UHdopmauus o npeABapUTEABHOM MEAULIMHCKOM YKa3aHUU ANA
wrata KaaudopHusa

MocpeacTBOM 3TOro 6AaHKa Bbl cMoXeTe Bblpa3uTb CBOM NMOXEAAHMSA OTHOCUMTEAbHO A@YEHUS Ha

CAyyamn, ecAu Bbl Taxeno 3aboneeTe. ATOT AOKYMEHT NO3BOASAIET Bam:

e Bbi6bpaTtb npeacTaBUTEAR O Bonpocam AeueHus. [1peAcTaBUTEAb MO BONPOCAM AEYEHUSA — 3TO
UeANOBEK, KOTOPOMY pa3peLlaeTcs NPUHUMaTb MEAULIMHCKME peLLeHUss BMeCTo Bac B cutyaumsx,
Koraa Bbl HAXOAMTECH B TSXXEAOM COCTOSIHUWU U HE MOXETE NPUHUMATb PELLIEHUSs CaMOCTOSITEAbHO.

e Cpaenatb co6CTBEHHbIN BbIOOP B OTHOLLEHMU MEAULIMHCKOIO 06CAY)XKMBaHUA. Bbl MoxeTe
yKa3aTb, Kakoe MMEHHO MeAULIMHCKOe 0OCAYXMBaHME Bam caeayeT NpeaoCTaBAATh B CAyYae, Korpa
COCTOsIHME Balliero 350p0Bbs HE NO3BOAAET Bam npuHMMaTh pellenHns. Avua, okasbiBatolme Bam
MEAMLIMHCKYHO NMOMOLLb, ByAyT AEMCTBOBATL B COOTBETCTBMU C Balinmu ykazaHUaMu.

Uto ecau A1 He BbibGepy NpeAcTaBUTEAAl O BONPOCaM A€YEHUA?

Ecav Bbl OkaxeTecb B CUTyauuu, KOraa CoctosiHue Baluero 3popoBbsi HE MO3BOAUT Bam npuvHMMaTh
PELLEeHUA CaMOCTOATEAbHO, Bpaun obpatarcs K 6AMKaWLLIMM POACTBEHHWKAM, UTOObI OHM NMPUHUMAAU
pelleHna Bmecto Bac. Ecan Bbl Xx0TWUTE, UTOObI TaKUE PELLEHUA NMPUHUMAA YEAOBEK, HE ABASAIOLLMICSA
Baluinm poACTBEHHUKOM, Bbl AOAXKHbBI YKa3aTb €ro AU €€ UMS B 3TOM AOKYMEHTE.

Kakoro poaa pewieHUA cCMoXXeT NPUHUMAaTb MO NpeACTaBUTEeAb N0 BONpocam AeYeHUAa?
OH MOXET NPUHATb PEKOMEHAALMU, OTKAOHWUTb UX, 3aMEHUTb, OTMEHWUTb UAWU BblOpaTh:
Bpayen, CECTPUHCKNIN(-0ro) nepcoHaA(-a), CouManbHbIX PabOTHUKOB

