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(Choosing My Health Care Agent[s] [Decision Maker])
ELEEMAIEE R EENFEA » UEREEBITIFHEREEIERRE » ABRIFLARSRK °

S1388Mn
EELR
fEERFEIRMCIEA -
RSS2
HAOZEHES
AMUEAP > T E
SHECREES
2R e
Lp s A81T
TELHIRER o

EAETRAIEERE
EREA?

H3E > H24H
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2% (Full Name):

B0 4R S (Medical Record #):
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BHNER (XB) EREEEREA
(My Primary [main] health care agent):
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(Mailing address)
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(Primary phone)

SR
(Secondary phone)
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(Email)
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2% (Full Name):
BRSO B4R SR (Medical Record #):

AR ERANBERERBEAELE CNREEIERTR » RARNRIEBEARRE
[EEFRLE AERY o
BRTE TR —EEEPIREE XU
(Please mark an “X” to select one of the following:)
Q AANTBIES » TERAAEEFLHATER > HOLIBAT SHBEN »

(I understand and accept that my agent will become active when
| can no longer make my own decisions, OR)

Q A MEARIBIEABR SFAERE » BMEARANBRNER LA B CHURE

(I prefer that my agent make decisions on my behalf immediately,
even though | am currently able to make my own decisions)

FsE: RENIEAREESREHE » BITEIERERE HEREERR ~ BELEEL
BIERIERT » RIEBAISERWHEE o
(Note: If your agent is a spouse or domestic partner, the agent designation

is revoked in the event of a dissolution, annulment, or termination of
the marriage or domestic partnership).
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BRSO B4R SR (Medical Record #):
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ERE > WERL N ALERNE —MNE ZIBA 2REREAIEA o

BRI EEEEAEA

(First Alternate health care agent):

2H
(Full name)

EILER
(Relationship)
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(Mailing address)
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TEE; BREs

(Primary phone) (Secondary phone)

BT
(Email)
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BIE(IEREEEAEA

(Second Alternate health care agent)
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2% (Full Name):

B0 4R S (Medical Record #):

MRFEEHEEFERIBAREERES > RAFEE TEREEFRERRIE
ANARANENREEIERE ©

(If I wish to limit my health care agent’s authority, | will write below what health care
decisions I DO NOT want my agent to make)

Kﬁﬁﬁ?ﬁ?@%ﬁﬁ*%%ﬁ%ﬁﬁﬁA@ﬁ@%%ﬂ%iZEﬁAi%ﬁ
=7 (WmA) o

(I will also write below the names of any individuals, if any, who I DO NOT want to
make health care decisions for me.)



2% (Full Name):

BRSO B4R SR (Medical Record #):

HEVIEZFS(D

(My Values & Beliefs)

s Eﬁﬁ%ﬁﬁ)\/uqﬂE’JEE%E%E%&?EEﬁB\ BENER - BRFSAAN BRI DI EERN
E=8

THRNRENNECEEENSEENES » B TN RISy
B oBR(S HEASETHRE - HRRNEEEEREA GREE) M= TRENESY
= e FR TR SN &ﬁ‘lﬁﬁﬁ%’%igﬂg$ ’ EJ*%EEEEE °
BO=0 08 pueas smpmEanEE s SIREehEEENEE  EENEEER

RELRET 7K - N &
fommeme  BHREAE  URREENES - RBBSSRNESIERASNERERMNERE

=15 - 181878 FEIEAY o

ELEEE  RA

TP B B AR (I will share some things about myself, such as what is most important in my life,
A ER A what living well means to me, and what abilities | value. | will also share how my
HISR3RSY © belief system may influence my health care.)
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2% (Full Name):

B0 4R S (Medical Record #):

BUFIAEMREAT N ETE St
1. H3REE > THIREHBHOERFEIREE :

