iusaUMUmiissisgemngamuys (AHCD) i CALIFORNIA

(Advance Health Care Directive (AHCD)) (CALIFORNIA)

SEERIITNER
(My first name:)
SIBAQIUL
(My last name:) KP use: patient label
igieginidnas / /
(My date of birth: )

U SAMNGMIUHANFIIURIS:
(My medical record number:)*
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(There are two versions of this document. This is the shorter one. You can view the two versions on kp.org/lifecareplan or ask your doctor for them.
Choose the one you prefer.)

ﬂnﬂ'lﬁﬁﬂﬁ.ia_lﬂﬁ]ﬁlﬁn (Hnlﬁ_liﬁ.ilu:iﬁﬁn)ﬂ Hﬁﬁi-nGiLﬁﬁ]ilﬁ.i_lnﬂ'lllﬁ‘jﬂ']ﬁISEﬂlui LUF\JSI Gil1

(Choose a health care agent (decision maker). You can also choose an alternate agent if you want one.)

URMIS:As
(This person is:)
e iy 18 yipsmniss Wwihiaonaly Suiig)iurimadnignas
(18 or older and knows your values and beliefs well;)
® UYISES: Sﬁi—ﬂﬁiﬁiaﬂis 30] B'IUHnUlS
(willing and able to do this for you; )
® UISES: iﬂiﬂﬂﬁ_ﬁiﬂmﬁniu&]ﬁn 1§13 Umﬂemnnniﬁﬁi""lw
(willing to honor your preferences even if they are different from their own;)
o Fstusmuguihaiuaign ygntisunissiremnigiig)atinuissigaisisy
(not your doctor or another health care professional who is caring for you.)

ijf Ui §S1nsshs

(I choose) (relatlonshlp )

wuegituns HiHEU" ,
(phone number:) (ema|| )

ausiwmmamissigemniuaig patmiEmiipesatmissigemnumug wasitgdsmuiEnihuwgshnms
(as my health care agent to make health care decisions for me if I'm not able to make them for myself.) "

Siif i §S1nsshs

(‘I choose) (relatlonshlp )

WIELIRIHE Atwous )
(phone number:) (ema|| )

nhS"Ii:imﬁlniﬂﬁGS‘lﬁJBﬁﬂiﬁJhiSjniUﬁB wasilpanissinemncyiiuaigismssg: uvamn yusinaRughminipesguimiss
emMNEUE '

(as my alternate health care agent if my primary health care agent is not willing, able, or reasonably available to make health care decisions for me.)

ﬁmﬂsm.nsmnm niﬂﬁﬁmﬁja ale SﬁLnH_Iih'lIlGS“Uﬁjaﬂ iLEiﬁJiIﬁj gl (WHU
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(Give guidance to my health care agent and care team. Choose ONE box only:)

LUﬁ?StﬁémsfiEiumﬁsmﬁnjmmms ttﬁw§aunmmﬁjéﬁnﬁﬁhtnmﬁ§
(If I have an iliness that is not curable and will result in my death in‘a short time,)
UanUﬂﬁﬂIn iU][UifﬁUfLﬂnIUﬁjBUSﬁﬁ[ﬂasa]}]iﬁﬂis‘jh
(O'R | become unconscious, and my doctors do not think | will i improve,)
Ui-ﬂﬁi:ﬂSUnSnt SﬂUSniSjinjlmﬂji—ﬂﬁSﬂiﬂSimﬁjﬂHnLUlUﬂﬁSiumiﬂﬁSn
(OR the likely risks and Bburdens of treatment would outweigh the expected beneflts )
O gstunpiingimsuimutiumeifisimsghidsnanaisgimissimemniisguwnmgisit
(fwant to be kept alive as long as possible within the limits of generally accepted health care standards.)
0 &8sougjfiiniufig{pimsnsuinmuanY §8uumjuminnmuityianggjisiuginy ySsmUiEsmMInNmeu
(f do not want my life to be prolonged. | would stop treatments to keep me'alive or not start them.)
O g8simansiushighmidnywaminugwipvumiiain:isiw  gsabamamissimemnivmgilugigitnunisaumugy
(fam not sure which statements | most agrée with. | trust my health care agent to do what is best for me.) !
v sHighig)atuunsmanissiivRignqinufifisn ysanmubdalgnuganpuivaignyis?
(Is there anything else your care team should know about you or your medical preferences?)

