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LIFE CARE planning

FuII name:
my vaIues my ch0|ces my care Medical record number:

F® Introduction

This advance health care directive lets you share your values, your choices, and your instructions about
your future health care. This form may be used to:

e Name someone you trust to make health care choices for you (your health care agent), OR
e Provide written instructions about your future health care, OR
* Both name a health care agent AND give written instructions for future health care.
Part 1 lets you name a health care agent.
Part 2 gives you a chance to share what is of great value to you.
Part 3 gives your agent written instructions about your future health care.
Part 4 guides your agent'’s decision-making by stating your hopes and wishes.
Part 5 makes your advance health care directive legally valid in the state of Maryland.
Part 6 prepares you to share your wishes and this record with others.
People with a terminal health condition can do an oral advance directive in the presence of an attending
physician or nurse practitioner and one witness.

This advance health care directive will replace any advance health care directive you have filled out

in the past. In the future, if you want to cancel or change your named agent, you must sign and date

a written cancellation, physically cancel or destroy your record, or direct someone to do so in your
presence, orally express your wishes to cancel the document to a health care provider and witness, or

execute a new advance directive. Your cancellation becomes effective when you tell your attending
physician.

Full name:

Medical record number: Date of birth:

Mailing address:

Home phone: Cell phone:

Work phone: Email:
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LIFE CARE planning Full name:

my values, my choices, my care Medical record number:

Part 1. My Health Care Agent

Choosing a health care agent: Choose someone who knows you well, whom you trust to honor your views
and values, and who is able to make hard choices in stressful times.

Once you have picked your health care agent, take the time to talk about your views and care goals with
that person.

If  am not able to communicate my wishes and health care decisions and my doctor and one other
doctor declare in writing that | am not able to make an informed decision about health care, | choose the
following person(s) to honor my wishes and make my health care decisions.

My health care agent must make health care choices that are the same as my instructions in this
document and my known desires. If my agent does not know my wishes, my agent must make health
care choices that he or she believes to be in my best interest, considering what he or she knows about
my values.

This form does not give my health care agent the power to make financial or other business decisions.

My main health care agent is:

Full name: Relationship to me:
Home phone: Cell phone:
Work phone: Email:

Mailing address:

If | cancel my main health care agent’s power or if my main agent is not willing or able, | name the
people below as my first and second alternate agents.

First alternate health care agent:

Full name: Relationship to me:
Home phone: Cell phone:
Work phone: Email:

Mailing address:

Second alternate health care agent:

Full name: Relationship to me:
Home phone: Cell phone:
Work phone: Email:

Mailing address:
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LIFE CARE planning Full name:

Medical record number:

my values, my choices, my care

Powers of my health care agent:
Unless | state otherwise, my health care agent has the following powers when | am not able to
speak for myself or make my own choices:

A. Make choices for me about my health care. This involves decisions about tests, medicine, and
surgery. It also involves decisions to provide, not provide, or stop all forms of health care to keep
me alive, as well as tube feedings and IV fluids.

Review and release my medical records as needed to make decisions.
C. Decide which doctor, health providers, and organizations provide my health care.
Arrange for and make decisions about the care of my body after death (including autopsy).

Lo

o

Check the box below if you named your spouse or domestic partner as your agent and you want
your agent to carry on with being your agent even if your marriage or domestic union ends:

Q | want my agent to stay as my health care agent even if our marriage or domestic union is
dissolved, annulled, or ended.

Please provide any added comments or limits to the previous section. (For example, you may name
people you would or would not want to be involved in decisions on your behalf. You may also specify
choices you would not want your agent to make.) Attach extra pages as needed.

3-B
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LIFE CARE planning Full name:

my values, my choices, my care Medical record number:

Part 2. My Values

| want my agent and loved ones to know what matters most to me, so that they can make choices about
my health care that match who | am and what is of great value to me.

To give you a sense of what matters most to me, I'd like to tell you some things about myself, such as
how | enjoy spending my time, whom | like to be with, and what | like to do. I'd also like to tell you about
the circumstances that would make life no longer worthwhile for me.

1. If | were having a really good day, | would be doing the following:

2. What matters most to me is:

3. Life would no longer be worth living if | were not able to:
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LIFE CARE planning Full name:

Medical record number:

my values, my choices, my care

Part 3. My Health Care Instructions: My Choices, My Care

In the situation below, we ask you to think about a sudden unexpected event. You will always speak for
yourself if you are able; in the situations below, think about what you would want if you are not able to
speak for yourself.

If | become not able to communicate or make my own choices, | 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 not able to make choices on my behalf, this document
speaks for my wishes.

