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LIFE CAREARE]

FRAVEE G - FRAVEEEE - FAE

24 (Full name) :
EX R 354552 (Medical Record #) :

ES (Introduction)

EERE T AN SRR N RS - BEEAET - BhORE AR -
fREREEN A BT MR E ((FAEHY " (@ AEA ) - 5
RALA R R R B BT 0 50
faE (e QR H e (A R S aEst -

BBy B A5 R A -

BB R CRETNVE SO T

BBy R A R (R A E AT -

SBIUERyE CH AR ER 155 [ AMHE -

BRI E B E RSN E A AR -

B E B I R B RR R B A S R S A R
TR DR B O BRI S BRI E S P 2 i SR B RN E - SR EIRVERE -

ENEESEE USRI RIH RN RSB ERUTE S S A E - SRS B -
WERETERCH B RIS ERIEEN > S5EE kS - SRR SRTHIREEE -

24 (Full name) :
EXPR 055505 (Medical Record number) :

Hi4: H#H (Date of birth) :

27l (Mailing address) :

{¥:5¢ &% (Home phone) F-#% (Cell phone) :
T/E%EzE (Work phone) : BEHHE (Email)
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GAH%H 24 (Full name) :
LIFE EE U %4595 (Medical Record #) :

AR - SRR - Jea s

F—EHy - REVEEEEAE A (My Health Care Agent)

B (RPN -

BEFERL( B - S B S BB ISHYB B NI BE S, - 3l H RESIAT 42 BRI LN EE A ERI A » —H
%:gﬁ@%ﬁ%@ﬁf_@/k * SR LT R B S i A B AL G H R - 0 H GEE A PR A CR A
WMRPETEFRIZLRATEFAEREEAE > SRRV IRESE R E A R B U R E » K
BEELUT AL Rt e R E - ™

A EREEE AP A R B E AR S BAEAS A P IR RIEEE (CG5R ) REFTRIERIREY
%TEE%JE?]%%LXL%%#E’J‘%%T » BV AR R (B AR T > s B AT
E’Ei( I ?E?\ N ;‘ N °

APNESZ WA PAE LA R E B U B BHA SR T TR E » P (g R s B QA S 3
LB TIE P BRSO S B R P B 2 FE RIS 1 I

R T EEEEHE R A (My primary health care agent) :

44 (Full name) :
EATRARE (% (Relationship to me) :

£ &EEE (Home phone) : F-#% (Cell phone) :
T{FEEsE (Work phone) : BHEHHE (Email)

2 HhE (Mailing address) :

* PRI (e B R B R R R TR AR A F B M R A R L R R A R
A o VA AN ARE S B2 HE AT @B - e GE T s B Ry B 1 - BRIEZ A BT A
& ~ REUCE R (R - LB BRIV E S EE AR [ -

REE S e ?
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44 (Full name) :

ExFR2 %4557 (Medical Record #) :

WERICHUH £ R AR - s HAY EEAE AR - A restt it B FERA AR
PRSI E - BARE DL N AR TS —IRAL A -

E—Efr {2 EE A (First alternate health care agent) :
444 (Full name) :
EATLAYRE % (Relationship to me) :

¥ &5h (Home phone) : F-#% (Cell phone) :
T {E&Ez=E (Work phone) : BB EHHE (Email)

F 27 (Mailing address) :

R IEUH LH B — RO R ABIIZRE - SO A EEANSE —IRAL AT AR ~ AREstHiN &R
PR T 05 Ry PR HH (R B A - BAEE LA N AL U35 ZIRAL B -

B _EAL R ERE A (Second alternate health care agent) :

424 (Full name) :

EATR I RE 4 (Relationship to me) :
{£2¢ 5% (Home phone) : F% (Cell phone) :
T {E=EzE (Work phone) : BEHHE (Email)