H6OAbHULbI AU KAMHWUKK

AEKapCcTBa AW aHaAU3bI

AEWNCTBUA ¢ Bawmm TeA0M MAM OpraHamMu NOCAE CMEpPTH

DN NN

Baw npeacTaBUTEAb TAK)KE MOXKET NPUHUMATb peLLEHUA NO CAeAYIOLWUM Bonpocam:
v' NeueHue, HanpaBA€HHOE Ha NOAAEP)KAHUE XXU3HEAEATEABHOCTU — MEAULIMHCKOE
06CAyXMBaHME B LIEASIX MOMbITATbCS NPOAAWMTL Bally XU3Hb
v/ CepAeyvHO-AerouHas peaHuMauusa — MOXET BKAIOUATb CAEAYHOLLME AEUCTBUA:
- CMAbHbIE HaXaTWA Ha FPYAHYIO KAETKY, YTOObl MOAAEPXMBATb NEPEKAUMBAHUE KPOBU MO TEAY
- BO3AEUCTBME IAEKTPUUECKMM Pa3psaAoM, 4Tobbl 3anycTnTb paboTy cepaua
- BHYTPMBEHHOE BBEAEHUWE AEKAPCTB
v/ Annapat MCKYCCTBEHHOIO AbIXaHUAl — OH HarHetaer BO3AYX B AE€TKME W AbILLIMT BMECTO Bac.
Koraa naumeHT NOAKAKOYEH K TakOMy annapaTty, OH He MOXET rOBOPMUTb.
v' AmaAu3 — npoueasypa OUYMCTKM KPOBWM Ha CrneuuaAbHOM annapaTte B CUTyauusax, KOrAa He
paboTatoT NOYKM.
30HA AAA NUTAHUA — TpyOKa, KOTOpas MCMOAbIYETCHA AN KOPMAEHUS, ECAM YEAOBEK HE MOXET
rAoTaTb. ITy TpyOKa NPOXOAUT Yepe3 ropAO B XEAYAOK. TaKKe ee MOXHO BBECTU B XXEAYAOK NpU
NMOMOLLM XUPYPrMYECKOro BMELLATEALCTBA.
MepeAnBaHuA KpoBU — NpoLeAypa, NPU KOTOPOW B BEHY BBOASIT KPOBb.
Xupypruueckoe reueHue
NekapcTtBa
YX0A AO KOHLLA XKU3HU — €CAU €CTb BEPOATHOCTb OAM3KON CMEPTH, NMPEACTABUTEAD MO BONPOCaM
AEYEHUSI MOXET:
- MO3BOHUTb AYXOBHOMY AULLY
- peLLnTb, CAEAYET AU Bam octaBaTtbhca B OOAbHULIE MAM BEPHYTLCA AOMOWM

<

DN NN



Baw noctaBlWMK MeAULMHCKUX YCAYT OTBETUT Ha BCe BOMPOCHI,
Kacawuwjuecs 3Toro AOKymMmeHTa.

~ Ecau Bam Hy)keH 6haHK npeABapUTEAbHOr0 YKa3aHus,
CKa)kute 06 3TOM NnepcoHany KAMHUKHU ~

Bonee noppo6HbIE cBEAEHUA O NPeABAapPUTEAbHOM MEAULMHCKOM YKa3aHUM
npeacTaBA€Hbl Ha Beb-ctpaHuue https://www.hpsm.org/health-information/older-
adults



https://www.hpsm.org/health-information/older-adults
https://www.hpsm.org/health-information/older-adults
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PART 1
POWER OF ATTORNEY FOR HEALTH CARE

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

(name of individual you choose as agent)

(address) (city) (state) (ZIP Code)

(home phone) (work phone)

OPTIONAL: If | revoke my agent's authority or if my agent is not willing, able, or reasonably available to make a health care
decision for me, | designate as my first alternate agent:

(name of individual you choose as first alternate agent)

(address) (city) (state) (ZIP Code)

(home phone) (work phone)

OPTIONAL: If I 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, | designate as my second alternate agent:

(name of individual you choose as second alternate agent)

(address) (city) (state) (ZIP Code)

(home phone) (work phone)

(1.2) AGENT'S AUTHORITY: My agent is authorized to 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, except as |
state here:

(Add additional sheets if needed.)

(1.3)  WHEN AGENT'S AUTHORITY BECOMES EFFECTIVE: My agent's authority becomes effective when my primary
physician determines that | am unable to make my own health care decisions unless | mark the following box.
If I mark this box [], my agent's authority to make health care decisions for me takes effect immediately.
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(1.4.) AGENT'S OBLIGATION: My agent shall make health care decisions for me in accordance with this power of attorney
for health care, any instructions | 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 in my best interest. In determining my best interest, my agent shall consider my personal values to the
extent known to my agent.