Note: If you choose not to give written instructions, your health care agent will make choices based on
your spoken wishes. If your wishes are unknown, your agent will make decisions based on what he or she
believes is in your best interest, thinking about your values.

1. Care to prolong life

Keep in mind these situations:
You have a sudden accident or stroke.

Doctors have determined you have a brain injury, leaving you not able to recognize 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 needed to keep you alive. In this condition, what would you want?

| would want to be kept comfortable and:

O | would want to STOP life-sustaining treatments. | realize this would likely lead me to
choose
one

die sooner than if | were to continue care that is keeping me alive.
O | would want life-sustaining treatments to continue as long as possible.

Please give any extra instructions about life-sustaining treatments. For example, you may want to state a
specific time span that you would want to be kept alive if there were no change to your health.
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LIFE CARE planning Full name:

my values, my choices, my care Medical record number:

2. CPR (Cardiopulmonary Resuscitation)
CPR tries to bring you back to life when your heart and breathing have stopped. It may involve chest

compressions (forceful pushing on the chest to make the heart contract), medicines, electrical
shocks, and a breathing tube.

You have a choice about CPR. CPR can save lives. It is not as useful as most people think. CPR works
best if done quickly, within a few minutes, on a healthy adult. When CPR is performed, it can result
in broken ribs, punctured lungs, or brain damage from lack of oxygen.* if you would like more
information about CPR, please ask for the brochure called CPR: My Choice.

If your heart and breathing stop, what would you want?

choose

one O | never want CPR attempted, but rather, want to permit a natural death."

{ O | always want CPR attempted.
O | want CPR attempted unless the doctor treating me decides any of the following:
¢ | have an incurable illness or injury and am dying, OR
* | have no reasonable chance of living if my heart or breathing stops, OR

¢ | have little chance of living if my heart or breathing stops and the process of
CPR would cause major pain.

* Research shows that if you are in a hospital and get CPR, you have a 22% chance of it working and you leaving the
hospital alive.

Ehlenbach, W., Barnato, A. E., Curtis, J. R., et al (2009). Epidemiologic study of in-hospital cardiopulmonary
resuscitation in the elderly. New England Journal of Medicine, 361:22-31. Girotra, S., Brahmajee K., Nallamothu, M.D.,
etal (2012). Trends in survival after cardiac arrest. New England Journal of Medicine, 167:1912-20.

T If you are certain you do not want CPR, please present other documents you may want to fill out with your doctor.
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LIFE CARE planning Full name:

my values, my choices, my care Medical record number:

Part 4. My Hopes and Wishes (Optional)

1. My thoughts and feelings about where | would prefer to die:

2.1 want my loved ones to know that if | am nearing my death, | would appreciate the following
for comfort and support (prayers, rituals, music, etc.):

3. Religious or spiritual affiliation:

| am of the faith, and am a member of (faith/spiritual group)

in (city)
(phone number) . Iwould like my agent to tell them if
| am seriously ill or dying. I would like to include in my funeral, if possible, the following (people, music,
rituals, etc.):

4. Other wishes/instructions:

Organ donation

If you considered donating organs when you die, you can declare your donor status when getting or
renewing a driver’s license or by registering through the donor registry found at
http://www.donatelifemaryland.org/.
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LIFE CARE planning Full name:

my values, my choices, my care Medical record number:

Part 5. Making This Document Legally Valid

To make your advance health care directive legally valid in Maryland, it must be signed by two adult
witnesses:

8= Two Witnesses

1. Witnesses cannot be your health care agent, and at least one witness cannot have the right to any
financial benefit upon your death.

2. When you are with your witnesses, sign or acknowledge your signature.
3. Witnesses will sign on page 9.

4. You will sign below.

MY SIGNATURE

Print Full Name:

Signature: Date:
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LIFE CARE planning Full name:

my values, my choices, my care Medical record number:

e STATEMENT OF WITNESSES:

| declare under penalty of perjury under the laws of Maryland:

1. That the person 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 proof,

2. That the person signed or acknowledged this advance health care directive in my presence,
3. That the person appears to be of sound mind and under no threat, fraud, or undue influence, and

4. That | am not appointed as an agent by this advance health care directive.

mWitness Number One:
Print full name:

Address:

Signature: Date:

Witness Number Two:

Print full name:

Address:

Signature: Date:

At least one witness must not be entitled to proceeds of the individual’s estate or any financial
benefit upon the individual's death. If you are not entitled to proceeds of the individual’s estate,
initial this line
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LIFE CARE planning Full name:

Medical record number:

my values, my choices, my care

Part 6. Next Steps

Now that you have filled out your advance health care directive, you should also take the following steps.