2L (Mailing address)

fepE T CE A HE ] (Powers of my health care agent) :
BRIEEIAEIRT - FRVEFEEEAE ARG LU TAETART] (Unless | limit my agent’s authority,

my health care agent has all of the following powers) :

A. A RREEEREEAAE - SURARRER - SRR T E - EEARREM - e
e (S ap R IR TEH A E - BRATEE (BY) ~ MK OKfy) LR ORE R -

B. JE LR L ~ PrIESEA AR B it ek -

C. FEHSLRZ AR EN R ERAVER (ERmEEHNESEREE) -

Document type: Advance Directive Description: Advance Directive Signed On




GAW 44 (Full name) :
s, EE U %4595 (Medical Record #) :

Pt - TREIRE - JRAiEa

SBAELE R I CEE A FLNE S L AT e BB IR - (131 » S5 m] DI A 7 e A AR S
FARTE o St A IR E A7 AT ATEA ML ATE - ) LBERF LI5S EH - (Please provide
any additional comments or restrictions to your agent’s authority here. [For example, you may name
people you would not want involved in medical decisions on your behalf. You may also specify
decisions you would not want your agent to make.] Attach additional page[s] if necessary.)

iR EH A AEHA$ST~ (Additional health care agent instructions) :

RS E AN EELL N7 - 351715 T 4] - (Check the box or boxes below, if you want
your agent to follow these instructions.)

O BNE B EER N BB B0 E fERA (AR ~ R Ess 1L - Bl St N QEGEE (ETerI EE
EHMAH A - (I want my agent to continue as my health care agent even if a dissolution,
annulment, or termination of our marriage or domestic partnership has been completed.)

D BEEREEE CHUAEBERER R - BlhmZAE AR S R FEEEIAE - (| want
my agent to immediately begin making health care decisions for me even if | am able to
decide or speak for myself.)

BEESHENS ?
kp.org/lifecareplan
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244 (Full name) :

Ex gl $E4m5% (Medical Record #) :

T4y - REVESR{ES (My Values and Beliefs)
A LE AV ANGRASIEIRAVES » DUEHE RS TR B NLURFR O Z PRI BTE U LE -

Fo T RBIRAUE (T TER R B - R G R — RN AR - G EE DN > P EIHE
Mz AR REE TS - P BE ST ERAER NEEHRAER A EAER

1. WRBSTARN BIF » BREHMELTES (If | were having a good day, | would be doing the following) :

2. BRI EENYE (What matters most to me is) :

3. MREBRMEEMBIATER - A EESIE T (Life would no longer be worth living if | were not able to) :

4. SEZ BB IR A (Religious or spiritual traditions) :

FfE% (I am of the) B 2

(E(/ZEEE#E ) (faith, and am a member of [faith/spiritual community]) FYE¢ & » EE (3R ) (C|ty)
» (EEEETRHS ) (phone #)
YRR ERECHEEIE T B EACHE @A™ (I would like my agent to notify them if | am seriously ill

or dying) - A HJAE > WA EIRIVESA L N2k (KE ~ T2 - (%) (I would like to include in my
funeral, if possible, the following [people, music, rituals, etc.]) :

QA BRREEN T EEEZIRT] - (I have no specific religious or spiritual traditions.)
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IFE CAREI] 4 (Full nare)

Eiurad

Sl B e 824558 (Medical Record #)

BE=ERAy ~ FREVEESEEEIEET (My Health Care Instructions)

UIRCEFEN R HEF B - A EFEE B CEE SR I FIS LU AE - AR EH B e 5
G AEEN SRS EHIPES: » Mt/ atae B i & e ARz /2 7E (If you choose not to provide written
instructions, your health care agent will make decisions based on your spoken directions. If your directions are
unknown, your agent will make decisions based on what he or she believes is in your best interest, considering
your values) °

TEIRZEE LU NG TP T8 5 i & (L Ak 25k A B T TH58 38 B9 (F (In the situation below, we ask
you to consider a sudden unexpected event that leaves you unable to communicate for yourself) °

