3a6narOBpemeHHoe pacnopsaxeHue o NpUHATUN MeANLNMHCKNX pemeHMﬁ KAJIM®OPHUA

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

Moe nms:

(My first name:)
Mos damunus:
(My last name:) KP use: patient label
Mos gata poXxaeHus: / /
(My date of birth:)

Homep Moei MeaULIMHCKOM KapTbl:
(My medical record number:)

CyLecTByeT ABe BEpCUM 3TOro AOKyMeHTa. ATo 6onee KopoTkasi Bepcusi. Bbl MOXxeTe NpocMoTpeTb 06e Bepcumn Ha cainTe
kp.org/lifecareplan nnu 3anpocutb ux y cBoero Bpada. Belbepute npeanoyTUTensLHYIO BEPCUIO.

(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.)

3Tal'l 1 Bblﬁepme AoBepeHHoe Nn1Muo Nno MeauUMHCKMM Bonpocam (AOBepeHHoe nyo, ynoriHoMmo4eHHoe nNpnHumaTtb
MeaUuUUHCKune peLIJeHVIiI). Takxke, ecnm xoTute, Bbl MOXeTe BblspaTb anbrepHaTuBHOe AOoBepeHHOoe JTIuo.

(Step 1 ) (Choose a health care agent (decision maker). You can also choose an alternate agent if you want one.)

3OTOT Yenosek:

(This person is:)

® fomkeH 6bITb B Bo3pacTe 18 net unum ctapLue 1 XopoLUo 3HaTb Ballu LEHHOCTU 1 yoexaeHus;
(18 or older and knows your values and beliefs well;)

® fomkeH ObITb FOTOB 1 CNocobeH caenaTh 3TO ANs Bac;
(willing and able to do this for you;)

®  [omkeH ObITb rOTOB yBaXxaTb Baluun npeanoyvTteHuna, gaxe ecriim OHM oTnn4aroTcd OT ero COBCTBEHHbIX;
(willing to honor your preferences even if they are different from their own;)

® He ABMSAETCH BalUMM BPaAYoOM MInv Apyrum npodyeccnoHarnbHbiM paboTHNKOM 34paBOOXpaHEHWs, KOTOPbIN O Bac 3aboTuTcs.
(not your doctor or another health care professional who is caring for you.)

4 BbIBUpato KeM npuxogmTcs:

(I choose) (relationship:)

HOMep Teﬂed)OHa: 3J1. NouvTa: ,
(phone number:) (email:)

B Ka4yeCTBe MOero AoBepeHHoro nmua no MmegmumHCKMM Bonpocam, 4YTOObI NpuHMUMaThb 3a MeHA MeONLUMHCKME pelleHnda, ecnn 4 He B

COCTOAHUN NPUHNMATb UX CAMOCTOATESTbHO.
(as my health care agent to make health care decisions for me if I'm not able to make them for myself.)

A BbIOupato KeM NpUXoanTCS:

(I choose) (relationship:)

HOMep TeJ'quDOHa: 3J1. No4Ta: ,
(phone number:) (email:)

B Ka4yeCTBe MO€Eero AOMnorfHNTENbHOro 4oBepeHHOoro nmua no MeguunHCKMM Bonpocam, ecrih Moe OCHOBHOe foBepeHHOoe Lo no
MeaULUMHCKMM BOMpoCaM He MOXET NpuHnMmaThb 3a MeHA MeguUMHCK1Ee pelueHna nnn 060CHOBaHHO OTCYTCTBYET.
(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.)

3Ta|'| 2 [anTte ykazaHus cBOeMy JOBEepPeHHOMY nuuy No MegULIMHCKMM BONPOCaM U KOMaHAe MeAULIMHCKUX
cneumnanuctoB. BeiGepute Tonbko OQHO none.