Discuss:

1. Review your health care wishes with the person you have asked to be your agent (if you haven't
done so). Make sure he or she feels able to do this important job for you in the future.

2. Talk to the rest of your family and close friends who might be involved if you have a serious illness
or injury. Make sure they know who your health care agent is and what your wishes are.

Give copies:
1. Give your health care agent a copy of your advance health care directive.

2. Give a copy of your advance health care directive to your doctor or your local Kaiser Permanente
Medical Records Department.

3. Make a copy for yourself and keep it where it can be easily found.

Take with you:

1. If you go to a hospital or nursing home, take a copy of your advance health care directive and ask
that it be placed in your health record.

2. Take a copy with you any time you will be away from home for a long period of time.

Review often:
1. Review your health care wishes when any of the “Five D's” occur:
Decade — when you start each new decade of your life
Death — when you go through the death of a loved one
Divorce — when you go through a divorce or other major family change
Diagnosis — when you are diagnosed with a serious health condition

Decline — when you feel a major drop or deterioration of an existing health condition,
especially when you are not able to live on your own

Changing your advance health care directive:

If your wishes change, fill out a new advance health care directive, tell your agent and your family, and
give a copy to Kaiser Permanente.

Copies of this document have been given to:

* Primary (main) health care agent Full name: Telephone:
* Alternate health care agent #1 Full name: Telephone:
* Alternate health care agent #2 Full name: Telephone:
* Health care provider/clinic Name: Telephone:
e Others: Name: Telephone:
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Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. (Kaiser Health Plan) complies with
applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. Kaiser Health Plan does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. We also:
e Provide no cost aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, and accessible electronic
formats
e Provide no cost language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call the number provided below.

District of Columbia 1-800-777-7902
Maryland 1-800-777-7902
Virginia 1-800-777-7902
TTY 711

If you believe that Kaiser Health Plan has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with the Kaiser
Civil Rights Coordinator, 2101 East Jefferson Street, Rockville, MD 20852, telephone number: 1-800-777-
7902. You can file a grievance by mail or phone. If you need help filing a grievance, the Kaiser Civil
Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights electronically through the Office for
Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH
Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697 (TDD). Complaint forms are available
at http://www.hhs.gov/ocr/office/file/index.html.



http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc (Kaiser Health Plan) cumple con las leyes
federales de derechos civiles aplicables y no discrimina por motivo de la raza, color, nacionalidad de
origen, edad, discapacidad o sexo. El Kaiser Health Plan no excluye a las personas o las trata de forma
diferente por motivo de la raza, color, nacionalidad de origen, edad, discapacidad o sexo. Recuerde
también:
e Nosotros les brindamos ayuda y servicios sin costo alguno a las personas que tienen una
discapacidad que les impide comunicarse con nosotros en forma eficaz, tales como:
o Intérpretes calificados de lenguaje de sefias
o Informacion por escrito en otros formatos, tales como letra grande, audio y otros
formatos electronicos accesibles
e Brindamos servicios de idiomas sin costo alguno a personas cuyo idioma principal no sea el
inglés, tales como:
o Intérpretes calificados
o Informacion por escrito en otros idiomas

Si necesita dichos servicios, llame al nimero proporcionado a continuacion.

District of Columbia 1-800-777-7902
Maryland 1-800-777-7902
Virginia 1-800-777-7902
Linea TTY 711

Si cree que el Kaiser Health Plan no le ha brindado dichos servicios o ha incurrido en discriminacion en
contra suya de otra manera por motivo de la raza, color, nacionalidad de origen, edad, discapacidad o
sexo, usted puede presentar una queja ante el Kaiser Civil Rights Coordinator, 2101 East Jefferson
Street, Rockville, MD 20852, numero de teléfono: 1-800-777-7902. Puede presentar una queja por correo
o por teléfono. Si necesita ayuda para presentar una queja, el Kaiser Civil Rights Coordinator esta
disponible para ayudarle. También puede presentar una queja de derechos civiles ante el Departamento
de Salud y Servicios Humanos de los Estados Unidos (U.S. Department of Health and Human Services),
la Oficina de Derechos Civiles (Office for Civil Rights) a través del Portal de Quejas de la Oficina de
Derechos Civiles, disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo electrénico o
por teléfono: Departamento de Salud y Servicios Humanos de los Estados Unidos, 200 Independence
Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 1-800-537-7697
(TDD). Los formularios de queja estan disponibles en http://www.hhs.qov/ocr/office/file/index.htmi.
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Help in your Language

English: You have the right to get help in your language at no cost. If you have questions about
your application or coverage through Kaiser Permanente, or if this is a notice that requires you to take
action by a specific date, call the number provided for your state or region to talk to an interpreter.

