ADVANCE DIRECTIVE for Health Care

per California Probate Code Sections 4670-4678

You have the right to give instructions about yown health care. You also have the right to name
someone else to make health care decisions foffyasiform lets you do either or both of these gisin
If you use this form, you may complete or modifyoalany part of it. You are free to add pagesi® t
form (such as a letter in your own words) or toausidferent form.Your right to make your own
decisions and give verbal directives is not affeadoy your use of this form. This form has 3 sections:

PART 1 — Durable POWER OF ATTORNEY for Health Care

You can name another individual as agent to malthheare decisions for you if you become
incapable of making your own decisions, or if yoanivsomeone else to make those decisions for you
now even though you are still capable. You may iaésoe an alternate agent to act for you if yost fir
choice is not willing, able, or reasonably avageatal make decisions for you. (Note: Your agent rbest
18 years or older, and may not be an operator pt@me of a community care facility or a residdntia
care facility where you are receiving care, or \supervising health care provider or employee®f th

health care institution where you are receiving,aamless your agent is related to you or is a da@xQ

Unless the form you sign limits the authority ofiyagent, your agent may make all health careidesis
for you. You can if you wish limit the authority wbur agent. Unless you limit the authority of your
agent, your agent will have the power to:

1. Consent or refuse consent to any care, tregtorgorocedure to maintain, diagnose, or otherwis
affect a physical or mental condition. Direct thevision, withholding, or withdrawal of all form$ o
health care, including diagnostic tests, surgicatgrures, programs of medication and, and
including cardiopulmonary resuscitation artificiakrition and hydration.

2. Select or discharge / change health careden®and institutions.
3. Make anatomical gifts, authorize an autop®y,direct disposition of remains.

PART 2 - INSTRUCTIONS FOR YOUR HEALTH CARE [O PTIONAL |

You can give specific instructions about any aspégbur health care, whether or not you appoint an
agent. Choices are provided for you to expresswislres regarding the provision, withholding, or
withdrawal of treatment to keep you alive, as asglthe provision of pain relief. You can crossaadd

to the text of these choices or write out any &mtthl wishes. If you are satisfied to allow youeafto
determine what is best for you in making end-@&-tiecisions, you need not fill out Part 2 of this. In

any case you should talk to the person(s) you haweed as agewr alternate(s) to make sure that he
or she understands your wishes and is willingke tlais responsibility. It is also good _to talkkviyour
physician(s)oth to clarify your preferences in light of arpesific medical situations relevant to
you, and also to ensure he/she understands yohesvend is willing in good conscience to follow
your directives and preferences.

PART 3 — YOUR SIGNATURE, AND WITNESSES’ SIGNATURES

After completing this form, sign and date it. Eithsk two witnesseSR a Notary Publito withess your
signature. If you are a patient in a nursing hgatemust also ask an Ombudsman to sign.

A copy of this form has the same effect as ther@igGive copies of the signed and completed form
1) to the health care agent(s) you name in the, fanth to your family, 2) to your physician(s) aridey
health care providers you may have, and 3) to aaltlincare institution in which you receive care.

You have the right to revoke this Advance Health Q& Directive, or replace this form, at any time.

PART 1 — Durable POWER OF ATTORNEY for Health Care

(1.1)DESIGNATION OF AGENT: I, [print your name:] ,
designate as my Agent to make health care decisidos me:

Name of individual you choose as y&uimary Agent




Address:
Telephone(s) [Home/Work/Cell):

OPTIONAL : If | revoke my agent's authority or if my agentiot reasonably available, able, or willing to
make a health care decision for me, | designateydsst and second alternate agents

Name of individual you choose Bsst Alternate Agent
Address:
Telephone(s) [Home/Work/Cell]:

Name of individual you choose &scondAlternate Agent
Address:
Telephone(s) [Home/Work/Cell):

(1.2) MY AGENT'S OBLIGATIONMy agent shall make health care decisions formreccordance
with this power of attorney for health care, arstriactions | give in PART 2 of this form, and myet
wishes to the extent known to my agent. To thergxtey wishes are unknown, my agent shall make
health care decisions for me in accordance with mlyaagent determines to be in my best interest. In
determining my best interest, my agent shall camsity personal values to the extent known to mgitage

(1.3) MY AGENT'S AUTHORIT¥y agent, except as | state here, and consistdnimy known wishes
and any “Instructions for Health Care” in PARTauthorized to make all health care decisionségr
including decisions to provide, withhold, or withdr any treatments, including resuscitation, {aifi
nutrition and hydration} and any other forms ofltfeaare to keep me alive. My agent will be timaffi
interpreter of my wishes and preferences. My aigemithorized to make anatomical gifts, authaaize
autopsy, and direct disposition of my remgi@RTIONAL : You may cross out or add text / exceplions

(Add additional sheets if needed; pages addedy?

NOTE: | understand that the possible treatmerdsparticular situation are a matter of medicayjjodnt,
and will not include treatments known to be indffecin the circumstances. In all circumstances
my hygiene, comfort and dignity are to be supported

(1.4) WHEN MY AGENT'S AUTHORITY BECOMES EFFECTM{Eagent's authority becomes

effective when my primary physician determines tizeth unable to make my own health care decisions,

unless | mark the followin@PTIONAL box.(J. If I mark this box, my agent's authority to méiealth
care decisions for me takes effect immediateliydig while | am still able to make health careisiens.