P A (T { G (TGRS T AR SE © FRAVRSAEMIPR{EEI PRI o B A5 LU RS » AR BB RREE
SR ALAREEANAE » B AR E - S SUFRMERFRAYENE (1 ask that my health care agent
represent my choices as detailed below, and that my doctors and health care team honor them. If my health care

agent or alternate agents are not available or are unable to make decisions on my behalf, this document represents
my wishes) °

1. EEA Y e R (Treatments to prolong life)
FHERPLLTEM (Consider the following situation) :
fmas A = Ahe HE (You have a sudden accident or stroke) e

BAEMECAIES - SANEEH CEMEGEEA - BASITIAE A R/EZR A - FHHIE
RHR A WA IEEERET) - R A F i AR 4R Ay Ay - IR s B BRBE » fEEMEEN N
1FS /E L ? (Doctors have determined you have a brain injury, leaving you unable to recog-
nize yourself or your loved ones. The doctors have told your agent and/or family that you are not
expected to recover these abilities. Life-sustaining treatments, such as a ventilator (i.e., breathing
machine), or a feeding tube, are required to keep you alive. In this situation what would you want?)

BEERRETE - W H (I would want to be kept comfortable and) :
L A 1 e A S SRR E - TR A A R L S R R

(I would want to STOP life-sustaining treatment. | realize this would probably lead
me to die sooner than if | were to continue treatment) -

M| WA A aniy et » (I would want to continue life-sustaining
treatments) -
A FEHL BN A DGR IS T © PIA o IR I AOUE T B B E a2
H#fH (Please provide any additional instructions about life-sustaining treatments. For example,

you may want to state a specific time period that you would want to be kept alive if there were no
improvement to your health) -

BE—IR

Document type: Advance Directive Description: Advance Directive Signed On




UFEC.AR% 244 (Full name) :

B A0 3% 4R9% (Medical Record #) :

Figmid: - FRITERR - IRAaET

2. ILFfifE#EfG (Cardiopulmonary resuscitation, CPR)

SRR SEEATY B A st B A ORI 2 1R R RS - P EIER B2 iR I BRR B {5 g i
45) ~ BEY) - EENITPRE -

TSR R A AT T AE RENT - /OB {EEEAT o] IR R d - (ER TR GRS L BIHTES
2 o ENERERVRC » S E %88 NEEDIETT LA R » SRS EE - M1/ ORf R LT -
AIRE SIS E BT ~ s - SABREAI S ARG - R R AR O R AT Y 541
& 0 35245 T CPR: Cardiopulmonary Resuscitation | 19/MFF -
WIFATA B CATAE Tl > S5 BB A 5 am X o] RE FR U E B Y H A S -

TR NP2 1 » R EREME 2 (In the event that your heart and breathing

stop, what would you want?)
[— (5 S A (TS DS 5 0 LT - (1 always want CPR attempted.)
SR R TS OB BT TR AT T LS 2835 T « (I never want CPR

attempted, but rather want to permit a natural death.)

J sem e st 0 I EET - Ik R SRINE A S E A ML T — ST
. (I want CPR attempted unless the doctor treating me determines any of the
—3g following:)
© RAVERECZ G AR AR - IREMEEIET 5 5
(I have an incurable illness or injury and am dying; or)
© WERFAYLBREITRAR E - IREUEHE GEAEERE 5 5
(I have no reasonable chance of survival if my heart or breathing stops; or)
WISRIRAY LB 1E » FREVIE SR HAY - 1 B T Bl & feis
BRI ©
(I have little chance of survival if my heart or breathing stops and the
k process of resuscitation would cause significant suffering.)