ATICE (Amharic): £A97¥9° h&f 00P ¥R W 99T a0V
ANPT QA TTerANFP 0L hhaC TC 17t Kaiser Permanente California........................... 1-800-464-4000
ANTLETTH Ti47 TTHEDI° TPRPT ePH: 0RI° LY TIADES (1100
(habty 1 T92:29] SAAP TIC WHAA PTLENELP MPHE (bl Colorado............................ 1-800-632-9700
PAAR ETC ANETP ORI ANAAP LO-AD- RAVFCATL OC £10T5+ District of Columbia.............. 1-800-777-7902
Jesi (50 izl saebuall e Jgeanll 8 3all cll (Arabic) 4 Georgia ............................. 1-888-865-5813
Lgati il @lishans of elilla iy ol jldind @bl calS 1y adlss .
Al e callaty Lﬁm BN EAER TR }j «Kaiser Permanente Hawaii............................... 1-800-966-5955
S Y S Gl Bl sl o 23ma S S el Marvland. 1-800-777-7902
BT P S dhasall @liahaie
Oregon.................ociiin. 1-800-813-2000
Zuygtipk (Armenian): tnip niutip 2bp (Eqynyd wid&wp o
oqlmipyntl unwbynt hpungnip: Gpk nip hupgtp Virginia.......................... 1-800-777-7902
niitkp 2bp nhunuh fund Kaiser Permanente-h thgngni] Washington ........................ 1-800-813-2000
Qbn Swsynyph Yhpuptpyuy, jud Epk uw Swtmgnid E,
npp yupuunpnid £ kg, npyjkugqh gnpéniunnipiniiibp
dbntupltp Uhtiyh npnywlh unfuwpejn], wuyw TTY 711
quiquihwpk p Qbp twhwuigh fud opowith hudwp

npudwunpyus hbpwpmuwhwdwpny® pupgluish htn
hunutint hwdwp:

Bas3d Wudu (Bassa): O md ni kpé b€ m ké gbo-kpa-kpa
dyé dé ni mioun niin bidi-wudu mu pidyi. O ju ké m dyi
dyi-dié-dé bé bédé ba ni cée-d¢ m td bo de zd jé dyie ni,
mo2 ju ba ni kiun kp3 jé dyi dyiin dé Kaiser Permanente
mue ni, mao o dyi b3 do ji bé m ké de do nyu bo wé jéé
do k3 ni, nii, da ndba b¢ wa tda bo ni bAdod mao ni gh&ed
biie, ké ni mu nya-wuduulin-za-nyd do gbo wuduun.

1T (Bengali): v 45w sres foe sAm STy sieTE
SEFE AP M@ AAE IT SAEAE @IS [T

Kaiser Permanente-ag I =183y FoE@s @@ @1 o
N@F A1 A I FE @Y W T FTE IR aF6 e fGes
TE @A TG T2 FAF IO 7T, ORE @O S F ITe
S TE | AP Tl q9G AFAG© & FHA|

Kaiser Foundation Health Plan, Inc., in Northern and Southern California and Hawaii * Kaiser Foundation Health Plan of Colorado * Kaiser Foundation Health Plan of Georgia, Inc., Nine
Piedmont Center, 3495 Piedmont Road NE, Atlanta, GA 30305, 404-364-7000 « Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc., in Maryland, Virginia, and Washington,
D.C., 2101 E. Jefferson St., Rockville, MD 20852 « Kaiser Foundation Health Plan of the Northwest, 500 NE Multnomah St., Suite 100, Portland, OR 97232

Have questions? Call us at 1-800-494-5314. + Go to buykp.org/apply. ¢ Or contact your agent or broker.



Cebuano (Bisaya): Anaa moy katungod nga mangayo
og tabang sa inyo pinulongan ug kini walay bayad.
Kung naa mo pangutana bahin sa inyo aplikasyon

o coverage sa Kaiser Permanente, o kung kaning
pahibalo nanginahanglan sa inyo paglihok sa dili

pa usa ka piho nga petsa, palihug lang pagtawag

sa mga numero sa telepono nga gihatag sa imong
estado (“state”) o rehiyon (“region”) para makigstorya
sa usa ka interpreter.