(1. For me to live well, the following matter most to me:)

a

a

BIFRE 2 AHERDE « (RIFHE
(Spending time and connecting with loved ones)
HE2MRE
(Making my own decisions)
EITEERNBE
(Communicating meaningfully)
RIFES
(Being physically active)
PR
(Recognizing friends and family)
2HEMREH
(Being socially active)
BEEE
(Living independently)
BEREHECER
(Feeding myself without assistance)
BEEETRNERE (kZ - FK)
(Taking care of my personal hygiene [bathing, dressing myself])
EREE
(Living in my home)
SINTEN/ETEE
(Working and/or volunteering)
2HE BRSNS EBES)
(Participating in hobbies or interests)
EERNBHREIIH/ERE
(Honoring my spiritual beliefs and/or religion)
Hith (ETAHFNBESIE)
(Other [say more below])
BT - REEME. ..

(It also matters to me that...)
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£ > BEB&H
BRILL SR AR
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2% (Full Name):

BRSO B4R SR (Medical Record #):

2. EMERAMERERE1PHENEEREREE - HNERNETEERNSE
1% > Rt EHARE o

(2. This is WHY the choices | made in Question 1 matter to me. | will also
share additional thoughts about what brings meaning to my life).

BEEFBATEHECEE?
(Why are these important to you?)

3. HAAE ~ FBMZHE « REH/HEMRARNARZERNVEREZERE ? BH
REZEE?

(3. How does my culture, spirituality, religion, and/or belief system
influence my health care decisions? How important is this to me?)

HIHKE > EBHE. ..

(It is important to me that...)
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B0 4R S (Medical Record #):

BEER R REIR (YT

(Choosing My Health Care Preferences)

HEER DA SR28RSY © ARSI RASIMMHE R T AV RYT > MIRME A PR EREIDATLHT
PREVESpMERT T AFE I ARAE B TRV Eop » AR RIF R At 155 | B E R R BRE iiﬁiikﬁﬁf’ﬁﬁ

RIE ©

S35

ESEFEN] o
BREF-IEE<
TR - BRH
HERERRITTE (2R
RAFHIERA > LU
PTG ERAR R
RNAFFEIEL

= LI

TERERMERTA

¥aE ?

F128H > #2480

X AR BRI R R

YR EA(ELL R REIERE N B BEIRENE b 45T A ST RAERTRAE S -
BRERENEREENEAR TR EARERNERERRLT -

BHER AN EMBEBRLERE - L AEREMRER > thfISSRa0E

SRS « REREERRFURBEAAEZE

EpE

P BIBEAEC PN RERZERYT 0 CHREEEAEBEARBERIU
EREAIBABRIFLRE » MAREBIFA ~ REREEFLHIRTE o 5 R EHIAE

AR BEFHEH RIS RSN o

E RUERTTT ATEIE R FEFR A W RE A HE RIS E sr R RGS R « sRIBEEY) -

BLEN

JRIA °

AFEIBREAMEE » W HEE AR EE R RE B AR R

EmMER T ASE AL TRIE

1ILiFfE%E (Cardiopulmonary resuscitation, CPR) : {1R &9 0\BkEL
ILIREBIMZLE > BB EMINGEE IK@‘hE’J/L\EJL o

EAITIREE @ (ECRIFHERNE LEE(ERs > LI ESsEE BN ITITIR - BB 0
ESEANTIOBA—REEETIRE - EES —nEEE XIS °

B . TREALFETEE  2ARNASBRRMRERY (E8) W
BEOET L c TEEEIAEBABHBRYNE S BERRHXEUL
B ©

B&Eh : TR EEILERR > ILias rI ARG MR T AIEEY)

o I B 56 FE IR R An A TR R ¢ EULIBIEH » MRSMEREEEIB
HBALFEFRIRESEERBEELCHNMRR o
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2% (Full Name):

B0 4R S (Medical Record #):

RAEGBE TRESERNAEN > FERUTEE (AIUEETHERHEN
gES) o

A. R EIEENERE LRI E dp 4457 AFEH > AR HAAE

(A. | would decline or stop life sustaining interventions if | was not able to):

0 BCMARE
(Make my own decisions)
Q ETEERNER
(Communicate meaningfully)
Q MSTHEAK
(Recognize friends and family)
Q BREEPHERTEHCSER
(Feed myself without assistance or tube feeding)
Q0 B2ETEAETZ (fF - 1K)
(Take care of my personal hygiene [bathing, dressing myself])
Q 2HEHAEFEE
(Engage with the community)
BEREHELANES  FrEEREEIERERFEZRUTEIE .

