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(CALIFORNIA) (Advance Health Care Directive (AHCD))
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(My date of birth:)
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(My medlcal 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.)
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Step 1 . (Choose a health care agent (decision maker). You can also choose an alternate agent if you want one.)
98 Lasall 13a
(This person is:)
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(18 or older and knows your values and beliefs well)
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(willing and able to do this for you)
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(willing to honor your preferences even if they are d|ﬁerent from their own)
Aleyll el pady 3l dmuall Gleyll 56 5T Gananio sl gl b Guuds ®

(not your doctor or another health care professional who is caring for you)
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(relationship:) (I choose:)
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(email:) (phone number:)
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(as my health care agent to make health care decisions for me if I'm not able to make them for myself.)
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(relationship:) (I choose:)
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(email:) (phone number:)
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(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.)
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Step 2: (Give guidance to my health care agent and care team. Choose ONE box only:)
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(If I have an |IIness that is not curable and W|II result in my death in a short tlme)
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(ORI become unconscious, and my doctors do not thlnk 1 will |mprove)
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(OR the likely risks and burdens of treatment would outweigh the expected benefits...)
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(I want to be kept alive as long as possible within the limits of generally accepted health care standards.)
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(I do not want my life to be prolonged. | would stop treatments to keep me alive or not start them.)
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i (I"am not sure which statements | most a"gree with. | trust my health care agent to do what is best for me.)
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(Is there anything else your care team should know about you or your medical preferences?)
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Step 3: (Sign the form below. Ask either TWO witnesses (Option 1) OR a notary public (Option 2) to also sign.)
(My name (please F;rint):)
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(Date:) (My signature:)
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(CALIFORNIA) (Advance Health Care Directive (AHCD))
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(My first name:)
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(My medical record number: )
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Option 1: (choose WO WITNESSES.)
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(ALL WITNESSES MUST READ AND ACCEPT ALL THESE REQUIREMENTS)
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(I declare under penalty of perjury under the laws of California that:)
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(I am at least 18 years old;)
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(I am not a person appointed as agent by this Advance Health Care Directive;)
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(only one of the witnesses can be family related;)
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(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;)
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(the individual signed or acknowledged this Advance Health Care Directive in my presence;)
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(the individual appears to be of sound mind and under no duress, fraud, or undue influence;)
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(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)
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(WITNESS NUMBER ONE:)
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(Signature:) (Print name:)
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(WITNESS NUMBER TWO:)
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Date:) (Address:)
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(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.)

:@uBoill :g.uil ey

(Signature:) rint Name:)
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(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.")
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(Date:) (Signature of ombudsman:)
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(Print name:)
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(My medical record number:)
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A notary public or other officer A
Option 2 : (ichoose a NOTARY PUBLIC instead of two witnesses.)

completing this certificate verifies only

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)
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320U d3uss Juwyl ol ,Kaiser Permanente Central Scanning, 1011 S. East Street, Anaheim, CA 92805 1] 30y dauwlgs (PPRYY
SCALCentralized-Scanning-Center@kp.org :J| (g3

35bg &lmall auzgid ey Goll AHCD pasicsl dsmaall Bleyll (18 clidluaily il aiiosy clasd Jo> dumall wlisls, (355) JiSo Il 235
o Log wtly Goladl dmall dleyll JiSy 095 45151y Gappdiall Wlildaoly whibileg <liliol)ls] (o ST el gy alill Lle 4538 (o
13lalg wmall dleyll 9 elidluads

ol el 9 Lgaadg calblg el Golsdl AHCD (yo & 35 wdaley 1 of Gadiiuse ] caud 13] leo el yolidl AHCD 35 [

U.C.Lb)l.uo_c.:ggb)ngth.l.aSgy.wc_l.&m ;lMgh_bl.ous)g.oﬁl).&J&o LAgdl&AHCD&Lb')L;O‘UALﬁ)USJ9|;L9J|LLSAJ D
Laaisus el 5L of 332 e JlaSiuwl 1,b

[ I

]

8% KAISER PERMANENTE. 303



mailto:SCALCentralized-Scanning-Center@kp.org

	(AHCD) توجيه الرعاية الصحية المسبق
	اوطخلة 2 :ميدقت هيجوتلا ليكول رلاةياع ةيحصلا قيرفو ريتياع .رتخا اعبرم ادًحاو طقف:
	اوطخلة 3:  قوع لانمجذو ندأها .ابلط نم اشدهني( اايخلر 1 )وأ( notary public اايخلر 2 )اوتلعيق يأضًًا.
	اايخلر 1   راتخأ نيدهاش.
	اايخلر 2   انأ راتخأ  PUBLICYARTNO لادب نع نيدهاشلا.
	اوطخلات ااتلةيل:


	Casilla de verificación 24: Off
	اسمي الأول:: 
	اسمي عائلتي:: 
	تاريخ ميلادي: 
	تاريخ ميلادي_1: 
	تاريخ ميلادي_2: 
	رقم سجلي الطبي:: 
	الصلة:: 
	رقم الهاتف:: 
	البريدً الإلكتروني:: 
	احتفظ بالنسخة الأصلية: Off
	أعط نسخا إلى وكيل (وكلاء) الرعاية الصحية الخاص بك: Off
	أرسلها بواسطة لبريد إلى: Kaiser Permanente Central Scanning, 1011 S: 
	 East Street, Anaheim, CA 92805 , أو أرسل نسخة بالبريد الإلكتروني إلى:: Off

	تحدًث إلى وكيل )وكلاء( رعايتك الصحية حول قيمك ومعتقدًاتك وتفضيلاتك في الرعاية الصحية: 
	 استخدًم AHCD الخاص بك لتوجيه المحادثة وتأكدً من قدًرته على القيام بهذا الدًور: 
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	اسمي الأول_66: 
	اسم عائلتي:_56: 
	رقم سجلي الطبي:_453: 
	State of California, County of:: 
	On: 
	before me: 
	personally appeared: 