32 (Chinese): AR B DURHIEE S EGERD -

WERIE R Kaiser Permanente IR B (RA ({0 58
i > BCE MR A R Z ORI B RS H A BB I I
oA SR P ER N B Y B R - B 1RSSO TR -

Chuuk (Chukese): Mei wor omw pwuung omw kopwe
angei aninis non foosun fonuomw (Chuukese), ese
kamo. Ika mei wor omw kapas eis usun omw apilikeison
me/ika policy fan nemenien Kaiser Permanente, are

ika ei esinesin a erenuk pwe kopwe fori pwan ekoch
fofor, ka tongeni omw kopwe kori ewe nampa mei
kawor faniten omw state ika fonu (asan) iwe eman chon
chiakku epwe anisuk non kapasen fonuomw.

Francais (French): Une assistance gratuite dans votre
langue est a votre disposition. Si vous avez des
questions a propos de votre demande d'inscription
ou de la couverture par Kaiser Permanente, ou si cet
avis vous demande de prendre des mesures a une
date précise, appelez le numéro indiqué pour votre
Etat ou votre région pour parler a un interpréte.

Deutsch (German): Sie haben das Recht,

kostenlose Hilfe in Ihrer Sprache zu erhalten. Falls

Sie Fragen bezuglich lhres Antrags oder lhres
Krankenversicherungsschutzes durch Kaiser Permanente
haben oder falls Sie aufgrund dieser Benachrichtigung
bis zu bestimmten Stichtagen handeln mussen, rufen Sie
die fur lhren Bundesstaat oder lhre Region aufgefiihrte
Nummer an, um mit einem Dolmetscher zu sprechen.

o)l (Gujarati): Ml S8 URL WL cldR dHIRL
QUMIHL HeE Anaclloll AU[ESIR B. %l dHa

Kaiser Permanente HIR§A dHI3] AR wedll

sy (A ysll 8lat, wacll % L AU Slal BHL
dHal SlEAssU Al wolal Aeatell %32 8lat, Al
celBall WA dld $cl dAHIRL 2 Wl At 12
YA WSAUHL AAEA oloR UR Slot 8§,

Have questions? Call us at 1-800-494-5314. -

Go to buykp.org/apply.

Kreyol Ayisyen (Haitian Creole): Ou gen dwa pou jwenn
éd nan lang ou gratis. Si ou gen nenpot kesyon sou
aplikasyon ou an oswa asirans ou ak Kaiser Permanente,
oswa si nan avi sa a gen bagay ou sipoze fé sa a avan yon
seten dat, rele nimewo nou mete pou Eta oswa rejyon ou a
pou w ka pale ak yon enteprét.

‘olelo Hawai‘i (Hawaiian): He pono a ua loa‘a no kekahi
kokua me kau ‘Olelo ina makemake a he manuahi no ho'i.
Ina he mau ninau kau e pili ana i kau palapala noi ‘inikua
ola kino a i ‘ole i kdbkua ma‘od ka polokalamu kdkua ola
kino Kaiser Permanente, a i ‘ole ina ke ha'i nei paha kéia
leka nei ia‘oe e hana koke aku i kéia ma mua o kekahi la
i waiho ‘ia, e kelepona aku i ka helu i loa‘a ma kéia leka
nei no kau moku‘aina a i ‘ole pana‘aina no ka wala‘au
‘ana me kekahi kanaka unuhi ‘Olelo.

f&=d (Hindi): 3muel e forell o gere 3rmueht
9oT & FErrdr U 1 3R §1 afe 3 mus
3desT U & AT #F AT Kaiser Permanente &
HaSl d AT # $o Yol ded & A1 I Ig Th
Aifew & Sad dRoT 3muer foedr fadw AfY aw
PRATS P TSI dr 3P T AT &aF & fow few
T HR W B B e gHIRY F a1 |

Hmoob (Hmong): Koj muaj cai kom tau txais kev pab
uas hais koj hom lus yam tsis tau them nqji. Yog koj muaj
lus nug txog koj daim ntawv thov los yog cov kev pab
them nyiaj tim Kaiser Permanente, los yog tias daim
ntawv no yog ib tsab ntawv ceebtoom uas yuav kom koj
ua ib yam dabtsi raws li hnub tau teev tseg, hu rau tus
nab npawb xovtooj uas tau muab rau koj lub xeev lossis
cheeb tsam kom tau tham nrog tus kws txhais lus.

