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

O|&:
(My first name:)
4.
(My last name:) KP use: patient label
UCEEY / /

(My date of birth:)

o|7 7|2 WS:

(My medical record number:)

o] 2Moll= & 7HX| 0| UFLICH 2 2M= B2 HEYLICH F HT2 kp.org/lifecareplan0il A 2ISIAL} SHE 2| Atof| A 2o/g 4=
USFLICH Mot HT S HEHSHYAIL.
(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.)

o|z CH2|A(IAt ZHAXL S MEdBILICE Jsts Z Al ch2lelS Mefe = AELC

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

MEbol CH2|Ql2 Chg =S SF0H0F gLICt

(This person is:)

® 18M| O|&fo|H Fstel Jtx|et MiEE & &1 AFLIC
(18 or older and knows your values and beliefs well;)

o F3IE 23l ti2elez Y oAt UM Ot 5HS 2Rt ASLICE
(willing and able to do this for you;)

o Fstel Mz AFEOl XpAQ| M Atetat Ct2E2tE 0| £F3t2{ 1 L|Ct.
(willing to honor your preferences even if they are different from their own;)

* 35 SR = QA E= TE 2 & Tz METHIt OFdLC.
(not your doctor or another health care professional who is caring for you.)

.

=ole 27
(I choose) (relationship:)

HotHs: Of | &:

(phone number:) (email:)

2(8) 229l oz ti2[ele 2 MESHH Z2I0| AAZ o 2hH ZFYE UE|X| Rot= 22 2213 sl 2= 21 2HE UE &+ JU=S Lt
(as my health care agent to make health care decisions for me if I'm not able to make them for myself.)

sole 27

(I choose) (relationship:)

HotHs: Of | &:

(phone number:) (email:)

2(8) 22l 14 o = th2|elo] 2QIS tiAst] o|z 2 S LHE QA E= S30| g, J2{st 2FES W2|= A0| 2|2 JHS5IHX|
2 F2, 2o tiA| 2= ChE[QleZ HESte T MEMSIL|Ct,

(

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.)

o|= ch2le! & T=Eol X|HS MSELICL Ot 2 5 SHLtph MEiSHAIR.
(Give guidance to my health care agent and care team. Choose ONE box only:)

2010] X|27t £7155tn EH71ZF Lol Are 4= QU= HEo Z2l 32,

(If I have an illness that is not curable and will result in my death in a short time,)

L= 2eolo] RofA] MEf7} E| 1 ofAf7} 2olo] =M E 0|2t H2fsix] o= B2,

(OR | become unconscious, and my doctors do not think | will improve,)

L= K2R oIt 9 Eo| X|=22| J|Ch o] L} 2 FL...

(OR the likely risks and burdens of treatment would outweigh the expected benefits...)

[ =el2 detxoz QyE|s B o= 7|F2 ot Lo A 7hsSt o @21 MES RXI5t1 A ELIC
(I want to be kept alive as long as possible within the limits of generally accepted health care standards.)

[ 2¢12 2219 dHo| HEE|= NS ASHK| t&LICH 222 ME AXEE 9%t XIS STHSIALE AIZSHA| gf2 ALt
(I do not want my life to be prolonged. | would stop treatments to keep me alive or not start them.)

[ 2el2 2elo| o= 28] 7t% Slst=X # ZEFELICL 2212 2219 9|z ti2|2l0] 2212 2lsh x| Mo ZXIE & Aol2t YELICE
(I am not sure which statements | most agree with. | trust my health care agent to do what is best for me.)

T2 GOl FIot = Fote Q=X M= Aetof hsl rotof & =71l Areto| AEL|7?

(Is there anything else your care team should know about you or your medical preferences?)

HHEXANZE 7|Y):
(My name (please print:))
ME: LR}

(My signature) (Date) 9,
1/3 % KAISER PERMANENTE.
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AMH 9|2 X|A|M(AHCD) 22| ZL|of

(Advance Health Care Directive (AHCD)) EALIFOIRNLE
0|&:

(My first name:)

4.

(My last name:) KP use: patient label

oz JIE H=:

(My medical record number:)

Hol2 Fol 2HS MeMgtLCL

(01T TI WA | choose TWO WITNESSES.)

BE 3202 a7 AHEE 25 2{1 Sosof gLict.