ginaiuRlspaivuusimu yuaEaRIiISIA (&S 1) UNotary Public (fi§as 2) iddjs:naiueimiiiii
(Sign the form below. Ask either TWO witnesses (Option 1) OR a notary public (Option 2) to also sign.)

UNSIURIE (RIBITENY)s
(My name ('please print:))
U]niCUE'IIUfU8° mmu?igs%
(My 5|gnature) (Date)
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iusaUMUmiissisgemnsamuys (AHCD) i CALIFORNIA

(Advance Health Care Directive (AHCD)) (CALIFORNIA)

S“:iaSIUﬁJBo
(My flrst name )
mHLnnmIUﬁlag
(My last name:) * KP use: patient label
(EL TN BTN TUIE
(My medical record number:)

c = o o o ol o L]
ﬁiLUﬁIS‘] gifHauiiuanajiiisin
()3 {(-Ti BN | choose TWO WITNESSES.)
fnjsinnfipiiams Susguwngiagimisinnaiis:
(ALL WITNESSES MUST READ AND ACCEPT ALL THESE REQUIREMENTS)
* swmwishmeusmaifwismigasnaisiymegpiissy California o3
{ declare under penalty of perjury under the laws of California that:)
amsmwunhnﬁ 18 m
am at least 18 years old;)
i SHSiﬁsmUnmiuanimSinﬂjﬂmmnﬁ“lﬁ[.UiﬁjGnUﬂ'IUjHGmﬁjSmnSanSlSﬂ
(Tam not a person appomted as agenﬂay this Advance Health Care Directive;
b H‘ISinﬁﬂn\jH‘aniﬂIﬂ iummeSSS'lnSSﬁSh]’lnﬁﬂi
(only one of the witnesses can be famlly related
A4 UnfUquUUlSG ngqiuel USSFUﬁ.TIl'UifUGnUh'IU_IJiU'S'IﬁJB.ﬁIﬂSnﬁ'IUSiS LﬂimSﬁﬂmi"‘]wmmGim 8 UtﬂHnﬁjrmn.mUﬁjUnmisn nims

U[TTIn§ Eilijmi'ﬂ[ijnﬁjjﬁnfé iajmnﬂ
(the individual who S|gned 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;)

i UnﬂjiNEUUISG ugiuel USSmﬁﬂHjiﬁjﬁnUﬁ1U_|§iGS1ﬁi8ﬁlﬂﬁ1%iSiS iSinﬁini:ﬂSﬁUﬁje
(the individual 5|gned or acknowledged this Advance Health Care Directive in'r ‘my presence 3

® UAIsIe Wﬁuﬁﬁ'li:ﬂSanU SﬂHSEﬂS_IIUﬂnUﬂ _IﬁnﬁUS UiL_IHﬁSﬂEUSHLITlEﬂn
(the individual appears to beé of sound mind and tnder™no duress, fraud, or undueinfluence;)

L4 BHSiHSEﬂHnﬁmlﬁ]ﬂiﬁs‘lﬁjgmﬂﬁ.ﬁﬁjlﬁnm SiuﬂﬁniSHnﬁmlﬁ]ﬂiﬁs‘lﬁjgmﬂiijﬁjijnm [EnUﬁﬁJ}Snl§ﬂ‘l;G
niHﬂﬂﬂﬂGSTnﬂﬁJlﬂnHS LUnUﬁﬁIHﬂﬂ[UiﬁS'IFUiS:IlﬂSﬁj[j:ﬂUHSﬁJ‘jUIﬁj ilﬂUJnHSiHSﬁ'ISi[iﬂﬁniSLUﬁUgﬁ
HSﬁj‘jﬁlﬁiﬁﬁiui
(Iam 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)

aRjSyWw:

(WITNESS NUMBER ONE:)

Iunsimenys ngiues

(Print name:) (Signature:)

HIRWiNS: AUUNGESS

(Address ) (Date:)

fnnjSiiss

(WITNESS NUMBER TWO:)

NI RYS naives

(Print name:) (Signature:)

HIR WSS AUUNESS

(Address:) (Date:)

lﬁlﬁnlﬁﬂj!%UiSﬁ]Uﬁ]ﬁﬂn‘]o UﬂﬁiUﬂGﬂIﬂﬁjﬁﬂn‘jiﬂﬁﬁﬂGiﬂJﬂUﬁﬂn\je’lﬂimﬁLﬁu i;ﬁ 5eUN S‘Iiﬂjgllﬂ.iiﬁjﬁn]&ijﬁﬁjmﬂiLjUﬁﬂiuio SﬁjHLU_lﬁj

UiSHiSjvniShL_lH_II”'InﬂS[UGim ﬁIHJGUmSiL_IHGjUiSJN California G'IBHSCTI_H§S|LM.|I“miumHaniﬁjGnUﬁﬂUSanSﬁJLB'IUjiiGST

ﬁJBﬁIE’IiSo _IHI[.U Ny HMUAMN U_IIﬁJnSHnGmHiEijU wmusiane HNIURUE gHSB‘ISﬁJSSSFUUISiﬁnMHUJlSLSﬂJﬁJHJniUﬁJUnEU

1151 isnnmmmssmam.n mﬂiUﬁJﬂnlniSﬂlLﬁHﬁS 1NmiﬂSLﬁﬂU UiﬁwLUnUnmﬁSGj]UiSv]Ujﬂ

(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 their death under a will now existing or by operation of law.)

TN SITRYS naiues

(Print Name:) (Signature:)

UAYS SiUﬂﬁniSLUnUn

0
nighissimisinsumu

Z.ﬁfv
isAlg

apptyninisiaighissiidumsimiiiisiig CALIFORNIA iadiam:

ﬁmsu&hmuums mmwnsmmiﬁmssmgmﬁjxumﬁnms M"DinﬁnsmisinhHﬂﬂMtGmHsmgmﬁjﬂ anusg California agigjgnifisigh
HnﬂrUiGmHSﬁj‘jmﬁjEﬂSHnSSrUUSni:m.nCUIGSTHSﬁj‘jmﬁjmﬁﬂn\;UiSHiSiﬁjGnUmU_IJiGS'lﬁjaﬁlnSnEﬂHS (AHCD)4

(FOR CALIFORNIA SKILLED NURSING FACILITY RESIDENTS ONLY)

(STATEMENT OF THE PATIENT ADVOCATE OR OMBUDSMAN
“I 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.")

NAIUSIHASGIUUSAS AUUNES?
(Signature of ombudsman:) (Date:)
unsmsnys

(Print name:)
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iusaUMUmiissisgemnsamuys (AHCD) i CALIFORNIA

(Advance Health Care Directive (AHCD)) (CALIFORNIA)

SIHZSIVRIES
(My first nam'e ),
mHLnnmmﬁia=
(My last name:) ’ KP use: patient label
(EL TN BTN TUIE
(My medical record number:)

D ELVEPAN i euiiruNotary Publicitigai8janajiissiad A notary public or other officer

(Option 2) (I choose a NOTARY PUBLIC instead of two witnesses.) corr?pletihg this ce-rtifi.ce'ate verifies gnly
the identity of the individual who signed

the document to which this certificate

State of California, County of:

is attached, and not the truthfulness,
accuracy, or validity of that document.

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

Witness my hand and official seal.