(Step 2) (Give guidance to my health care agent and care team. Choose ONE box only:)

Ecnu y meHs Hen3aneunmasn 6onesHb, KOTOpasi NpUBeAET K MOer CMepTH B Bnnkanwee Bpems,
(If I have an illness that is not curable and will result in my death in a short time,)

Unn s notepsito Co3HaHune, U MOu Bpa4iun Gy,qu CYUTATb, YTO MHe He CTaHeT nyulle,
(OR | become unconscious, and my doctors do not think | will improve,)

nnm BepPOATHbIe PUCKU U CITOXXKHOCTU NeYeHUsA nepeBeLINBalOT OXXugaemMblie npenmyLiecTBa...
(OR the likely risks and burdens of treatment would outweigh the expected benefits...)

O 4a XO4Yy OCTaBaTbCA B XXMBbIX KaK MOXXHO Aonblle B paMKax O6U.leanHF|TbIX MEeONLMHCKUX CTaHOapToOB.
(I want to be kept alive as long as possible within the limits of generally accepted health care standards.)

O Awe XOouy, YTOObI MO0 XN3Hb npoagnesanu. A XOouy, 4YTOObI NNeYeHne Aana coxpaHeHua MOEW XN3HU npekpaTtunm nnm He HavynHanu
ero.
(I do not want my life to be prolonged. | would stop treatments to keep me alive or not start them.)

I:‘ £ He 3Hato, C YeMm A GonbLue cornawatock. A XOouy, 4YTOOLI MOE goBepeHHoe nnuo no megnunHCKMM Bonpocam Bbl6pa]'|0 TO, 4YTO
nyyiwle ana MeH4.
(I am not sure which statements | most agree with. | trust my health care agent to do what is best for me.)

EcTb N1 4TO-TO €eLle, YTO KOMaHAA MeQULMHCKMX CNELMannCcToB AOMMKHA 3HATb O BaC MU BalLUX MEANLMHCKNX I'IPEH,I'IO'*ITGHVIHX?

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

1134 8% KAISER PERMANENTE.
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3a6narOBpemeHHoe pacnopsaxeHue o NpUHATUN MeANLNMHCKNX pemeHMﬁ KAJIM®OPHUA

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

Moe ums:

(My first name:)
Mosa bamunus:
(My last name:) KP use: patient label
Homep Moeln MeauLMHCKOM KapThbl:
(My medical record number:)

dtan 3 MoanuwwuTe chopmy Hmke. MonpocuTte nn6o OBYX cBupeTtenen (BapuaHT 1), nn6o notary public (BapuaHT 2) Takke
nognucatb dopmy.
(Step 3) (Sign the form below. Ask either TWO witnesses (Option 1) OR a notary public (Option 2) to also sign.)

Nmsa n hamunug (nevatHelmMu Byksamn):
(My name (please print:))

Mos nognuchk: [ara:
(My signature) (Date)

SETENIMN A BuiGupato ABYX CBUOETENEMN.

(01T Ti MBI (1 choose TWO WITNESSES.)

BCE CBUOETENU AOMKHbI MPOYUTATb U NOOATBEPOUTL CBOE COIMACUE C 3TUMU TPEBOBAHUAMMW.
(ALL WITNESSES MUST READ AND ACCEPT ALL THESE REQUIREMENTS)
® 4 3aaBnsio noa CTpaxoM Haka3aHuA 3a JKecBMAeTeNnnbCTBO B COOTBETCTBMU C 3aKOHAMU KaJ'IVIq:)OpHVIVI, YTO!:
(I declare under penalty of perjury under the laws of California that:)
® MHe ucrnonHunock 18 ner;
(I'am at least 18 years old;)
® 9 He ABNACb NULIOM, Ha3Ha4YE€HHbIM JOBEPEHHbIM JTIULIOM COrfacHO HacTosLLero 3a6nar03pemeHHoro pacnopaXxeHuna o NPUHATUN
MEAVNLMHCKUX PeLLEHU;
(I am not a person appointed as agent by this Advance Health Care Directive;)

®  TONbKO OAMH U3 cBUAETENEN MOXET ObITb POACTBEHHUKOM;
(only one of the witnesses can be family related;)