B EREIENIEAEEHERARKMEERERE - BARENEEIRN RN
SEEREREIECHARE » EARERNEGERNTARBRERRNES -
FapiEF N ATBESE | CPR ~ AR « Bt ~ B&EN ~ s A MK
mF o

(My health care agent is being asked to make medical decisions for me
because a serious medical event, iliness, or injury has left me unable to
make my own decisions and life sustaining interventions are needed to
keep me alive. Life sustaining interventions include: CPR, ventilator, tube feeding,
dialysis, blood transfusions or blood products, etc.).



2% (Full Name):
B0 4R S (Medical Record #):

B. ZEF MR RABRENEIRR - LA T ETH o HN SRR LT

TEFRAERT SEEIES I RIE(E o
Al sER AR
CBE2EmRE (B. I have advanced dementia or severe brain damage that is not expected
Z N o BEEH to get better. | am not able to function in a way that is acceptable to me.)
EREHAIEA
OVETEYNER “H A =
RGBS iﬁ\ igﬂ']fi *MI =i : d beliefs:
i (Based on my values and beliefs:)
| BRI RS R A o BE RS RS N
AFET o

(I do not want any life-sustaining interventions. | would either stop or
not start life sustaining interventions.)

[ ossmEneis  RAREMG ciEe@ES S ot AL o

(I would want life-sustaining interventions to start or continue, as
long as medically appropriate.)

[ osumstaE  BROSZARE SIS EH 0 A o BEER
o ESRERY N A

(I want a limited trial of life-sustaining interventions, as long as
medically appropriate. Typically, a trial is less than two weeks.)

HHEARKENRITZE. EA...

(My preferences for a trial period are...because...)

F148H » #2485



BENFEER
Bl R] SE B
O ~ B BEAN A
BRI o

EEZAp R
BRNBER TEE -
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2% (Full Name):

B0 4R S (Medical Record #):

C. REABRENKENER - Y AZFRIGEAKE

TSR AE R EBE S B S NEE ©

(C. I have a serious, progressing illness that is nearing its final stage.
| am not able to function in a way that is acceptable to me.)

XAV ZHIE :

[ B E s e S A © B e EEE I R o0
A& ©
(I do not want any life-sustaining interventions. | would either stop
or not start life sustaining interventions.)

[ o=mmstes  BAREMEG oS BEESEH07 AL

(I would want life-sustaining interventions to start or continue,
as long as medically appropriate.)

[ ] amsmmeraE  BMBSERE S S0 0 A IS o BRIER
T SRRV NI A o
(I want a limited trial of life-sustaining interventions, as long as
medically appropriate. Typically, a trial is less than two weeks.

HHEFRKBENRETE.. B5...

(My preferences for a trial period are...because...)

WNRIFABEINE thf2BREIRIRYTF > HEEFKRIE « FHEHEASNEFREZRE
{EfRIAEFE BT AR » TR TERPBELEREIAS ©

(If I want to add any additional health care preferences, or if | wish to

limit any life sustaining interventions because of my cultural, religious,

or personal beliefs, | will write these limitation(s) in the space below.)

.. RA...

(I want...because...)
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2% (Full Name):

B0 4R S (Medical Record #):

ETHEEURMNEFE R TEEEERN A RN AR S
(EEBAREHEE) o

.......... B4R 5 A e i = i R B o i B i iE = Kaiser Permanentelfli&
BHAR -
(I DECLINE blood transfusions or blood products and will fill out
the Kaiser Permanente Blood Declaration form.)

.......... FAE48 {55 FA a0 3 I &R B an i B 3 B £ 1E 5 Kaiser Permanentelill
REIRE o

(I DECLINE blood transfusions or blood products and | have
completed a Kaiser Permanente Blood Declaration form.)

