 &9 H oA % Afad %7 A1H:Name of individual you choose as second

alternate agent:

(1.2) TS & AT (AGENT’S AUTHORITY):

YT TS & fow ETFH?RT 2 (My agent is authorized to):

Dot , s&re T, A7 7= (ST T & 0 S8 T ST SIS oY TEresy d@ T & 9
Tt T1 &1 A9 o Figq , 7Y 0 aeft wresy agare (7o #i2,

1) Make all health care decisions for me, including decisions to provide, withhold, or

withdraw artificial nutrition and hydration and all other forms of health care to keep me
alive,

2) Ueh fa9re (At AT FaTeeT @A &l T o+ , 37

2) Choose a particular physician or health care facility, and

o

3) foer a7 § 75T TF F ®Y H g, Hiwcr & Saad o i &t gre & o agafd

3) Receive or consent to the release of medical information and records, except as I state
here:

(1.3) TS T ATEHRTT T TATAT g1 SATAT ¢ A

T grata =ferers § i fe ofea T 9% 3 T3 o T97ee S@ T (90 o § a9
g T faifea sear & o 7Y usie 1 sAfeehme a9t 21 Jrav e

§ griferss 28 «reA i foraar 2, 9 war g 6 § st o7 ot o9 & g 5eg =ea1 2, T A9t




&1 7Y fow wamee TaaTe ol i3 & AU s tele Fred §

My agent’s authority becomes effective when my primary physician determines that I am

unable to make my own health care decisions unless I initial the following line.

If I initial this line, I want my agent to make health care decisions for me immediately
even though I am still able to make them for myself.

( 1.4) TSTE T &TfIed AGENT’S OBLIGATION:

T USiE TATEST TGATH & (AU Taie 1 3 9rfad , § 20 BTH & AT 2 0 oy o7 fA<or, 8w
I Usie o [oIT ST ST 8% a HLT GO Sogl o a1 HY (U ¥aTeey S@ATe o AT
ST . B3 @, " ST AT &, WY Usie Hl Hadl Ao &+ g1+ o (U (qAg1{eq Hiear g s
ST ST A {0 #amee ST &7 o7 A1 R . §Y T 375y, TS & (L1207 % |
HY TSt 9 Usie o o1 SITET ST 88 aa Hd st godi 9 fa=e .

My agent shall make health care decisions for me in accordance with this power of

attorney for health care, any instructions I give in Part 2 of this form, and my other
wishes to the extent known to my agent. To the extent, my wishes are unknown; my agent
shall make health care decisions for me in accordance with what my agent determines to
be my best interest. In determining my best interest, my agent shall consider my personal
values to the extent known to my agent.

(1.5) TS % & {999 ITfarseor AGENT’S POST DEATH AUTHORITY: :
HT Usie I HY T 31 & [0 fadd g, § 781 1T & &9 H e AT oH B 6 A1 3
H, U o TLAT, S AL AT HT HTGT TAATT AT

My agent is authorized to gift my body parts, authorize an autopsy, and direct disposition of my
remains, except as I state here or in Part 3 of this form:

(1.6 ) F¥ereh & ATHET :NOMINATION OF CONSERVATOR:

T AT Aferhd =xtaa 3% forw e o S 4 Seea &, 7 & =0 =9 | 99 7 usie
HAIT . 39 USie % H9¥eq® 6 & H F Fd 6 (0, T Tqq |, AT AA=d S Agl &, ar
qAAarg = & ( TZT TTEIHF ) T ATH g {578 aahfous Usiel
AT 2.

If a court authorized person needs to be appointed for me, I nominate the agent chosen in

this form. If that agent is not willing, able, or reasonably available to act as conservator, I



nominate the alternate agents whom I have named (Initial
here).

W 2 - TTES TGNTH H ﬁl‘l'{ fad=r Part 2 -Instructions for Health Care
AT IO % T TRT 7 G2 F (0, 97 o T84 Frga et off st ¥ 912 g2ared Fi 99
5.
If you fill out this part of the form, you may strike out any wording you do not want.
(2.1 ) s T, A1 H A % ®Y H fHiga R g 96 F ATER ST 9T o & o
LY T@AT § AT Y e FaT TETATAl 3T S AR 6 ToAET % 3 6 S(ra {qorer oqr
2. STETL T HATEAT SITEH ST AT IFHIE ATH TodT FohAT ST 3 H I S & q7
T BT Al HLAT ATgdl |, AT § f=fewcar [M=aar % Uw JaTIarar g8 a% Jgi9 8l I1d g A<
& Fror § ey AE
(2.1) END-OF-LIFE DECISIONS

I direct my health care providers and others involved in my care to provide, withhold,

or withdraw treatment in accordance with the choice I have marked below:

TF ) SaTed oFT F3d & U agf | a7 # H {4 /G | qfeenH g o U Arsers
A AURFaTT 7d ¢

a) Choice Not To Prolong: I do not want my life to be prolonged if the likely risks and

burdens of treatment would outweigh the expected benefits, or if I become unconscious
and, to a realistic degree of medical certainty, I will not regain consciousness, or if [
have an incurable and irreversible condition that will result in my death in

(M) (OR)
&) AT AT A F o7 & ST = | 1% 9% T fHihear S9=me 3 A1t #1
HIAT % HIqL H99 % ®9 § & 97 6 ©F § o THT T Tg7 F024d7 2.

b) Choice To Prolong: I want my life to be prolonged as long as possible within the limits

of generally accepted medical treatment standards.