® 9 IMYHO 3HAKOM (-a) C YenoBeKOM, NoANMCaBLLNM HacTosiwee 3abnaroBpeMeHHOe PacrnopsHKEHVNE O NMPUHATUN MEeONLIMHCKMX
peLlJeHVIVI, WITM NIMYHOCTb 3TOrO YernoBeka Gbina noareepXxgeHa y6€,D,|/|TeJ'IbeIMVI AoKasaTternbCTBaMu;
(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;)

® yenoBek nognucarn HacrtosLwee Sa6nar03pemeHHoe pacnopsaxeHne o NPUHATUN MeanLUHCKUX peLIJeHVIVI B MOEM NpUCyTCTBUN;
(the individual signed or acknowledged this Advance Health Care Directive in my presence;)

® yenoBek Obin B 30paBOM yMe U He Haxoaunca noa npuHyxgeHnem mnu Hel'lpaBOMeprlM BNUSAHNEM W He Obin O6MaHyT;
(the individual appears to be of sound mind and under no duress, fraud, or undue influence;)

® 4 He SIBMSIOCb NOCTaBLLMKOM YCNyr 34paBOOXpPaHeHUs Ans AaHHOrO NnLa, COTPYAHMKOM MOCTaBLUMKa YCIyr 30paBoOXpaHeHust Ans
[IaHHOTO N1La, ONepaTopoM yupexaeHusi 0bLLIECTBEHHOO yXoaa, COTPYAHUKOM oneparopa yupexaeHus obLLecTBeHHOro yxoaa,
onepaTtopomM AoMa npecTtaperbiX Ui CoTpyagHMKOM onepaTtopa AoMa npecrtapernbiX.
(I 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)

CBUWAOETENb HOMEP OOWH
(WITNESS NUMBER ONE:)

Nmsa n ammnus nevatHsiMu BykBamu: Moanuce:

(Print name:) (Signature:)

Agppec: [ara:
(Address:) (Date:)

CBUOETENb HOMEP OBA
(WITNESS NUMBER TWO:)

Nmsa n hammnus nevatHeiMu GykBamu: Moanuce:

(Print name:) (Signature:)

Appec: [ara:
(Address:) (Date:)

OOMNONMHUTENBHOE 3AABNEHWE CBUAETEJNEWN. XoTs 6bl 0MH U3 yKa3aHHbLIX BbiLLe CBUAETENe A0MKeH Takke noanucaThb
cnegywulee 3adaBreHne: A Takke 3adaBnAto Nog CTpaxoM HakKa3aHUA 3a JhKkecBMaeTenbCTBO B COOTBETCTBUM C 3aKOHOOATE IbCTBOM
wrTarta KaJ'II/ICbOpHVIﬂ, 4YTO He CBA3aH (-a) C muoMm, noanucbiBakolLnMM HacTosAllee 366narospemeHHoe pacnopsaXxeHne o NpUHATUN
MEONLIMHCKUX PELUEHWNIA, HA KPOBHBIM POACTBOM, HYM GpayHbIMM y3aMu, HE COCTO0 B POACTBE Yepes3 yCbiHOBMNEeHne/ygodepeHme, no
nMernLwnmca y MeHa cBeleHNnaM 4 He UMeto NpaBa Ha yHacleaoBaHune Kakon-nnbo Yactu nMvyLlecTea Takoro nmua nocre ero cMmeptu
cornacHo }J,eﬁCTByI-OLIJ,eMy 3aBellaHnio nim B CUIy 3aKoHa.

(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.)

damunusa n nmsi neyaTHbIMy OykBamm: MNopnucek:
(Print Name:) (Signature:)

2u3 4 &% KAISER PERMANENTE.



3a6narOBpemeHHoe pacnopsaxeHue o NpUHATUN MeANLNMHCKNX peLIJEHMi;I KAJIM®OPHUA

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

Moe ums:

(My first name:)
Mos damunus:
(My last name:) KP use: patient label
Homep Moei MeaULIMHCKOM KapTbli:
(My medical record number:)

TONbKO ANA NPOXUBAIKOLLUX B YYPEXOEHUAU KBAITUOGPULIMPOBAHHOIO CECTPUHCKOIO YXO[OA B LUTATE KAITM®OPHUA
Mepepavite aty hopMy ampekTopy Aoma npectapenbix TONbKO, ecnu Bbl NpoxnBaeTe B JoMe npecTapenbix. 3akoH KanudopHun
TpebyeT, UToObI Y NPOXUBAIOLLMX B JOME NpecTapernbiX A0MNONMHUTENbHBLIM cBUAETENeM anst 3abnaroBpeMeHHOro pacrnopsixeHus o
NPUHATUN MeanLMHCKuX pelueHnii (AHCD) 6bin ombyacmeH.