MRIEEFBHEBRENFFELHR > LHZHERGEARR » FEGHE
A RRBEBGTRIERS (EnERDEENELEIES) (Physician Orders for
Life-Sustaining Treatment, POLST) °
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2% (Full Name):
BRSO B4R SR (Medical Record #):

UEAEATCRBONUTRD | SUEIALEBOHENIL  LEOFENEE - RSHAL
EH o CHEI LR H S B BRERLT o

B4t n

SR HREE
BRI IR
2 BER BB
TARE22 NEIB
JRUERZE ~ R AR
TERE.

FHEIEAEER
RERETZHE
(BIgn » KR~
=i~ R
FUIREEIERE) o

F17H » #2485

R EHSHRSHEEENRT - SAMRENHRBF RURESIENAE
RE - MRELEEANLCHED > FIE—RMEBRECHEZE > CRU2ZRE
RUSE28R 5} : FAVERZHME( -

A5 NRTLOZEEREER#BENEELEEINEE » Ao TIRIENEELA
BUEETTIES

1. MRBNVEGRERER - REZXFABZAERHUTERVEE (i -
@R - BHXE - ARG - 5% - BY  BYS)

(1. If | am at the end of my life, | want my loved ones to know that | would
like the following around me [for example, rituals, spiritual support, people,
music, food, pets, etc.]:)

HHIREFZ...

(My preferences are...)

2. EHEME UTERFEZHEERIRAR (e LSEX - TH > sHft
THHBFRER) R -

(2. After death, my preferences for how | want my body to be treated
[funeral, memorial, burial, or any other religious or spiritual traditions]

are listed below.)

AR Z...

(My preferences are...)



HEE - HEM/SE
fth S BEER I $RAERY

fRYF ©
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2% (Full Name):
B0 4R S (Medical Record #):

EE—EREEEEE o
3. EREME > BRZBWERMERE  HMM /s H thFRSEB(I -
(3. Upon my death, | want to donate my organs, tissues, and/or body parts.)

Q=2

(Yes)

FIBRE FMAE 0 BiaITRSENS | BERT E M ARV HREIE
RYF EAEEE » BERERNBEREEREARRSET A/ ST
AIBIEERIRIERE ~ MBI/ E M SRS S ERENEE T BB IR R ©

(By checking the box above, and regardless of my choice in Part 3:
Choosing My Health Care Preferences for End of Life, | authorize my
health care agent to consent to any temporary medical procedure necessary
solely to evaluate and/or maintain my organs, tissues, and/or body parts for
purposes of donation.)

FIERAIGEEARVEIR ©

(Choose as many options as applies:)
RAZIRERNSEE A/ E M SR AFUATER !

| want to donate my organs, tissues, and/or body parts for the following
purposes:

Q #%iE
(Transplant)

Q A
(Therapy)

Q HE
(Research)

aQ #BE
(Education)
BRAERIGEBHEE ~ ABEAN/SE M SRS RGIN AT AE !
| want to restrict my donation of organs, tissues, and/or body parts as
indicated below:

PR ERRS...

(I would like to restrict...)

S
(No)
N

(’m not sure)



2% (Full Name):
BRSO B4R SR (Medical Record #):

MRBEETDER > BIRAEFEBIRERBVBRE -

(If 1 leave this part blank, it is not a refusal to donate my organs.)

EZERBEMNBENIREESTK > & > NRAEH > TR 1 DRERBVEESE ]
BYRIRE A AR R B B IR EIREE - NMRAISPABEREEMIRA » FEERIIIMNE
BAFTERENEAKRRIFLILERE -

(My state-authorized donor registration should be followed, or, if none, my legally
recognized decision maker listed in Part 1 may make a donation upon my death.

If no health care agent is named, | acknowledge that California law permits an
authorized individual to make such a decision on my behalf.)