(signature of Notary Public) (Seal)

iapsagnUIkuY

tin':qpfjﬁaaun'ﬁﬁmx'itis‘iﬁjaﬂnwﬁmnﬂ

SIwnG_pUGHhISIﬂSﬂSmnnﬁUﬁww Kaiser Permanente US1USURIHA U

IBBNUBEAMBRIUAISIE Kaiser Permanente Central Scannlng, 1011 S. East Street, Anaheim, CA 92805 yigfiturugniisyiisis

SCALCentralized- Scannlng Center@kp org

nmnpmawmnmztﬁmmammUﬁJHannn.an fitg) Sudanudaaumitssiemnivaiya“ i AHCD iug

A WGIARBINAAMGOINM S S1S:MS 1 [HIENARIHSIMAR]B S AyMEFUMMIURIEA (UG AN sl‘wgﬁﬁﬁﬁ

IHutusINMEjigmmniiissigemmuaiyn Susnimishmssun:missiemniuaRIHAmE wWiwmsyuingg

O wn AHCD susgnbnamywHn wiosilynisiudingy yuannissivsaon yswasNUsYRIsiUGAUMUsSAmMY SupUmiissi
femNIuaIHA uﬁwm”in‘i‘égﬁﬁﬂtsﬁ nhr"mns'wmisﬁ AUV AIEA

HAHIGIM:UH Uﬁ]ﬁJUJﬁILHﬁJMHHUJSUﬁJHmmnh AHCD JUﬁJHnUlSLnUimUimIH istinetiugymasyisi slghiiiniurign ymygwsimgemn

iURIHA Hnmﬁmﬁmsmnms gudanudpurigah wHtnmR ARG YMUUEHU G AIUHATNWE AT '

D DDDD

gitansiminugst
s

ntix
RUSIURIHARNGIHATS
4
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	ណើស់ចកូបងាបការខែទីទាំស់ខ្លួភ្នាពទីកូជាមន (AHCD)
	ជ្ជះហានទីើ 1៖ភ្នាំកូ់ងារខែទីទាំស់ះូខ្លួភ្នាពរបស់់អ្នំកូ (អ្នំកូណើនើើការស់ណើត្រមចចិទីត)។ អ្នំកូកូ៏អាចណើត្រជ្ជើស់ណើរស់ើភ្នាំកូ់ងារណើពេងៗបានពងខែជ្ជរ ត្របស់ិនណើបើអ្នំកូចង់។ 
	ជ្ជះហានទីើ 2ផ្តល់ការណែញ់នាំដល់ភ្នាក់ងារណែត់ទាំសុខភ្នាព និងក្រុក់មការងារណែត់ទាំរបសុខ។ នេះម្រាជ្ជសួនេះរសួ មយ ម្រាបអ្នបណែតបនេះឋាះ៖
	ជ្ជះហានទីើ 3ចុ:សុត់បើល់ថខាបើល់ើទុក្រុមង់ណែបបបទុខាងបើក្រុកាម។ សុូមសុួរស្លាក់ីើពើរនាំក់់ (ជំបើក្រុមើសុទុើ 1) ឬNotary Public (ជំបើក្រុមើសុទុើ 2) បើដើមីើចុ:សុត់បើល់ថខាផ្តងណែដរ។
	ជ្ជណើត្រមើស់ទីើ 1 ខ្លួណើត្រជ្ជស់ណើរស់សាកូេពរនាកូ។
	ជ្ជណើត្រមស់ទី 2   ខ្លួណើត្រជ្ជស់ណើរស់Notary Publicរជ្ជនស់ឱ្យយសាកូេពរនាកូ។
	ជ្ជះហានបនាាប់៖ 