(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.”)

Mognucb ombyacmeHa: [arta:
(Signature of ombudsman:) (Date:)

damunusa n Ma nevaTHbIMU 6yKBaMI/I:
(Print name:)

BapI/IaHT 2 K BbiGupato NOTARY PUBLIC BmecTo ABYyX cBupeTenen. A notary public or other officer

(Option 2) (I choose a NOTARY PUBLIC instead of two witnesses.) Com.pletihg i Ce.r‘tifi'Céte verifies ley
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)

3us 4 &% KAISER PERMANENTE.



3a6narOBpemeHHoe pacnopsaxeHue o NpUHATUN MeANLNMHCKNX peu.leHm7| KAJIM®OPHUA

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

Moe nms:
(My first name:)
Mos damunus:

(My last name:) KP use: patient label
Homep Moei MeauLIMHCKOM KapThbli:

(My medical record number:)

HNanbHeuwue gencTeus

CoxpaHuUTe opurnHan fOKyMeHTa y cebs.

MNepepanTe KONUKN [OKYMEHTa AOBEPEHHbLIM NMULAM MO MEAULIMHCKAM BONpoOcamMm.

MpuHecuTe Konuio Ha cnepyrowmn npuem B Kaiser Permanente VTN

HanpaBbTe Konuto no noyte: Kaiser Permanente Central Scanning, 1011 S. East Street, Anaheim, CA 92805 unu no

anekTpoHHoMy agpecy: SCALCentralized-Scanning-Center@kp.org

MorosopuTte ¢ AOBEPEHHbLIMMY NMULAMU NO MEAULIMHCKUM BONPOCaM O CBOMX LIEHHOCTSX, YOeXaeHNsX u NpeanoyTeHmsx B

OTHOLLEHMN MeAMUMHCKoro obenyxusanus. Mcnonesynte AHCD, 4yTobbl HanpaenaTs 6eceny 1 y6eanTbes, YTO 3TW NIOAW MOTYT

BbIMOMNHATL 3Ty ponb. O6sA3aTeNnbHO COOOLMTE CBOMM POAHbLIM, YfieHaM ceMbU U ONn3kMM Apy3bsaM, KOro Bbl Bbibpanu B

KayecTBe JOBEPEHHbIX Ny, N0 MEAMLMHCKUM BOMPOCaM, KakoBbl BallW NpeanoYTEeHNst B OTHOLLEHNN MEQULIMHCKOTO 06CcnyXuBaHus

1 MoYemy 9TO ANS Bac BaXKHO.

[J Bosbmute ¢ co6oit AHCD. Ecnu BbI oTripaensieteck B 60MbHULLY UK LEHTP CECTPUHCKOrO yxoaa, BosbMmuTe ¢ cobon konuio AHCD
1 nonpocute, 4Tobbl ero BMOXWAM B Bally MEQULIMHCKYIO KapTy.

Bbl MOXeTe OTMEHUTb UMK MaMmeHnTb JIFOBOW BbiGpaHHbIi nyHKT B AHCD B nio6oi MoMeHT BpemMeHn. Mo Mepe Toro, Kak 4To-To

MEHSIETCS B BaLLEW XXU3HU NN COCTOSIHWUMN 340POBbSA, Bbl MOXETE N3MEHUTbL CBOErO NpeacTaBuTens U NpeanoyTeHns, 3anorHNB HOBBIN

OOKYMEHT unun coobLums 06 3ToM Bpayy fNMYHO.

O OOgdo

4us4 N

N

KAISER PERMANENTE.
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