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(Choosing My Health Care Agent[s] [Decision Maker])
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K%: (Full Name):

B0 IRES: (Medical Record #):
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FLDE1 (EB) NIRRT THRIEA:
(My Primary [main] health care agent):
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BEES

TN SRIN N

ICRET S



24R—THMD5R—TH

F4: (Full Name):
2B IRES: (Medical Record #):

AR DORIBAOHERIZ FBRENNLRAT TICEALILA B 2RETE AWV CH]
BTL7cRF R CTEIN T,

ROENDOVEDEED “X" I—IZEBALTLES LY
(Please mark an “X” to select one of the following:)
QAN B ERETCIELLBcFR T RIEBANREEZFH O 2 BB LT
FELFEIFIE

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

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

A5e: AN EBE IERFEDHE  AIEAIER IS BB I IFRERERD
HENDE LR T LIcBRF R TERERD £,

(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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K%: (Full Name):

B0 IRES: (Medical Record #):
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2ONBREACLTGERLET,
B1REANLZTT7HRIZA:

(First Alternate health care agent):

K4

(Full name)

EILER
(Relationship)

BRI ST(EFT
(Mailing address)

R ETAY 7l

FRERES
(Primary phone)

BoDBHEES
(Secondary phone)

BEFA—-I
(Email)

BEES
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K%: (Full Name):

2B IRES: (Medical Record #):

F2REBAILRTTRIEA:

(Second Alternate health care agent)

K

(Full name)

E3EA
(Relationship)

XS TR

(Mailing address)

GELEIED] N HEES
ERBHEES EoDBIEES

(Primary phone) (Secondary phone)

BFX—I)L
(Email)



K%: (Full Name):

2B IRES: (Medical Record #):

NLZTTREAD DNV T T7RIEBADOHERZGIR L2 WBERIBAICE DWW TeANLRT TR
IR T LTRLL BV, FaRIcstLE T
(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)
B DEEIRIC
E e iIn
I3 RAEATL
1230,

FIATISHEDNILZRT 7 DREZ L THEWKBEWAYIDOZFZ5EE L £,
(I will also write below the names of any individuals, if any, who I DO NOT want to
make health care decisions for me.)
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K%: (Full Name):

2B IRES: (Medical Record #):

(EEEREIE=
(My Values & Beliefs)
CDEIIIVTIE EAREFDEEES LA E O TAIDNZRLTVET, COZEDIRD DERTIC
EZB3+HBEH>TVET,
FMCRBEBAIRT T ZEFICRETICENTESR LS. AAIC->THADRH AT
28R BB LRMIEZLHAETT,
EEELES FLDOMMEEER L FACEH>TADROAIDZANILXTTHRIBA (BERRESE) ICIF
Do a R BRLTHES5H. KEBRILTY,
B3I ET.

HERT=ODNEICH
WA Ho8H
REBROHEES
HIZeNTTE

T DEEDES
BB xL<{EZX3>

A CTIRIIBETD
T.FEZMNTT

_N5DBERICH
BEZLETW

24R—THDIR—TH

AMDANETEANFOABEN EEDES LEIIMHI CAREESIZFHET AN L\
I ABBDOZ I DWTHBLF T FADEENNILIAT TICESWSRE R
HIEBTHEEML B DIMCOVWTHEB LIEWEEBWET,

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

B IRES: (Medical Record #):

HTUFFEZDDIRTZF VI L FDRR—=UZISICEER L TIE S LY,
(Check all that apply and use the space below to describe more.)

1. BT TRVWESLEWVWSDI U TOHDHRH L TIEES:
(1.For me to live well, the following matter most to me:)

4

4

BIBIANBE—EICHZBILOERZRDES
(Spending time and connecting with loved ones)
H2REITS

(Making my own decisions)
BIEXDHZAZa=7—3>%WD
(Communicating meaningfully)

SEICENTS

(Being physically active)

REVPREZRHTSS

(Recognizing friends and family)
HEMTEFHNTSES

(Being socially active)

WILTESISND

(Living independently)

N LTEHATRARBILNTES

(Feeding myself without assistance)
BEANLGHEEEHNTES (BHPTHAIICASZ. BEXB)
(Taking care of my personal hygiene [bathing, dressing myself])
H7DRTESY

(Living in my home)

B ELT/XEBRI T 7B ZT D
(Working and/or volunteering)
BIRPEIRICVWELD

(Participating in hobbies or interests)
AEBVFaF7INLBERELTIEIRHAZREITIS
(Honoring my spiritual beliefs and/or religion)
ZOf (FEBICT SICTRRMSIEIWY)

(Other [say more below])

FMCESTUEI FTAT DO EHARETY ...
(It also matters to me that...)
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K%: (Full Name):

SEECIRE S (Medical Record #):

2. I HR1 TEARSEIRBAAELEHTIADOANLEICENZIF-ESL
IKDVWT. ESICHDERZHBLIEVWEBVLET,

(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.)

ESLTINGDHRTCICEOTRERDTIN?
(Why are these important to you?)

3. DXL REVFaTVT1— FRE ELT/ FLIIEZEVW T HFIE AL
TTPDREICEABZEZRIFTTLISIN?2CNIFEDSSWVELICESTKRETL
&2H?

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

TR FACESTKRERIETT,
(It is important to me that...)



K%: (Full Name):

2B IRES: (Medical Record #):

NIRRT TICET S/ ELZEIR

(Choosing My Health Care Preferences)

FOLDMIEER & ERLEHE L. OEIIIVIF DB EDAIRT TREZ TEHRIGSTZHBA.
FESIHRITIDICKEMIBEEZVELTRIGEIC. TEECPAIRTTREAICHROEEREREEZLTH
S55H1RELTFADFEEZRRBZHDTY,
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ANNRTTDOFE
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DIFHEDVLR
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BARSBICEST
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BUWE%ZEIF3C
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COEBICIFFDANILRT TICETA2HEENEHNNTVET:
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FAWLEY,
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BREXE2aHET,
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BELEIDOETEHD,
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K%: (Full Name):

2B IRES: (Medical Record #):

CNETOERIEEICRETARNB I U TICOVWTEZITHTLIETL
(=7 iié%@%&?*@fc“ TEIRLTLIZT W),

A RDIEDTERITNIE ERIEEZIES. £ I3PH 3:
(A. | would decline or stop life sustaining interventions if | was not able to):

Q BYTRIATSBCL
(Make my own decisions)

Q EMOHZAZ2=7—23VzWM3L
(Communicate meaningfully)

0 REPREZDMHI DL
(Recognize friends and family)

Q NMEPREERBEGLTEAITENSIL

(Feed myself without assistance or tube feeding)
Q BANGEHEEE (BOTEABICAS. EEZD)

(Take care of my personal hygiene [bathing, dressing myself])
Q JZIaZ7—ICBMIsdL

(Engage with the community)

FEEOBBICEDVWTAINRT TOHELEEEIRTBICHIZD LU TICOVWTEEXT
S0

WA EELEENER. B ERICEID. BERETEII . EERITHDICKERNE
BB EEL ST T-D AR TT7REBAR LD I=HICEFEREEZESN TS,
ERIEE IS RDHDZET: CPRIA TSR R ERE A BT MK F/clF MR
BIEIDEAE,

(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.)
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K%: (Full Name):

IR E S (Medical Record #):

B. BEfE D RASHLVERHE, £ 3EBRLREENEITLTVS, AN ANRE
TEIBLDBIEBETITED B L\

(B. I have advanced dementia or severe brain damage that is not expected
to get better. | am not able to function in a way that is acceptable to me.)

HhDMEEBREERXICE DTS

(Based on my values and beliefs:)

IEMIEBZLTIELLARV, EMEEZ DD RIFFBLENTARLL,
(I do not want any life-sustaining interventions. | would either stop or
not start life sustaining interventions.)

[ I=mmicsycazmn, EenBemns. $BrTRLL.
(I would want life-sustaining interventions to start or continue, as
long as medically appropriate.)

L _1emmicencszmn. EenBeRsntBETRALV. B Ha
IX2BEFRFAE T
(I want a limited trial of life-sustaining interventions, as long as
medically appropriate. Typically, a trial is less than two weeks.)

SHABMEORLEL.. BER5...
(My preferences for a trial period are...because...)
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K%: (Full Name):

2B IRES: (Medical Record #):

C. AhCIR . ERTETHD. IFIFEKBISESVTVLSREIAD H B,
IHDZBETETDRTTHEDREREL AR\,

(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.)

HhOMERCEZICEDITIE:
(Based on my values and beliefs:)

[ zssmeLcacanrsiiszons.
FIIFRABLAWTERL LY,
(I do not want any life-sustaining interventions. | would either stop
or not start life sustaining interventions.)

[ IEpwicancnsin. ESEEEHEDHS. ER2EHFTRLL,
(I would want life-sustaining interventions to start or continue,
as long as medically appropriate.)

[ IEmmicevcssin. EREEERSNABETHESLL, B 2
IF2 BB AR o
(I want a limited trial of life-sustaining interventions, as long as
medically appropriate. Typically, a trial is less than two weeks.)

SAREIDORZEL.. BER5...
(My preferences for a trial period are...because...)

EREEZHIRLEWES. —FODX/\°—X %@%JBE OL\TDEﬂLi@:

(If | want 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.)