Igbo (Igbo): | nwere ikike inweta enyemaka n’asusu

gi na akwughi ugwo o bula. Q buru na i nwere ajuju
gbasara akwukwo anamachoihe gi ma o bu mkpuchi

si na Kaiser Permanente, ma ¢ bu o buru na nke bu
okwa a choro ka i mee ihe tupu otu ubochi, kpoo nomba
enyere maka steeti ma o0 bu mpaghara gi iji kwukorita
okwu n’etiti onye okowa okwu.

lloko (llocano): Adda ti karbenganyo a dumawat iti tulong
iti pagsasaoyo nga awan ti bayadanyo. No addaankayo
kadagiti saludsod maipanggep ti aplikasionyo wenno
coverage babaen ti Kaiser Permanente, wenno no daytoy
ket maysa a pakdaar a kalikagumanna a rumbeng nga
aramidenyo ti addang iti espesipiko a petsa, tawagan ti
numero nga inpaay para ti estado wenno rehion tapno
makipatang ti maysa mangipatarus iti pagsasao.

Or contact your agent or broker.



Italiano (Italian): Hai il diritto di ricevere assistenza
nella tua lingua gratuitamente. In caso di domande
riguardanti la tua richiesta o la copertura attraverso
Kaiser Permanente, o se occorre intervenire entro
una data specifica secondo quanto indicato in questa
comunicazione, chiama il numero fornito per il tuo
stato o la tua regione per parlare con un interprete.

A AEE (Japanese): H727-1%, #HAMR L TIMHEAH
S CHREZIT AN ZRE L TCVET, B L
i&ﬁi 7= 1%Kaiser Permanente@?ﬁf%%ﬁé:%ﬁ LCZ
BRINSD Dh, FloidARBEHIC HIRT-BRFED
Elﬁi“( ATEh A Z Tk Dﬁ‘iﬁéﬂfwé/ﬁu\ S
FEFEOVOMN F 7o iT Iz L TRt S - B I
B LT, W& BFHESZSI0,
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Kajin Majol (Marshallese): Ewor jimwe eo am in bok
jipafi ilo kajin eo am ejjelok wonaan. Ne ewor am
kajjitok kon peba in aplaiki eo am ak insurance eo am
jan Kaiser Permanente, ak fie enaan in kdjela in ej
aikuj bwe kwon makatkat mokta jan juon raan eo emo;j

an kallikkar, kalpk nomba eo ej lelok fian state eo am
ak jikim bwe kwon marofi kdnono ippan juon ri-ukot.

Have questions? Call us at 1-800-494-5314. -

Go to buykp.org/apply.

Naabeeho (Navajo): T 44 ni nizaad bee niké i’doolwot doo
bik’¢ asinitdagdd éi bee nahaz’a. Kaiser Permanente aka
ana’alwo’ na bik’¢ azlaadoo yinikeedgo naaltsoos hadinilaa,
¢éi bina’iditkid doogo, éi doodago dii naaltsoos haa’ida
yootkaatgo hait’aoda i’diiliit nilniigo éi nitsaa hahoodzoji

éi doodago t’aa aadi nahds’a’di ata’ dahalne’igii bich’y’
holne’go bee bit ahit hodiilnih.

Aqrelt (Nepali): mﬁﬂﬁﬁﬂﬁgmm
HErIdT ursa 3fAPR & | JUBHIT TFAT e IR
ar KalserPermanentemmmﬁ UHAeE
T, 1 A ARE HFIR dursel Fof AuiRa fAfdan
gﬁﬁa@mﬁuﬁmamm STHTSHIT
PRI Il AUTSH! AT AT &TFT 1T fEGSuen!
TFRHAT el T |

Afaan Oromoo (Oromo): Baasii malee afaan keetiin
gargaarsa argachuudhaaf mirga gabda. Waa'ee iyyata
keetii yookaan tajaajila Kaiser Permanente hammatu
ilaalchisee gaaffii yoo qabaatte, yookaan yoo kun
beeksisa guyyaa murtaa'e irratti tarkaanfii akka ati
fudhattu gaafatu ta’e, lakkoofsa bilbilaa naannoo
yookaan goodina keetiif kenname bilbiluudhaan
turjumaana haasofsiisi.
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lokaiahn Pohnpei (Pohnpeian): Komw anehki pwung en
rapahki sounkawehwe en omw palien lokaia ni sohte
isaihs. Ma mie iren owmi kalelapak ohng aplikeisin

de iren audepe kan ohng Kaiser Permanente, de ma
pakair wet me anahne komwi en mwekid ohng rahn me
kileledi, ah komw anahne koahl nempe me sansalehr
ohng owmi palien wehi pwe komwi en lokaiaieng owmi
tungoal soun kawehwe.