(ALL WITNESSES MUST READ AND ACCEPT ALL THESE REQUIREMENTS)

o =QI2 Lt 20| MeIsHH ¢|F A| A2|ZL|o} = Hoj mat HELH &S olshti|ct.
(I declare under penalty of perjury under the laws of California that:)

e =ol2 ob 184 O|AIL|CE

| am at least 18 years old;)

o =OI2 & A o= X|A|IMoi| 28l chE|Qlo= ABE|X]| EUSLIC

—

I_ —_
(I'am not a person appointed as agent by this Advance Health Care Directive;)
o Z0I 3 o B L B £ QIBLIC

—

only one of the witnesses can be family related;)

o = AN 9| XIAIMOf| MESHD 2tolot JHel2 2l0| JHIMo =z & Q= AFZIO|H, e 7HRISf ME0| #Ee 4= A= 701l 25
Solof7 S2= AlIL{TH,
(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;)

o o THRl2 =10l Y| Stofl APH of 2 X|AIMO]| MBS RIS LT,
(the individual signed or acknowledged this Advance Health Care Directive in my presence;)

o SHTtIlole AT MAMS BRSO 1&0|Lt A|-7| HCtk otdhs diX| ofi= Z{OZ HQlL|C},
(the individual appears to be of sound mind and under no duress fraud or undue |nf|uence )

o Eol25Holo ol A= HZA JHelo| o= HE MEAO K, HSLIE| 2 Al 2EXL HFLIE| X2 AlM 2EXt0| 2gl, 1-olg 743
X2 A8 PER EE wol8 1% A2 AIS 2B o] OFelLIT,
(Iam not the mdwidual'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)

14 =ol;

—_— O L
(WITNESS NUMBER ONE:)
HE(HXHZ 7|Y): Mo
(Print name:) (Signature:)
T Xt
(Address:) (Date:)
2tH =ol.

—_— O L
(WITNESS NUMBER TWO:)
JH(EXA = 7|Q): ME:
(Print name:) (Signature:)
s LR}
(Address:) (Date:)

r
0

9 B¢ SoM Mo of F2 CHS Tl&0| = MHsHof fL|ch: #2l2 Chaat ?z*
.:*iﬂﬁ'—llif. ol B AR 9|2 K|AIME RHABE Ajzte] AIE (20|t 20l oloks E8 A
AtEel A0l 7| ZE |FATOILL HE X0l ofch 1 Arzhel &4 Ry tofl sl LHlists & E|7f SLIC}.
(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.)

HE(EXAZ 7|Q)): ME:
(Print Name:) (Signature:)
Ha|ZL|opE M 7t 7|2 7 F=Xt0k o

QA HF P‘ 202t 0] AAIS 7{519| QAUT|A| HIZESHUAIL. ZE|ZL|oF Hofl 2t QAR HFEA= QAU SFEUWS AFH o=z
XA X(AHCD)2 x7|. EQIo= X|Hslof FL|Ct.

(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.")

SEXM MY: Lt

(Signature of ombudsman:) (Date:)

HY(HXAHZ 7|2):
(Print name:)

273 & KAISER PERMANENTE.
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(Advance Health Care Directive (AHCD)) (CALIFORNIA)
0|&:

(My first name:)

4.

(My last name:) KP use: patient label

9= 7|8 Hs:
(My medical record number:)

tcl’l‘té'.l 2 2¢12 59 278 ti&l NOTARY PUBLICS MERILICE A notary public or other officer

(Option 2) (1 choose a NOTARY PUBLIC instead of two witnesses.) completing this certificate verifies only
the identity of the individual who signed

State of California, County of: the document to which this certificate

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)

[ 28 BasiAL.

[ o9& th2|2l(E)of|Al A2 E M2t 2.

[ CI2 Kaiser Permanente ZI2 0|2F A] AH2S X|&SIALL

[ MEE Kaiser Permanente Central Scanning, 1011 S. East Street, Anaheim, CA 928052 SMOZ HL{7{L} SCALCentralized-
Scanning-Center@kp.orgZ O|H[Y 2 HLIMA|2.

[ 2IAXte] 7hX|at M, 2lst= o| & whalg| 2hsll 2| & th2lQl(E)2t oA S LHFMAIR. THSHE L= IHEM AHCDE #1st 9|2
CH2|QIS0| O] HEE Y £ JU=X] HRISHIA| L. AESHE AlE 71 9 712 FIof|A| 2| = CHE|Ql XIE AtAlp Jot= Q2 WAl O
O|RE de|MA 2.

[ AHCDE XR|&SHIA L. HYUO|Lt QAAMZ JHA| =[H APH 9|2 XIAIM 182E X|ESte] o| 2 7| 20]| HrHstA| StA AL,

AHCDO|| 7| "5t MEFALS2 AHARM|IEX] FASHAHLE HAY & JUSLICH MEo|Lt 4Zof Het7t M7|H M 22X E ZHASHALE BHE o[Atof| A 2H

2 th2|Ql(S) A Hots AMtgE HEE = ASLICh

373 §“7”;é KAISER PERMANENTE.
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