Chi Thi Cham Séc Stirc Khée Nang Cao (Advanced Health Care Directive, AHCD) CALIFORNIA

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

Tén cla toi:

(My first name:)
Ho cua toi:
My last name: KP use: patient label
Ngay sinh cua toi: / /
(My date of birth:)

S6 hd so' y té cua toi:
(My medical record number:)
Tai liéu nay c6 hai phién ban. Day la phién ban ngan gon hon. Quy vi c6 thé xem hai phién ban nay trén trang kp.org/lifecareplan
hoé&c hdi bac si ctia quy vi. Chon phién ban quy vi muén s dung.

(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.)

=100 B Chon mot ngwdi dai dién cham séc stre khoe (ngudi ra quyét dinh). Néu mudn, quy vi ciing c6 thé chon mét ngudi
dai dién thay the.
(Choose a health care agent (decision maker). You can also choose an alternate agent if you want one.)
Nguw&i nay:
(This person is:)
® tir 18 tudi tré 1&n va biét rd v& cac gia tri va niém tin cGa quy vi;
(18 or older and knows your values and beliefs well;)
® s8n sang va c6 thé lam didu nay cho quy vi;
(willing and able to do this for you;)
® sdn sang lam theo céac lwa chon wu tién cta quy vi ngay ca khi nhirng lwa chon dé khac véi lwa chon cla ho;
(willing to honor your preferences even if they are different from their own;)
® khong phai la bac s hodc mot chuyén gia y t& khac dang cham séc quy vi.
(not your doctor or another health care professional who is caring for you.)

T6i chon méi quan hé:

(I choose) (relationship:)

sb dién thoai: email; ,
(phone number:) (email:)

lam ngudi dai dién chdm soc strc khde clia minh dé dwa ra cac quyét dinh cham séc strc khde néu toi khong thé tu quyét.
(as my health care agent to make health care decisions for me if I'm not able to make them for myself.)

T6i chon méi quan hé:

(I choose) (relationship:)

s6 dién thoai: email; ,
(s0 dién thoai:) (email:)

lam ngwoi dai dién cham séc stvc khée thay thé ndu ngudi dai dién cham séc stvc khée chinh ciia minh khéng sén sang, khong thé
ho&c khoéng sén sang mét cach hop ly dé& dwa ra quyét dinh cham séc strc khée cho toi.

(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.)
Hwéng dan ngwei dai dién cham séc sire khée va doi ngii cham séc cua tdi. Chi chon MOT 6:

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

Néu t6i mac bénh khéng cé cach chira tri va sé khién toi tir vong trong thoi gian ngan han,

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

HOAC toi bat tinh va cac bac si cho réng tinh trang cta tdi sé khéng cai thién,

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

HOAC cé nhiéu rti ro va ganh nang diéu tri hon lgi ich dw kién...

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

[0 T6i mudn duy tri sinh mang lau nhét c6 thé trong pham vi cac tiéu chudn chdm séc strc khde thweng dwoc chap nhan.
(I want to be kept alive as long as possible within the limits of generally accepted health care standards.)

O Tai khong mudn cude séng clia t6i dwoc kéo dai. Téi mudn dirng bién phap diéu tri nham duy tri sinh mang ctia t6i hodc khong bat
dau cac bién phap diéu tri do.
(I do not want my life to be prolonged. | would stop treatments to keep me alive or not start them.)

[ Téi khong chéc rang ban than déng y vaéi tuyén bd nao nhét. Téi Gy thac cho nguwoi dai dién cham séc sirc khde lam diéu tot nhat
cho toi.
(I'am not sure which statements | most agree with. | trust my health care agent to do what is best for me.)

Con diéu gi ma ddi ngli chdm séc nén biét v& quy vi hodc lwa chon wu tién vé y té ctia quy vi khéng?