	On: 
	before me,: 
	personally appeared: 
	State of California, County of: 
	លេខទូរសព្ទ៖: 
	យកូ AHCD របស់អ្នកូមកូជាមយអ្នកូ។: Off
	ពភ្នាក់ាជាមយភ្នាក់ងារណែត់ទាំសុខភ្នាពរបសុអក់អ្នពីគឺញ្ឈតនៃភូ: Off
	ណើពចាបចមងជាមស់បត្រទីណើទាំ៖: Off
	នាយកូចាបចមងណើទាំកានការជាទីជ្ជបជាមយ Kaiser Permanente បនាបរបស់អ្នកូ ឬ: Off
	រកូាទីកូចាបណើជ្ជម។: Off
	ពលចាបចមងជ្ជលភ្នាកូងារខែទីទាំស់ខ្លួភ្នាពរបស់អ្នកូ។: Off
	លេខកំណត់ត្រាវេជ្ជសាស្ត្ររបស់ខ្ញុំ៖: 
	នាមត្រទីកូូលរបស់់ខ្លួះូំ៖: 
	នាមខ្លួូួនរបស់់ខ្លួះូំ៖: 
	នាមខ្លួូួនរបស់់ខ្លួះូំ៖ _2: 
	នាមត្រទីកូូលរបស់់ខ្លួះូំ៖_2: 
	លេខកំណត់ត្រាវេជ្ជសាស្ត្ររបស់ខ្ញុំ៖_2: 
	នាមខ្លួូួនរបស់់ខ្លួះូំ៖_3: 
	នាមត្រទីកូូលរបស់់ខ្លួះូំ៖_3: 
	លេខកំណត់ត្រាវេជ្ជសាស្ត្ររបស់ខ្ញុំ៖_3: 
	កាលបរនេះចំប៖: 
	ផ្តល់ការណែនាំដល់ភ្នាក់ងារថែទាំសុខភាព និងក្រុមការងារថែទាំរបស់ខ្ញុំ។ ជ្រើសរើស មួយ ប្រអប់តែប៉ុណ្ណោះ៖: Off
	អ៊ីមែល៖: 
	ទំនាក់ទំនង: 
	ជ្រើសរើស: 
	តើមានអ្វីផ្សេងទៀតដែលក្រុមការងារថែទាំរបស់អ្នកគួរដឹងអំពីអ្នក ឬចំណូលចិត្តផ្នែកវេជ្ជសាស្ត្ររបស់អ្នកឬទេ?: 
	តើមានអ្វីផ្សេងទៀតដែលក្រុមការងារថែទាំរបស់អ្នកគួរដឹងអំពីអ្នក ឬចំណូលចិត្តផ្នែកវេជ្ជសាស្ត្ររបស់អ្នកឬទេ?_2: 
	តើមានអ្វីផ្សេងទៀតដែលក្រុមការងារថែទាំរបស់អ្នកគួរដឹងអំពីអ្នក ឬចំណូលចិត្តផ្នែកវេជ្ជសាស្ត្ររបស់អ្នកឬទេ?_3: 
	ឈ្មោះរបស់ខ្ញុំ (សូមបោះពុម្ព)៖: 
	កាលបរិច្ឆេទ៖: 
	ឈ្មោះបោះពុម: 
	ឈ្មោះបោះពុម្ព៖: 
	អាសយដ្ឋាន៖: 
	ខ្ញុំជ្រើសរើស_1: 
	ទំនាក់ទំនង៖_2: 
	លេខទូរសព្ទ៖_3: 
	អ៊ីមែល៖_4: 
	ឈ្មោះបោះពុម្ព៖_4: 
	អាសយដ្ឋាន៖_9: 
	កាលបរិច្ឆេទ៖_10: 
	ថ្ងៃទីខែខ្លួឆ្នាំកូណើជ្ជទី៖_1: 
	ថ្ងៃទីខែខ្លួឆ្នាំកូណើជ្ជទី៖_2: 
	ថ្ងៃទីខែខ្លួឆ្នាំកូណើជ្ជទី៖_3: 
	កាលបរិច្ឆេទ៖ _45: 
	ឈ្មោះបោះពុម្ព៖_856: 