Portugués (Portuguese): Vocé tem o direito de obter
ajuda em seu idioma sem nenhum custo. Se vocé
tiver duvidas sobre sua solicitagdo ou cobertura

por meio da Kaiser Permanente, ou se este aviso
exigir que vocé tome alguma medida até uma data
especifica, ligue para o nimero fornecido para seu
estado ou regido para falar com um intérprete.

Or contact your agent or broker.



A (Punjabi): 3T 9 SR goa 3 wnuet s feg
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Romana (Romanian): Aveti dreptul de a solicita
ajutor care sa va fie oferit in mod gratuit in limba
dumneavoastra. Daca aveti intrebari legate de
solicitarea dumneavoastra sau de acoperirea oferita
de Kaiser Permanente sau daca acest aviz va solicita
sa luati masuri pana la o anumita data, sunati la
numarul de telefon furnizat pentru statul sau regiunea
dumneavoastra pentru a sta de vorba cu un interpret.

Pycckui (Russian): Y Bac ecTb npaBo nony4nTb
GecnnaTtHyo NoMoLLb Ha CBOeM fA3blke. Ecnn y Bac
NMEHTCS BOMPOChI OTHOCUTENBHO BaLLEro 3asiBNeHus
UM MeguuUmMHCKOro ctpaxoBaHus B Kaiser Permanente,
nnbo ecnu Takoe yBeaoMIieHne TpebyeT OT Bac KaKmx-
nnbo OencTBUn K onpeaeneHHon gaTe, NO3BOHNUTE Mo
HoMepy TenedoHa AN CBOero wraTa Uim pernoHa,
4YTOObI MOrOBOPUTL C NEPEBOAUNKOM.

Faa-Samoa (Samoan): E iai lou ‘aia e maua se
fesoasoani i lou gagana e aunoa ma le totogi. Afai e iai
ni fesili e uiga i lou tusi apalai po o puipuiga e ala mai
Kaiser Permanente, po o lenei tusi e manaomia ona e
gaoioi i se taimi atofaina, vili le numera ua fuafuaina mo
lou setete po 0 oganuu e fesoota'i i se faaliliu.

Espaiol (Spanish): Usted tiene derecho a obtener
ayuda en su idioma sin costo alguno. Si tiene
preguntas acerca de su solicitud o cobertura a través
de Kaiser Permanente, o si este es un aviso que
requiere que usted tome alguna medida antes de
una fecha determinada, llame al nimero de teléfono
que se proporciona para su estado o regién para
hablar con un intérprete.

Tagalog (Tagalog): Mayroon kang karapatang
humingi ng tulong sa iyong wika nang walang bayad.
Kung mayroon kang mga katanungan tungkol sa
iyong aplikasyon o coverage sa pamamagitang

ng Kaiser Permanente, o kung ito ay abisong
nangangailangan ng iyong aksyon sa tiyak na petsa,
tumawag sa numerong ibinigay para sa iyong estado
o rehiyon para makipag-usap sa isang interpreter.

Have questions? Call us at 1-800-494-5314. -

Go to buykp.org/apply.

el (Thai): muﬁﬁmﬁﬁaﬂsﬁummﬁwmﬁafluma:r\
aavvitulaaitdamld3e vnavinudidrauiAaAunis
fiAsua9vinu WsamuANATaYNIY Kaiser Permanente
wiamnfidanivdarisasnislvivinudfiunnsanaluiud
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Auuasvinuianafuaiu

Lea Faka-Tonga (Tongan): ‘Oku ‘ia ho totonu ke ke
ma’u ha fakatonulea ta'etotongi. Kapau ‘oku ‘i ai ha'o
fehu'i ki ho tohi kole na'e fakafonu ki he malu'i ‘inisiua
‘a e Kaiser Permanente, pea kapau ko e tohini ‘oku
fiema'u keke fai ha me'a ki ai pe ko ha ‘aho na'e tuku
pau atu ke fai ia, taa ki he fika kuo ‘oatu ki ho siteiti pe
ko e vahefonua ‘oku ke ‘i ai ke talanoa mo ha tokotaha
tene fakatonu lea atu kiate koe.

YkpaiHcbka (Ukrainian): Y Bac € npaBo Ha OTpUMaHHs
ponomory 6e3kowTOBHO Ha Bawwin pigHin moBi. AKLwo
Bun maeTe nuTaHHA CTOCOBHO Baluoro 3BepHeEHHS yn
CTpaxoBoro NokputTsa B Kaiser Permanente, 4n SKLWO
BiQMNOBIAHO 4O TaKOro noeigomeHHss Bam Tpeba 6yae
30iNCHNTW NEBHY Ait0 4O KOHKPETHOT AaTw, MOA3BOHITb
no Homepy, WO Bignosigae Bawwuin kpaiHi 4n periony,
o6 NoroBopuTY 3 NEpeknagadem.
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Tiéng Viét (Vietnamese): Quy vi c6 quyén dwoc nhan
tro' gitp mi&n phi bang ngdn ngi ctia minh. Néu quy
vj cd cac cau hdi vé mau don hodc mirc bao hiém cda
minh théng qua Kaiser Permanente, hoac day la théng
b&o yéu cau quy vi thwc hién vao mét ngay cu thé, hay
goi dén sb dién thoai dwoc cung cép cho bang hodc
khu vwe cla quy vi dé tro chuyén va&i phién dich vién.

Yoruba (Yoruba): O ni éto Iati ri iranldwo gba nipa édé
re laisan owd. Bi o ba ni ibéére nipa iweé ti o ko tabi
isedéédé nipase Kaiser Permanente, tabi ifitoniléti yii jé
eyi o nilo 1ati igbése kan ni 9jo kan patd, pé nomba ti a
pese fun ipinle tabi agbégbe re lati ba ongbifo kan soro.

Or contact your agent or broker.
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Instructions

Learn more about our approach to Life Care Planning.

Please remember to write these items on every page:

*  Your name.
*  Your medical record number, which is found on your blue Kaiser insurance card.

What are the qualities you should look for in agent? Learn how to choose an agent.

Learn more about what is an agent and their responsibilities.

Some people don’t have anyone in mind to be their agent. Learn about Life Care Planning without an
agent.

An alternate agent would be needed if your primary agent is not available. Learn more about agents.

Video: What | might consider when choosing my agent.

This space may be used for any instructions related to agents and their powers. If you have a family
member who has beliefs about these topics that are significantly different from yours, you may decide
to exclude this person from being involved in decision-making, even informally.

In a serious medical situation, where the outcome is uncertain, your agent may look to this section for
guidance. You’ll be doing your agent a favor by providing rich detail here.

For further guidance, read your values are at the center of your life care plan.

Situations where values matter.

Should you ever be in a similar situation, it would be valuable for your agent to know your opinions
about life sustaining treatment.

Video: Get more details about this brain injury scenario.

Video: Learn more accepting life sustaining treatments for a specific time period, in this scenario.

CPR can save lives, but it's not as effective most people think. Read a discussion about CPR.

Sometimes, our values inform not only what we want, but of what we don’t want. If you have some
thoughts about how you would ideally like to die, please add them here.


https://lifecareplan.kaiserpermanente.org/discover/
https://lifecareplan.kaiserpermanente.org/agent/#how-to-choose
https://lifecareplan.kaiserpermanente.org/agent/
https://lifecareplan.kaiserpermanente.org/agent/#no-agent
https://lifecareplan.kaiserpermanente.org/agent/#no-agent
https://lifecareplan.kaiserpermanente.org/agent/#how-to-choose
https://lifecareplan.kaiserpermanente.org/values/
https://lifecareplan.kaiserpermanente.org/decide/#values-matter
https://lifecareplan.kaiserpermanente.org/decide/#answers
https://lifecareplan.kaiserpermanente.org/decide/#answers
https://lifecareplan.kaiserpermanente.org/decide/#cpr
https://lifecareplan.kaiserpermanente.org/agent/
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If you are part of a faith community, please add in details of how we may contact them.

Be aware that if you're interested in whole body donation, this is typically arranged well in advance
and requires forms and documentation.

If you're interested in organ donation, please be sure your agent is aware of this. Your agent would be
responsible for arranging this at the time of death.

Learn more about making thi cument | lly valid.

Please note that a withess may not be your appointed health care agent. In addition remember: It
must be signed by two adult witnesses: at least one witness cannot have the right to any financial
benefit upon your death.

+  Witnesses will sign on page 9

*  You will sign below.

Learn more about making this document legally valid.

Please note that a witness may not also be a health care agent.

Learn more about sharing your values with your agent.

If you have a scheduled appointment, you may hand deliver a copy to your doctor or you may visit
Membership Services.

If you'd like to let your doctor know you’ve completed your Advance Health Care Directive and who
you’ve chosen as your agent, you may send a secure message on kp.org using this handy email
template.

Read more: With whom should you share your Life Care Plan?


https://lifecareplan.kaiserpermanente.org/tell/#make-legal
https://lifecareplan.kaiserpermanente.org/tell/#make-legal
https://lifecareplan.kaiserpermanente.org/tell/#sharing-values
https://lifecareplan.kaiserpermanente.org/tell/#who-should-know
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