(Is there anything else your care team should know about you or your medical preferences?)
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Chi Thi Cham Séc Strc Khée Nang Cao (Advanced Health Care Directive, AHCD) CALIFORNIA

(Advance Health Care Directive (AHCD)) (CALIFORNIA)
Tén cua toi:

(My first name:)

Ho cua t6i:

(My last name:) KP use: patient label

S6 ho so'y té cua toi:
(My medical record number:)

21006 % M Ky mau don bén dwéi. Yéu ciu HAI nhan chieng (Tily Chon 1) HOAC mét notary public (Tily Chon 2) ky tén.

(Sign the form below. Ask either TWO witnesses (Option 1) OR a notary public (Option 2) to also sign.)

Tén cua t6i (xin hay viét hoa):
(My name (please print:)

Chi ky cla toi: Ngay:
(My signature) (Date)

LN \A(1a I Tsi chon HAI NHAN CHUNG.
(01T TR BRI (I choose TWO WITNESSES.)

TAT CA CAC NHAN CHU’NG PHAI POC VA CHAP NHAN TAT CA CAC YEU CAU NAY.

(ALL WITNESSES MUST READ AND ACCEPT ALL THESE REQUIREMENTS) .

® Toi xin tuyén bod theo hinh phat khai man theo céac luat & cta California rang:
(I declare under penalty of perjury under the laws of California that:)

® Toitwr 18 tudi tro 1én;
(I am at least 18 years old;)

® Tbi khdng phai l1a nguoi dwoc chi dinh lam nguwdi dai dién béi Chi Thi Cham Séc Sirc Khée Nang Cao nay;
(I am not a person appointed as agent by this Advance Health Care Directive;)

® chi mét trong sb cac nhan chirng co thé la ngudi co quan hé ho hang;
(only one of the witnesses can be family related;)

® canhan nay da ky hoac thira nhan Chi Thj Cham Séc Strc Khde Nang Cao nay dwgc chinh ca nhéan t6i biét hodc danh tinh cia ca
nhan da dwoc chirng minh cho téi bang bang chirng thuyét phuc;
(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;)

® ca nhan nay da ky hoac thira nhan Chi Thi Cham Séc Strc Khde Nang Cao nay khi cé mat t6i;
(the individual signed or acknowledged this Advance Health Care Directive in my presence;)

. n%u’c‘ri nay td ra minh man va khc“)r:jg bi ép budc, gian lan hodc bi anh hwéng trai phap luat;
(the individual appears to be of sound mind and under no duress, fraud, or undue influence;)

® t6i khdng phai la nha cung cap dich vu cham so6c strc khde clia cd nhan nay, nhan vién cta nha cung cap dich vu cham séc stre
khée cho ca nhan nay, nguti diéu hanh co s& cham séc cong dong, nhan vién cla nguwoi diéu hanh co s& cham séc cong dong,
ngwoi dieu hanh co s& cham soc tai nha ndi tri cho ngwdi cao tudi hodc nhan vién cia nha diéu hanh co s& cham sdéc tai nha ndi
trd cho ngudi cao tudi
(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)

NHAN CHUNG SO MOT:
(WITNESS NUMBER ONE:)

Tén viét bang chir in hoa: Chir ky:

(Print name:) (Signature:)

Dia chi: Ngay:
(Address:) (Date:)

NHAN CHUNG SO HAI:
(WITNESS NUMBER TWO:)

Tén viét bang chr in hoa: Chir ky:

(Print name:) (Signature:)

Dia chi: Ngay:
(Address:) (Date:)

TUYEN BO BO SUNG CUA NHAN CHUNG: it nhét mot trong hai nhan chirng néu trén phai ky vao phan tuyén bd sau: Toi tiép tuc
tuyén bo theo hinh phat khai man theo luat phap cQa Tiéu Bang California rang t6i khéng lién quan dén ca nhan thwc hién chi thi cham
séc strc khde nang cao nay day bang quan hé huyét théng, hén nhan hodc nhan nudi, va theo sw hidu biét tbt nhat cta toi, toi khoéng
dwoc hwdng bat ky phan tai sdn nao ctia ca nhan nay khi ho qua ddi theo di chiic hién tai hodc theo quy dinh ctia phap luat.
(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.)
Tén Viét Béng Chir In Hoa: Chir ky:
(Print Name:) (Signature:)
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Chi Thi Cham Séc Strc Khée Nang Cao (Advanced Health Care Directive, AHCD) CALIFORNIA