BEES B ?

kp.org/lifecareplan

WHITEUR - MR B2 OATE R - SRR EZ H heri3 522% - Saket Girotra, M.D. -

Brahmajee K. Nallamothu, M.D., M.P.H. ~ John A. Spertus, M.D., M.\PH.5 A &3 - (K AEERFEOBKE IEBIT{EEEES )
(Trends in Survival after In-Hospital Cardiac Arrest) ; (Frir&RHEEEEHAT]) (New England Journal of Medicine) #4367 :
H1912-1920 ; 2012411 H15H -
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= A DR 4 (Full name) :

N = Expr=roansE (Medical Record #) :

EVUE Sy ~ RNAZNER (TEEEHREE) (My Hopes and Wishes
[Optional])

1ERBE 2K BREFESEARNERGZSIITRELZRTR (8 - X - B%%) UABRFERE
fA[BRFET - (As I’'m nearing my death, | want my loved ones to know | would appreciate having
the following [prayers, rituals, music] and where | prefer to die:)

2. HAEFEMNEEE - (Other wishes/instructions:)

S.BEPM (WREIHEREMRL BB ATEAE) | (Organ donation [If you have no
preference, your agent may decide for you.))

0 FEHITK » HAZRYBATIRE - SR EMRE - RHIRER (55)  (Upon my death,

| want to donate my eyes, tissues, and any organs. My specific wishes [if any] are:)

O FERIEE - REFZHEW TMERE - S GBI - (Upon my death, | only wish to donate

the following organs, tissues, or body parts:)

O BAFLIEBHBRAIRER - 888 F/553E - (1 DO NOT want to donate my eyes, tissues, and/or
organs.)

Document type: Advance Directive Description: Advance Directive Signed On




24 (Full name) :

B A0 3% 4R% (Medical Record #) :

EIUEG - BRNAZNERE (FEFERAES) (My Hopes and Wishes
[Optional])

4 QREAHZ R R A > SRHELHHZEE ¢ (If you wish to donate your body for

research, arrangements must be made in advance:)
4H&B/1% #4718 (Organization/Institution Name) :
=L (Phone) :

Document type: Advance Directive Description: Advance Directive Signed On




‘.,—___-@-:x Y | /i\% (FuII name) .

idam BREC Bk 4wt (Medical Record #) -

BRI ~ FEEOHEREERT] (Making This Document Legally
Valid)

By T EGHY B FH TR EENINAAARERTT - W AR F 38N 2 A B A 2 e A TS »
AR, NP ER -

1B TR AL — A 4 A A (Notary Public)
(Two Witnesses)
Hrp— 4 H A R AR B AN NITITE
AEBIG (M - 1 I T
SR ) o R ) i
B —E S - © Bl MEST2HE B
(BBsEIE) -
s EAOE R AR n ;
BLUREANE S HL - © MER1ZHEERA
S R NI
BRI 4 -

A ER M E A -
AESE12E b -

BRI BB ARVEERIZESR (Special Witness Requirement)
MR AR E LB AR A - WEHRARRBHRGREBEEEZLITEH - (fyou

are a patient in a skilled nursing facility, the patient advocate or ombudsman must sign the
following statement.)

STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN:

| declare under penalty of perjury under the laws of California that | am a patient advocate
or an ombudsman as designated by the State Department of Aging and that | am serving
as a witness as required by Section 4675 of the California Probate Code.

Signature: Date:

Document type: Advance Directive Description: Advance Directive Signed On
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244 (Full name) :

B A0 3% 4R5% (Medical Record #) :

PEEEDREM L RBAFES (R RE—ATREEHBHG) » BEELABARRIES © ARE
HAABA - FBbiBER -

@ H% \EHH (Statement of Witnesses)

REARH  AANZBEWAT > EHAAE > B IONER U SRR -
» AR NS E B AR E RS AL - T AR A EER R REHE S -
- HENERAVHE S Ao A R E RS
- ABROE RS RZEE - RN ERE -
» RARAREEHAESEENREA -

« AR ARIPRESER ~ IEAREEENET - (HEEHRME T A ~ (HEEHR A T -
JEEE BT EE A > BUEEE R E T -

BB A1 (Witness Number One) :
TER54:44 (Print full name) :
Ml (Address) :
% % (Signature) : HEH (Date)