198 » #2480



2% (Full Name):

B0 4R S (Medical Record #):

REMXHAREENN
(Making This Document Legally Valid)

EEMNERECHEESERIBETINMNER Z2M] - MRCBEZBBEREZENT] > (1) BHEARE
RIAEH (QWERRREAELETAMAIERSED

5—1AAHCD °

& R ARERER > WERENTHP—IE » FREAXGEMFEEEMNARER
5885 27 o
RESERERE S )
LEERIGESE L :
AHCDLEE TR | MBREA | NOTARY PUBLIC
ELOSEE oo smmAREEEE | o CRAENOTARY PUBLIC
& B EE MERR (MR - WRHUgy ERIEEE AR o
mefenEy . 0 &) CWAERRESCEE 1 o NOTARY PUBLICETES
CHEES Al —Z D IEE © OAE FEE o

o THXERRERALIEAUL |
RigbERERREARE 5
URFBANGHESR o P

o THREXENENEER
BUREBANSIESR -

o [G1ERBAEBIZZIHERD
TRZER °

o HEEABIEF21ESEZ o

RS o BHES
(My Signature)
BHEE | ATH & N\ Rttt E
=] =] .
FASHETEINF (My name printed)

BEEMNEEE
B EiEY

RRAXHRE
RERAE - et 0F =k:
(My Signature) (Dén‘e)

MRGHBBERE LSS HAURBEAREZEZHRIITOES °
(If you are physically unable to sign, any mark you make that you intend to be
your signature is acceptable.)

$20H » $#24H RAEEERT R > UTHEREMARER -



REANMES -

sEsR(E » 1M
BRI AR
BRARBA -

REBA2ER ©

$E21H » #2485

2% (Full Name):

B EEC 4R S (Medical Record #):

REEMBREA > MRS ERERYT

REAEA  FAZZANT - EFTE > BRI EFRUGEFIRRES -

(1) AARHRZBUARUILNBELSERUBBHIA L » B ILLACSBIBAEEE

M ANZRT &9 %)ﬁAETKAT%mERT 2B WAGIIL BESEERIL

@Em()ﬁAU%@ VRBREIBE - HEERAERNRE ; (4) EARZUEN

BEFERYBRREERNREA Mﬁ(ﬁﬁk?mﬁkmﬁﬁﬁ% IEAPREES

%WEE\ﬁEﬁﬁ LIRS EE  HEEEREEENES - EFAETHE
RIS EE » WEFAETERERIECGESENES -

RiEA1:

(Witness number one:)

s
(Name)

Hhak
(Address)

= =L
(Signature) (Date)

RiEA2:

(Witness number two:)

e
(Name)

ik
(Address)

= HEA
(Signature) (Date)



RIRAERE
THREBATZ
— A SREAER
BRAE o

3228 » #2448

2% (Full Name):

BRSO B4R SR (Medical Record #):

REAWHTEA : tARBZIAREDE-ANEESEUTER | FAHTTEA
T BBEFE > FEERMMERUAESRERES | A\ ESZELABESTTELKE
EEMA LW ~ WFHESUCER % > MEMAARTA > IRIBFRAEREIOEE
EE » RABERESIASHENERDEE -

Additional Statement of Witnesses: At least one of the above withesses 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 his or
her death under a will now existing or by operation of law.

= HEA
(Signature) (Date)



EEZEp Rl
BRNBERTESR -

3523E » #2448

2% (Full Name):

BRSO B4R SR (Medical Record #):

AR B8 AR TRER
MRECREEFFZERIEIVRBA - BARKIKFEBEENRARZZUT
= GEI

(Special Witness Requirement)

(If you are a patient in a skilled nursing facility, the patient advocate or
ombudsman must sign the following statement.)
BARRVIGFEFFEER | KAALZHRNT > EETE - BRMMNER
DUssE TR RRE] | AABINEFEEHEBIEEN B AR HEIERS
BRE INEBSNEE) HA675FREREREBA

(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.)

R =L
(Signature) (Date)




2% (Full Name):

B0 4R S (Medical Record #):
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ACKNOWLEDGMENT

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.

State of California,
County of

On before me,
(insert name and title of the officer)

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 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)
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