(Advance Health Care Directive (AHCD)) (CALIFORNIA)
Tén cua toi:

(My first name:)

Ho cua t6i:

(My last name:) KP use: patient label

S6 ho so'y té cua toi:
(My medical record number:)

CHi DANH CHO CAC cU DAN TRONG CO SO PIEU DUONG CHUYEN MON TAI CALIFORNIA

CHI dwa m4u don nay cho giam déc vién duéng ldo ctia quy vi néu quy vi sinh séng trong vién duéng lo. Luat & California yéu ciu
cac cu dan trong vién duéng lao ding thanh tra vién vién dwéng 140 lam nhan chéng bd sung trong Chi Thi Chdm Séc Strc Khde Nang
Cao (AHCD).

(FOR CALIFORNIA SKILLED NURSING FACILITY RESIDENTS ONLY)

(STATEMENT OF THE 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.")

Chir ky cta thanh tra vién: Ngay:

(Signature of ombudsman:) (Date:)

Tén Viét Béng Chi In Hoa:

(Print name:)

4 IV\A (o1 A T6i chon mot NOTARY PUBLIC thay vi hai nhan chieng. A notary public or other officer

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

the document to which this certificate
is attached, and not the truthfulness,
accuracy, or validity of that document.

State of California, County of:

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)
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Chi Thi Cham Séc Strc Khée Nang Cao (Advanced Health Care Directive, AHCD) CALIFORNIA

(Advance Health Care Directive (AHCD)) (CALIFORNIA)
Tén cua toi:

(My first name:)

Ho cua t6i:

(My last name:) KP use: patient label

S6 ho so'y té cua toi:
(My medical record number:)

Cac Bwoc Tiép Theo

Giir ban géc.

Pwa ban sao cho (nhirng) ngwei dai dién cham séc sirc khée cua quy vi.

Mang ban sao dén cudc hen tiép theo vé&i Kaiser Permanente HOAC

Gwi ban sao qua dwéng bwu dién téi: Kaiser Permanente Central Scanning, 1011 S. East Street, Anaheim, CA 92805, HOAC

glri ban sao qua email t&i: SCALCentralized-Scanning-Center@kp.org

N6i chuyén véi ngwei dai dién chiam séc sirc khée clia quy vi vé gia tri, niém tin va lwa chon wu tién vé cham séc strc khde

cta quy vi. St dung AHCD ctia quy vi lam chi d&n cho cudc thao luan va dadm bao ring ho cé thé dam nhan vai trd nay. Birng quén

cho ngwi than, gia dinh va ban bé than thiét cla quy vi biét vé nhirng ngwdi quy vi chon lam ngudi dai dién chdm soc strc

khée, Iwa chon wu tién cham soc strc khde ctia quy vi va ly do cho nhirng Iwa chon dé.

[0 Mang theo AHCD ctia quy vi cuing vé&i quy vi. Néu quy vi dén bénh vién hodc nha dwéng ldo, hdy mang theo ban sao ctia AHCD
cla quy vi va yéu cau dwa van ban nay vao ho so' y té clia quy vi.

Quy vi c6 thé hiy hodc thay ddi BAT KY lwa chon ndo trong AHCD ctia minh vao bét ky thoi didm ndo. Khi cudc ddi hodc strc khde ciia

quy vi cé thay ddi, quy vi co thé thay ddi ngudi dai dién va lwa chon wu tién bing cach hoan thanh mét tai liéu mai hodc truc tiép thong

bao cho bac s clia quy vi.

O OOodod
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