(1.5) NOMINATION OF CONSERVATORa conservator of my person needs to be apmbfote
me by a court, | nominate my agent (or an alteragémt, in the order designated).

PART 2 - INSTRUCTIONS FOR MY HEALTH CARE [O _PTIONAL |
If you use this part, you may strike out or moalify wording — note especially text in {brackets}.

(2.1) END-OF-LIFE DECISIONS:direct that my Agent and my health care providerd others
involved in my care provide, withhold, or withdramgatment in accordance with the choices | have
indicated below [choose (1) if it expresses yatantions and/onrite your own statement in (Blow:

(1) Choice Not To Prolong Life when the ‘burdens’ btreatment outweigh the ‘benefits’
[you may cross out any text, such as in {brackéts}, does not fit your preferences]

D When my agent concludes that the burdefitseatments may outweigh the expected
benefitsl do not want any such treatments {including usartficial nutrition and
hydration}. My agent will determine, guided by astatements | have made verbally or in
writing, what are the relevant “burdens” and “betséfof treatments. | want my agent to
consider the quality of my life {during the coursk as well as} at the outcome of treatment
in making all healthcare decisions. When the domadf my life is likely short, | want my
agent to consider hospice and primarily seek reliesiuffering in treatment choices.



(2) In addition to, or instead of, GHoICE (1) above,you may write about personal preferences or
guidelinesrelated to your current medical situation or to pie illnesses, injuries or
treatments, your ethical values or faith/spirityedrspectives, personal abilities or qualities of
living that are important to you. You may also &@dtach additional pages or personal letter.

(Add additional sheets if needed; pages adcﬁ&]i)

(2.2) RELIEF FROM PAIN{You may cross out text that does not fit yourgmezices] direct that
treatment for alleviation of pain or discomfortgyevided as needed, even if it hastens my death Ifg.
slowing respirations)

PART 3 - SIGNATURES

(3.1)(J Ihave added [#] ___ pages to this pre-printedge document.

YOUR SIGNATURE:

(3.2)SIGN here (PRINT Name)

Address:

Date: (for Medical Record ID:) Social Security #: Date of Birth:
SIGNATURES OF WITNESSES:

(3.3)STATEMENT OF WITNESSES: [If you prefer to have a Notary Public withessuy

signature, skip to that section below. In a hta@ Notary Public is often convenient.]

| declare under penalty of perjury under the lai€alifornia
(1) that the individual who signed or acknowledtiesl Advance Directive for health care is
personally known to me, or that the individual'entty was proven to me by convincing
evidence
(2) that the individual signed or acknowledged Adsance Directive in my presence,
(3) that the individual appears to be of sound raimdl under no duress, fraud, or undue influence,



(4) that | am not a person appointed as Agent isyAtvance Directive, and
(5) that | am not the individual's health care paey, an employee of the individual's health care
provider, the operator of a community care fagGiély employee of an operator of a community

care facility, the operator of a residential caeility for the elderly, nor an employee of an
operator of a residential care facility for theselgd

FIRST WITNESS

Print Name:
Address:

Signature of Witness: Date:
SECOND WITNESS

Print Name:

Address:

Signature of Witness: Date:

(3.4)ADDITIONAL STATEMENT OF WITNESS(ES):
At least oneof the above witnesses musiso sign the following declaration:

| further declare under penalty of perjury underldws of California that | am not related to the
individual executing this Advance Directive by biiponarriage, or adoption, and, to the best of my
knowledge, | am not entitled to any part of thavithhal's estate upon his or her death under ahawit
existing or by operation of law.

Signature(s) of Witness(es):

STATEMENT OF NOTARY PUBLIC [If you prefer to have two witnesses to your sigreainstead,
just skip this section. In a hospital a NotaryliRus often convenient.]

(3.5)Certificate of Acknowledgment before a Notary Rubli
State of California, County of Of(date) :
before me(name and title of officer)

personally appeargtame of signer)

(] personally known to me, ORJ proved to me on the basis of satisfactory evidendase the person
whose name is subscribed to the instrument andatdaiged to me that he/she executed the same by
his/her signature .

WITNESS my hand and OFFICIAL SEAL. (Civil Code Sexct1189.)

Signature of Notary:
STATEMENT OF OMBUDSMAN OR PATIENT ADVOCATE  [required only in nursing homes]

(3.6) The following statement is required onlyaiyare a patient in a skilled nursing facitiyhealth care
facility that provides the following services: $&d nursing care and supportive care to patientseh
primary need is for availability of skilled nursicgre on an extended basis. The Patient Advocate or
Ombudsman must sign the following statement:

| declare under penalty of perjury under the laivSalifornia that | am a patient advocate or ombugis
as designated by the State Department of Aginghetd am serving as a witness as required byddecti
4675 of the Probate Code.

Name:
(SIGN) (PRINT)

Date: Address:




