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« AR TERINAEB MR B E R E IR BRI e TR
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EMEZECH S APHTERIBORS 127.635 (2) ATARERMBSIERF BITHEE —(UEFRFEERIEA M
ATAERIREIRABEL IR LIS R IE - (BRTIR B BT A ORS 127.635 (1) FRATARERYIEHz— -

LEREERERETHEREERENRESNESUREHEREENRET -
MREEBELIEFTBIRRER - ENHNSERERFNAEMEENER -

BWATFRIE LEBAREREHEN - BEVRAEMBREAN—RLFEAREBRRS - EREREER
BARRREZAD GRRFREEREBEAZESER-

MRENBAERPESERBIREGHFFRERANETR - SRR REHEN SRR ER T
RECBHHEAETAERE
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1. ?ﬁﬂ"lﬁﬁﬂ (About me)
ti% (%? N EF'FEﬁ% N ti,EE) (Name [first, middle, last]) :

ﬁ’i"lﬂ,ﬁﬁ (Date of birth) - %ﬁ%ﬂﬁ%ﬁ%ﬁ% (Medical record number) -
ﬁi%%gﬁ (Home phone) - %’:1:% (Cell phone) -
TAEEFE work phone) * BT (Email) -

EB%‘?@iﬂ: (Mailing address) .

2. ﬁmﬁ‘;%ﬂ{{f;* (My health care representatives)

MRBIEEC RS BoEEH FIIATRERIEREPCIEA LB R FRREEAE
I;E,ﬁ%iﬂ{{iﬂ* (Primary health care representative)
ti% (%?— N EF'FEE% » ti,EE) (Name [first, middle, last]) .

ngl% (Relationship) *
EE%%EE (Home phone) : %E*% (Cell phone) :
TAEERE work phone) * BT (Emain -

EB%ﬂﬂiﬂ: (Mailing address) :

INRFAVEERREEIEA LIS R EREEERE B HICHEERFEEEIEANEZE &
EEH P IIATRERAI S RRERNIEA-

g_mEEEfE{E,ﬁE%ﬂ{{iEA (First alternate health care representative)

zli% (%?— N EF'FEﬁ% > zliEE) (Name [first, middle, last]) .

Eﬁf%\ (Relationship) -
{I§%§E (Home phone) + %E*% (Cell phone) -
I«E%Eﬁ (Work phone) - @é?ﬁlg.ﬁ: (Email) -

EB%ﬂﬂiﬂ: (Mailing address) :

%:lﬂﬁﬁiﬁﬁﬁéﬁ?&ﬂﬁﬂk (Second alternate health care representative)
ti% (%? N EF'FEE% N tE,EE) (Name [first, middle, last]) :

E‘gﬁz‘i (Relationship) *
{EZKEEE (Home phone) - FHE (cell phone) -
TAEERE work phone) - BT Emain -

EB%‘?WHJ: (Mailing address) .

SAEERRY (Document type) + ERIISR (Advance Directive)
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3. BBV EEEIBISTR vy health care instructions)
B BTEEEREEHEREENERE  BEHMNBERE  Eae s ] A R FRFER R ANREE
Biefttss!-
I RIFERETE T AR R IR M B B E IR B RARYER |  BME R B EE RS R IR A B IR
EEERR R ERREIR IR A B HAER - B LE4ER AR
A. BHIREEEIERTE My health care decisions)
LM E=fEIENEEERETAIERE - B L BRAS R BN EE R REIR I AR SE S HERRY
HEAERTERRE - T BRI EE AR B EEAER
a. FRHBFRIA (Terminal condition)
WNEREBEE T INEN  FAVEFEAT
- B BEAARETEEINER
mA
- RO BRI AR REXEDRAZERITEENHENMERARET

EEEE_@%Iﬁﬁgﬁgﬁg (Initial one option only)

HAREHFTE Al RAY GRS HIAERRREETA TEREMHTKS
ggimff (|V) ﬁﬁ‘ufﬁz N ‘;’j'ﬁ%yﬂ] ﬂ?ﬂ)ﬁ%ﬁ © (Il want to try all available treatments to sustain my life, such as artificial
feeding and hydration with feeding tubes, IV fluids, kidney dialysis and breathing machines.)

BAAERARREETA TERRMGEF KM ER ViR R E R MR £ A8
Eﬂi’jﬁ;ﬁ%ﬁﬁ*ﬁﬂiﬁ ’ 15']@55'5%2%[] HEFHE%% ° (I want to try to sustain my life with artificial feeding and
hydration with feeding tubes and IV fluids. | do not want other treatments to sustain my life, such as kidney dialysis
and breathing machines.)

AR AR M £ an  HIERRREEITALREMMEITKG « IVER 7t
EEIEEH¥HE%§ ° (l do not want treatments to sustain my life, such as artificial feeding and hydration with feeding
tubes, IV fluids, kidney dialysis or breathing machines.)ﬁ%%ﬁ%%@{%?%ﬁ%iﬁjﬁﬂl—i E ﬁi\iﬂff ©(lwantto
be kept comfortable and be allowed to die naturally.)
BAZHRRRERCIEA R RREEE RIS EHRMEEEZNTIRRE I
5%?]2 ° ﬁEE—FTU_E,‘J B‘E‘.Bﬁ%ﬁﬁﬂ 7‘%‘9‘3&?@%@%5’9%@ © (I want my health care representative to

decide for me, after talking with my health care providers and taking into account the things that matter to me. | have

expressed what matters to me in section B below.)

b. BREREITIEEETR (Advanced progressive illness)
WNEREBEETINEN  HAVEFEAT -
- T BRRHAE R
mA
- (MEEERBFRE TGS AIFE Flae SR EE L ISRt T

prg 3 L] (Document type) - ERitER (Advance Directive)
é% (Full name) : %jﬁ%ﬂf%%ﬁﬁ% (Medical record number) :




mA

- REREDB BRI REEE:
- B
- REMFHREYFIGK
- RREEEC
- WIFECRIX AMERMA

EEEE—ﬂﬁlﬁﬁiﬂgﬁﬁg (Initial one option only)

HAEES A AR aRRMT o PIANERRREETA TERRAHITKED IV
ﬁ?ﬁi N 7%%%[] u?”&%& © (Iwant to try all available treatments to sustain my life, such as artificial feeding and
hydration with feeding tubes, IV fluids, kidney dialysis and breathing machines.)

HABE AR R EETA TEREMGHI KD IAERIVERRE ST £ - B BigR
ﬁ@?ﬁ?ﬁﬂzﬁﬁﬁﬂiﬁ ’ 1§U§D}5'E%R$D u?ﬂ&%ﬁ ° (I want to try to sustain my life with artificial feeding and
hydration with feeding tubes and IV fluids. | do not want other treatments to sustain my life, such as kidney dialysis and

breathing machines.)

BA TR AR MR L BIANERRREEITA TR  IVER  EE
E}Zﬂ?ﬂ)ﬁ%ﬁ © (I do not want treatments to sustain my life, such as artificial feeding and hydration with feeding tubes,
IV fluids, kidney dialysis or breathing machines.)ﬁ%%ﬁggn f%?#ﬁfiﬁl‘lﬁﬁﬂ—iﬁﬁiﬂi © (I want to be kept

comfortable and be allowed to die naturally.)

BAZHMERESECEA R REEE RIS BHIM S ERNSIREE R ERE
ﬁEE—FﬁE{J BﬁKﬁEﬁﬁﬂT%ﬁﬁﬁﬁ%Egﬂg?lﬁ © (I want my health care representative to decide for

me, after talking with my health care providers and taking into account the things that matter to me. | have expressed

what matters to me in section B below.)

C. ﬂ(a'&*f%ﬂ% (Permanently unconscious)
ANRBEETFIENR  FHAIERERANT :
- BEREME

A

- REEEZDBAIEFEFIRETEBIMENE

EE E—{EigIEﬁEE&IgﬁEE (Initial one option only)
BAAEG MG IR AERLMES S GIEARREETATRRMMET KD IV

Eﬁ_'ﬁrﬁ N 595%@”?5}5—2%% © (I wantto try all available treatments to sustain my life, such as artificial feeding and
hydration with feeding tubes, IV fluids, kidney dialysis and breathing machines.)

BAGARREETA TEREMMEF KNI IVE R K ES M i - AT BERH
1‘&7&%%%&1%%@ ’ 1@“&”7%%*”“?'1&%% © (I want to try to sustain my life with artificial feeding and hydration
with feeding tubes and IV fluids. | do not want other treatments to sustain my life, such as kidney dialysis and breathing

machines.)

BB e £ HINERRREEETA LREMNMETKD ViR xE
Eszu¥u&§§ © (I do not want treatments to sustain my life, such as artificial feeding and hydration with feeding tubes,

IV fluids, kidney dialysis or breathing machmes)ﬁﬁ%ﬁﬁ%@fﬁ%ﬁﬁ@ﬂﬁﬂﬂ@%%f © (Iwantto be kept

comfortable and be allowed to die naturally.)

HAZHRRERCIEA R LA TRIE BN S ERNVSIREERIEAE -
ﬁE,E—Fjj_Elg BEBﬁEﬁEﬂT"ﬁ#ﬁﬁﬁEiEE‘J%E © (I want my health care representative to decide for me,
after talking with my health care providers and taking into account the things that matter to me. | have expressed what matters

to me in section B below.)

prg 3 L] (Document type) - ERitER (Advance Directive)

Z (Full name) -

%ﬁ%ﬂﬁ?ﬁﬁ% (Medical record number) .




:{gﬂE—FHW E%—F_E%//J\\EEI__"'f_ﬁEﬁ:u\?‘ﬁgﬁﬁ$$‘<ﬁ¥}§§[§g ﬁ_“ Eﬁg ° (You may write in the space below

or attach pages to say more about what kind of care you want or do not want.)

B. ¥§ﬁ§§§ﬁ?§§§ﬂﬁ ,%&E A H’JEIE (What matters most to me and for me)

Zliﬁliﬁﬁi_ﬁﬁﬁf,‘ﬂirlﬁmék PRI ~ B TIE IR B AME R A FIBRIISIS  ANRAEAR(E AT 53 -
FRREH M S IFRER R SRR ERF ENER - SR e H B RREENIEARENY-

LI—F%,@\FEE?%ZEHE}‘EAEEPi"iﬁﬁ'ﬁ%ﬁ%ﬂ’\]%lﬁ (This is what you should know about what is important to me about

my life) -

LiT%ﬁEAEm%EmEEG%IE (This is what | value the most about my life) +

J;L—F%ﬁﬁkiﬂpéﬁlﬂg%lﬁ (This is what is important for me about my life) -

INRFEETTME NIHRERVIEN M e A E - BB B R L HEHFEETE (1 do not want life-

sustaining procedures if | can not be supported and be able to engage in the following Ways) .

RIERTBERARIREE M &M (Initial all that apply)
?\%&ﬁiﬂ’] —k (Express my needs)

B E S REIBIBEANET (Be free from long-term severe pain and suffering)

FEESLUKFE BRI (Know who | am and who | am with)

““%’JT‘ AEE(FERMAEERAIE N FTEE TE (Live without being hooked up to mechanical life support)
BRI AR EEEZREED  (BIA0 (Participate in activities that have meaning to me, such as) -

AR E— SRR LR BN BRI R IZCIE AR M S E2MEIR AR RE T o
(15'];1[] . ZID%E % \nxfgﬂgjgizfgﬂ ﬁx?.ﬂiﬁﬁ‘ﬂﬂfﬁaxfi) (If you want to say more to help your health care

representative understand what matters most to you, write it here. [For example: | do not want care if it will result in...])

prg 3 L] (Document type) - ERitER (Advance Directive)

é% (Full name) : %ﬁ%ﬂf%%ﬁﬁ% (Medical record number) :




C. ﬁﬂ"]*ﬁiﬁ*{%{[ﬂ (My spiritual beliefs)
EERERREIERIEAMNBREE AMERETPEIIE RHBUEMS ? Al ge R iEE BB 1E/8E
X MBI -
B0l FAZEME FeB AR EE—T R ERETREINE RS © (vou may write in the space below or

attach pages to say more about your spiritual or religious beliefs.)

4. E%EEH (More information)
IR EHREEAMEREIRIRANRME X EHE R ZIEERNVER SBERAS

A. AEEEEM%{EEE (Life and values)
(ETHE T IS0 N RSB - E AT BN A R EREIR IR A KR S S (R S
BRARE - EFnJaEEIER ER R R EEIERE Ut  BELE e ERRSE-
,{ﬂ?EJE—FTU_?TXLLETﬂ%/%gﬁﬁ_igﬁﬁﬁfgﬂgkigﬁ N T%%*U1E{Egﬁ © (You may write in the space below or

attach pages to say more about your life, beliefs and values.)

B. %ﬁ%fﬂiﬁﬁﬁ (Place of care)
IR EAILEE R MRESERER TR E (R ? B AR EN A A B B EIERIAmN
NEE 2 (f5il%n - BE&R ~ FE3EM ~ AETRREEREL I ~ I AT BERE ~ $HB) A& I 1RAYER <)
EOE P AZEMUE TR AEmE—TRBERES T A ZERIESEEEIE  (vou may write in the

space below or attach pages to say more about where you prefer to receive care or not receive care.)

prg 3 L] (Document type) - ERitER (Advance Directive)
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C.

Hfth othen

IR AFRABHIINARE RS & HEAV R RFEIR IR AN RE R T B EBIRVEA S - AR ANAYSC
e AEERTETIA— 88

—_H’_—Fjj_yu{lﬁ IJH:II EB{'UJI]EI’JI{’-‘F © (You may list documents you have attached in the space below.)

ﬁ%n Eﬂﬂ* (Inform others)

TRl ER RS IET&EA&*&@&%%%T‘ MEASRNEAFRE S FLIR AT rISEEINER AT T OFTER
RIA LRIV RAN A E FREIE - LBV RFEIE IR AR LU FH B B IR B RARYRE

ti% (%?— N EF'FEﬁ% » tiEE) (Name [first, middle, last]) .

E‘gﬁﬁ (Relationship) .
EEEER omeprore FH (Cell phone)
Iﬂ??égﬁ (Work phone) . %¥§M¢ P

EB%tﬂ’,iﬂ: (Mailing address) .

5. ?ﬁﬂ"]ﬁg (My signature)

ﬁ59§% (My signature) -

HEA (Date) -

6 E A (Witness)

£

A.

gﬂ# E%AE&B ° (Complete either A or B when you sign.)

QEEA (Notary)

’J‘H (State of) + EKE% (County of) :
78 ( E,HH [date]) EE

(BE frame)) ERANEIRIZREEE  AFFA — SN

sobe

’ﬁi% (Signature) :

M EERY (Document type) + EERI¥E R (Advance Directive)

é% (Full name) : %;ﬁ%ﬂf%%ﬁﬁ% (Medical record number) :




B. EE’EAEEH (Witness declaration)

RBUERBIUATEZFABHZ ANCIRHSER  WEEAANERFEEN AR ECEX LAY
#H BRATREXIZB0NIME WAL RZAIBRIARIT] < thIh AR BEZATAVEEREE
RIBABARREEREN BT ERATHEAREEE -

Egﬁtkﬁé‘% (IE*kElls) (Witness Name [print]) :

;@é@;“% (Signature) .

ElHH (Date) -
REEAER (IEH) (Witness Name [print)) -

%;‘% (Signature) :

HER (Date) :

7. ﬁiﬁi%%i!ﬁﬂk?&§§ﬁ (Acceptance by my health care representative)
B2 EIRL T RS RREEIE A
EREIEAIE A (Health care representative)
IERERER, (Printed name) :
R Iz R{ERIEERH (Signature or other verification of acceptance) -
HER (Date) -
%—mﬁﬁl:g{tﬁﬁ%fg{tfgk (First alternate health care representative) .
IEMERER, (Printed name) :
ER R E iz R{FRIEERH (Signature or other verification of acceptance) -
HER (Date) -

%:ﬂlﬁ{ﬁgfﬂﬁlﬁ?ﬁﬂfﬁﬂk (Second alternate health care representative) +
IE*E&%% (Printed name) :
%@E% Eﬁﬁﬂﬂ?ﬁ%%@ﬁﬂﬁﬁﬁﬁ (Signature or other verification of acceptance) -

HER (Date) :

BRI - HERMNETERTE RS (OHA) RIAERE A LT EMRR AV A TREERENER
BIANENZERR « KFARENE SCAR © S5 E1-971-673-2411  BEE KRR ERE B AR B4R 7118158
COVID19.LanguageAccess@dhsoha.state.or.usEAf2FRE D EFE o

M EERY (Document type) + EERI¥E R (Advance Directive)
10 é% (Full name) : %Jﬁ%ﬂﬁ%ﬁﬁ% (Medical record number) :
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e e AECREHR AEHITERERAES -

- MTEBREEIR BRI S B H AR EA R ARIF & 2150 - HERBIERVR ARLF R A05E fERV IR RS

EE{tEEAIEnELlE ElJﬁFEEfI'F‘T'o

;ELsHIJ* .
- IRAVIRRREEIEMIEAN
- ERYIREERR B
- BEEIRCERIEE AV ARk

- {ERERY kp orngE)f——EJTJ rE“ﬁ%EfﬁJ (medical records) BRI 342 r%ﬁﬁé’%ﬁi%ﬁ%’h
(life care planning) E*I:

- BiFE: Kaiser Permanente Process Center
Medical Records, Advance Directive
10220 SE Sunnyside Road, Clackamas, OR 97015-9734
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