(1.5) AGENT'S POSTDEATH AUTHORITY: My agent is authorized to make donate my organs, tissues, and parts,
authorize an autopsy, and direct disposition of my remains, except as | state here or in Part 3 of this form:

(Add additional sheets if needed.)

(1.6) NOMINATION OF CONSERVATOR: If a conservator of my person needs to be appointed for me by a court, |
nominate the agent designated in this form. If that agent is not wiling, able, or reasonably available to act as conservator, |
nominate the alternate agents whom | have named, in the order designated.

PART 2
INSTRUCTIONS FOR HEALTH CARE

If you fill out this part of the form, you may strike any wording you do not want.

(2.1) END-OF-LIFE DECISIONS: | direct that my health care providers and others involved in my care provide, withhold,
or withdraw treatment in accordance with the choice | have marked below:

[J (a) Choice Not to Prolong Life

| do not want my life to be prolonged if (1) | have an incurable and irreversible condition that will result in my death
within a relatively short time, (2) | become unconscious and, to a reasonable degree of medical certainty, | will not
regain consciousness, or (3) the likely risks and burdens of treatment would outweigh the expected benefits, OR

[J (b) Choice to Prolong Life
| want my life to be prolonged as long as possible within the limits of generally accepted health care standards.

(2.2) RELIEF FROM PAIN: Except as | state in the following space, | direct that treatment for alleviation of pain or
discomfort be provided at all times, even if it hastens my death:

(Add additional sheets if needed.)

(2.3) OTHER WISHES: (If you do not agree with any of the optional choices above and wish to write your own, or if you
wish to add to the instructions you have given above, you may do so here.) | direct that:

(Add additional sheets if needed.)
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PART 3
DONATION OF ORGANS, TISSUES, AND PARTS AT DEATH
(OPTIONAL)

(3.1) [ Upon my death, | give my organs, tissues, and parts (mark box to indicate yes).

By checking the box above, and notwithstanding my choice in Part 2 of this form, | authorize my agent to consent to any
temporary medical procedure necessary solely to evaluate and/or maintain my organs, tissues, and/or parts for purposes of
donation.

My donation is for the following purposes (strike any of the following you do not want):

(a) Transplant
(b) Therapy

(c) Research
(d) Education

If you want to restrict your donation of an organ, tissue, or part in some way, please state your restriction on the following
lines:

If | leave this part blank, it is not a refusal to make a donation. My state-authorized donor registration should be followed, or,
if none, my agent may make a donation upon my death. If no agent is named above, | acknowledge that California law
permits an authorized individual to make such a decision on my behalf. (To state any limitation, preference, or instruction
regarding donation, please use the lines above or in Section 1.5 of this form).

PART 4
PRIMARY PHYSICIAN
(OPTIONAL)

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

(name of physician)

(address) (city) (state) (ZIP Code)

(phone)

OPTIONAL: If the physician | have designated above is not willing, able, or reasonably available to act as my primary
physician, | designate the following physician as my primary physician:

(name of physician)

(address) (city) (state) (ZIP Code)

(phone)
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PART 5

(5.1) EFFECT OF COPY: A copy of this form has the same effect as the original.

(5.2) SIGNATURE: Sign and date the form here:

(date) (sign your name)

(address) (print your name)

(city) (state)

(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.

First witness Second witness
(print name) (print name)
(address) (address)
(city) (state) (city) (state)
(signature of witness) (signature of witness)
(date) (date)

(5.4) ADDITIONAL STATEMENT OF WITNESSES: At least one of the above witnesses must also sign the following
declaration:

| further declare under penalty of perjury under the laws of California that | am not related to the individual executing
this advance health care 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.

(signature of witness) (signature of witness)
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PART 6
SPECIAL WITNESS REQUIREMENT

(6.1)  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. The patient advocate or ombudsman must sign the following
statement:

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.

(date) (sign your name)

(address) (print your name)

(city) (state)

(Amended by Stats. 2018, Ch. 287, Sec. 1. (AB 3211) Effective January 1, 2019.)
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