H#& A2 (Withess Number Two) :

TER54:44 (Print full name) :
Ml (Address) :
% % (Signature) : HEH (Date)

REANHETER © 20— RS AAFELITEXI H %2 L T Y] (ADDITIONAL STATEMENT
OF WITNESS: At least one of the witnesses must meet the following requirements and sign the following
declaration) :

RANWHAREHOT » BHARE » BHEIONNERLAE TR © R SEE AR T S
AN &% ~ AR SR R (% - T LR IRATAD - AR A BB SUAEHEE - RIS
NILARHIEA—F T E E -

ERE44 (Print full name)

%44 (Signature) :
H# (Date) :

Document type: Advance Directive Description: Advance Directive Signed On




44 (Full name) :
EX R $% 4555 (Medical Record #) :

%% (SIGNATURE)
HHYIEREYES (My name printed)
HH%+ (My Signature) : HHf (Date) :
WIRICABGAG IR A 54 - (B 5 EAERFRAVEE R A #2Z - (If you are physically

unable to sign, any mark you make that you intend to be your signature is acceptable.)

A notary public or other officer completing this certificate verifies only 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.

@ Notary Public ( A& A )

State of California

County of

on before me,
Date Name and Title of Officer

personally appeared

Name of Signer

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 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 (Seal)

Document type: Advance Directive Description: Advance Directive Signed On




244 (Full name) :

B A0 3% 4R% (Medical Record #) :

EANEy ~ REZVEE (Next Steps)

IHZEGEFEHTHILIRIEE R - BEZ PRI MR -

SEE
O BUTZEEHYAE A —EFEECEFEEEN (WREFIRYESE) - EM/REE CEEH

& R TEHRE R -

O BRI E e 2 B (B T REZEIPHY S ARIEREEE - W PR 2 R (R s B A
DURSEEH SRR Ryl

RELEIA -
0 GENVEFEEEAHE A -MEEESETHLRESEIA -
O AV EE i Kaiser Permanente A & i — {7 s & H LI E R B A -
O BECEH—GEIR  BUESSEEIHTT -
BB BT
0 ELEBEEEGEHER - B — RS SETHEEEIR - WK BUE R R T -
O FELEERIIHFIEING - SEEESET—(RIA -

TEFHER -
O FEL T ED, PER—IEER o SRR SRR ¢ (5 ¢ BISSCE R DRy
HRER

4 (Decade) - 55 1FAsA A\ Az H X— {40 -

FET (Death) - 5 & WA R A THUE -

BEZE (Divorce) — 5 & (IS B2 38 A HAM B AR S i B

2 (Diagnosis) - & & W52 7 B S AERS -

IR (Decline) - & A LRI B E TR ECEAL » LHE A EH0AH BN -
R EEE LS ¢

R E A AR E AL » SF AR R E SRS — (e EE H TS - JIg
TEHMREEA ~ RAREMATAFARIAR A - di45Kaiser Permanente—{7 &I 4 -

Document type: Advance Directive Description: Advance Directive Signed On




44 (Full name) :
EX R $% 4555 (Medical Record #) :

TR - JhrEl

B XFARIAREERSS ¢

TR FEEEAEA
24 (Full name) :

Bk (Telephone) :

F—IRfr RN
2% (Full name) :

EE&E (Telephone) :

5 RN T A A
24 (Full name) :

Bk (Telephone) :

PRIgESE&/ZAT
71 (Name) -

E&:E (Telephone) :

HAth, -
%4 (Name) :

Bk (Telephone) :

s E % 2 B R E TR S SR T — iz Kaiser PermanentefFF #i5 & —n EIIA
(Return a copy of your completed Advance Health Care Directive to any Kaiser Permanente
Health Education Department) -

Document type: Advance Directive Description: Advance Directive Signed On
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