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(After death, my preferences for how | want my body to be treated

[autopsy, funeral, memorial, burial, or any religious or spiritual traditions]

are listed below.)
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(Upon my death, | want to donate my organs, tissues, and/or body parts.

Choose one option for organ donation.)
Owms/me (Yes)
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(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.)

GrutaiEsmuiiugAchms

(Choose as many as you want)
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(I want to donate my organs, tissues, and/or body parts for:)

d missmauswing umem U mapgnighi

(Tra nspla"nt) (Research)
d minpmes O mundi
(Therapy) (Education)
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(I want to restrict my donation of organs, tissues, and/or body parts as indicated
below:)

is (No)

g8sgnes (I'm not sure)
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(If 1 leave this part blank, it is not a refusal to donate my organs, tissues,
and/or body parts. 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.)
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(Making this document legally valid)
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(If you are physically unable to sign any mark you make that you intend to be
your signature is acceptable.)
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fnnjSyws: (Witness number one:)
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niguuel (Signature) muligs (Date)

anAjSiis (Witness number two):
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HIUWwgF1s  (Address)

wigver (Signature) Auuligs (Date)
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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)
mimnmuavisy uasanaEiuEUanAjiieias (Special witness requirement)
°L_'a“‘"“m§"““ waisBgnmyntifisighsanaigsitinvmsinm ygaaguiumugnil ys(§
IslgRuaANuins udhian (gitagen g e aighmidn ey
vISuS1tN4 .
> (If you 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 I am
serving as a witness as required by Section 4675 of the California Probate Code.

unguuel (Signature) /Tl[UUfigS (Date)
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