(2.2 ) 37T FAAHTHATH : AfT AT &, TH A2 % & H F0% & &9 § f=HGq 37 % reman o7




ST A7 stfa fafere facer |« o Sfae &1 v 3= uEar @ a9 9, 3T O S
Tt foraer |, AT AT SR fa=e

(2.2) OTHER WISHES: If you have, different or more specific instructions other
than those marked above, such as: what you consider a reasonable quality of
life, treatments you would consider burdensome or unacceptable, write them
here.

W 3- 37 & 9 (d=feuw )Part 3 —Donation of Organs at Death (Optional)

(3.1 )®T | a2 ( T ang &) - # g== O, AT F A= w w0 § =g g e w
ATET ITATE ATTH o & {0 T3 I@AT § 1A §Y T HaT TRTarel i 7 ARM 6

B2
(V) & foreT o7 smeresrs 30, Sdehi |, AT 900 &

ﬁmﬁwﬁmwﬁmﬁﬁm#@

3.1) Upon my death (mark applicable box): | direct my health care providers and

others involved in my care to provide, withhold, or withdraw treatment in
accordance with the choice | have marked below:

| give any needed organs, tissues, or parts:

0] | give the following organs, tissues or parts only:

f¥] | do not wish to donate organs, tissues or parts:

W 4 - Srate+ ffwcas (3%fca® )Part 4 — Primary Physician (Optional)

(4.1 ) & st wrerfeeh e & =9 # fefafed Eiecs & arfaa
RSt ( afeas) 1 am:
qdqr:

SR

(4.1) 1 designate the following physician as my primary physician:

Name of Physician (optional):
Address:




Telephone:

W 5 - gEarex  Part 5 — Signature
(5.1 ) T I 7 36T . T R 6l TH I1T G T H TF &f TG 98q7 2.
(5.1) EFFECT OF A COPY: A copy of this form has the same effect as the original.

(5.2 ) EEATEAT: A=A 914 : e

(5.2) SIGNATURE: Sign name: Date:

(5.3 ) TATRI * T :

H AT Fl TgAT &l THEATT & TH FLd 6 (0 ATGd gl AT AT 7o gEarea? a1 =6 A"
AT IGATA [a9r &l T T g S =t g2 sfaaag &9 F a7 siar g 6
HIARITTIT % FA (1) F T2q 2T TATET & &€ & FA =AU |, IT Ao I geaqrea? (0
AT TG FET /A 1 AT 1S 909, dr@rgst , a1 § & =9 § fprq v =ofFa 781 g =
= T9TT | (4) F ST ST AT 0T 2 o6 937 ufeafa (3) § =9 offuw e sfar
oot o wqa (2) = st 989 g wsie | i (5) § =i % ey &t S@¥Te Jarar
ST o TATET il SEATA TETAT o U HHAT | Teh THETT 6l a@HTA [ Ga6T F ATl
U THET %1 S@AT F1 GiA9T % 17 UF Aqea? & U FAAR, AIE Tal g ol & @0
U SAETH T AT Fl AT ST T &1 o1 6 (0 Teh AT a@oTe il gia9T & a0 0
ATTLET % T FHAT &

(5.3) STATEMENT OF WITNESSES: | declare under penalty of perjury under the
laws of California (1) that the individual who signed or acknowledged this
advance health care directive is personally known to me, or that the individual’s
identity was proven to me by convincing evidence (2) that the individual signed or
acknowledged this advance directive in my presence (3) that the individual
appears to be of sound mind and under no duress, fraud, or undue influence, (4)
that | am not a person appointed as agent by this advance directive, and (5) that |
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.

e AT

T e

qdqr:

TATE FT gEaTey fafer

FIRST WITNESS
Print Name:




Address:
Signature of Winess: Date:

TR

a1 fue

qdqr:

TATE T gEaTers EGIES

SECOND WITNESS
Print Name:

Address:
Signature of Winess: Date:

W 6: AELT qfocTa &t qradl HT T 9 ( Fh{oqH)
( =T TEATEN BT EEATA T AfT AT Aei)

M_ e, JBET_ BY " US|, AIEEATALT | Uk ATl qfecth |
3T & U o7 7 F77 |, AT ® F qH G &7 § ST A7a7 7, fe@rs femr o
HATISIAH TGd AT T 3 TG H & (A0 FIARITTAT | FTSel 6 T (STaaT a1

fad ATa Hae Hf e qar «f | $li¥ 9g [ 98 9 A 1T 6 347 o w=an fFar g

Signature Seal

= oTfUw faer w2 Far B

Part 6: Certificate of Acknowledgement of Notary Public (Optional)
(Not required if signed by two withesses)

State of California, County of On this
day of, , ,before me, the undersigned, a

Notary Public in and for said State, personally

appeared ,personally known to me or proved

to me on the basis of satisfactory evidence to be the person whose name is subscribed
to the within instrument, and acknowledged to me that he/she executed it.



Signature
Seal

This completes the advance directive form.
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