THRLELFETBEBS..
(I want...because...)



K%: (Full Name):

2B IRES: (Medical Record #):

[A7>ar] BEDE L TFERICA =o)L BB OO MR PR DEAZMO-VEE (BEH
REMBRE, CCETEERA T3 ERLTLIE T LY,

. (Initial below if you want to decline blood transfusions or blood products for
¢ treatment [select the option that is true for you.])

L ISR FISMBRBERDEAZIEERZ LT, Kaiser Permanente
: MmARBPSZAE 282 ALET,
(I DECLINE blood transfusions or blood products and will fill out
the Kaiser Permanente Blood Declaration form.)

.......... ISR FISMBRBERDEAZIEERZ LT, Kaiser Permanente
: m&xBRERE Z5cALELT.

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

romoRENIBE  FKREISGAWEELETHEORRZREE-> TVWBRIES. EER/IIENILRYT
TIH? TF—LCEREEBED IO DERMTETRE (Physician Orders for Life-Sustaining
Treatment, POLST) Z5C AT 2 EICDWTEELTLE T LY,

24R—JHD16~R—TH
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K%: (Full Name):

SEECIRE S (Medical Record #):

DIV TIE BB ERDFEE BETEDESICHH>THS VWD BRI CBIET IBZE L CA R
HOEFELTIONE WIEIRANEZENN T A EN CEFETIEEBEBICOVWTHEEANEZELTETET,

$F458
SEEDEIR% T
FTDCITHEL
<ELCBAhH LN
FEAD BEE

DEIBANIBIC

EoTIE RAIBHY
(272> TWLBIFEL)
BFERIC. BERRD
HEEDNERELED
EEDRSIEBEIC
ANOE:

F/-EmilCFEL
T=HD FEESH.
B BN D
BEOFNARY)
ICDWTHEREL
LS

24R—SHDI7TR—TH

UK. FECRICESLTHSIDEVWSBIREXSLTILIF . SERICEOT—
BAELDBDE. —BEEBALBHREBELTINBZILICEDET, ChoD=E
RzEFEZzMNTTARE L WETHNIZ. B2HOMERLEIZRRIENTE
ESEC PN

AR BRICELD FEFE
{ELISEATIE S L,

1. #Lb“)\ia)s’%ﬂﬂ’&i_im: EBIBIALBICR.ADOADDOHD (Bl & RE
DFaFZIBHR=PF AL BRE. BRIV RYFRY) THEZSTIELLY:

(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.]:)

MDFELL...

(My preferences are...)

HBEZDEZEWN EVWDFBRIF DN BDHDLEITENE

2. R GEEDOHRVEICEHTEIHE (BFENEENERE. XEEDRDORHMN
FLBAEVFaT7ILRIRE) BUATICVZIFLTHDET,

(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.)

FDFEIL...

(My preferences are...)
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F4: (Full Name):
2B IRES: (Medical Record #):

fEEs R EIC DWTA a1 BATZ S,

3. IADFEHBICH =D, [ifizz. HEE. € LT/ X3 B EE A ZRMELI=LY,

(3. Upon my death, | want to donate my organs, tissues, and/or body parts.)
a &w

(Yes)

FEEORYIRNIFTVvITBET ZI-BIBDANEDRIBDANILZRTT
BIRICE T2 DFREICH DD ST IRED BT RO ER ABf. € L
T/ ETNEBEEBD I LS K O/ RO A DT DIC B R —BFH
EEEBEZH Y CCICERTAERZRIBAICEZFT,

(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.)

HTUUFEZ ATy IARTEZEIRLTLIETLY:

(Choose as many options as applies:)

RO BN THEER B LT/ RZBET D ziRE Lz

(I want to donate my organs, tissues, and/or body parts for the following
pUrposes:)

Q #®iE
(Transplant)
Q BE
(Therapy)
Q 3
(Research)
Q #E
(Education)
TEEDIED. fE2s AEBZ LT/ X B S DR AR L7
(I want to restrict my donation of organs, tissues, and/or body parts as
indicated below:)

L EBIBR LWL
(I would like to restrict...)

LLR

(No)
HHB5%EL
(’m not sure)



24R—JHDIIR—TH

K%: (Full Name):

B0 IRES: (Medical Record #):

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

MNRERDRF—FEFRITB>TUTHNAIRTI T LLUFEND BTN B 1EBICES
HINTOENICROON B BB REEN LD TFFICE W TR DESRREZ1TD
CENTEET NIRRT TRIEBADELIN TOWEWEE RDORODIZ BT+
IWZTMNAETREINIBANRET DT AL FT,

(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.)



K%: (Full Name):

S fECiRE 5 (Medical Record #):
CHOEHEENICERNICTS
(Making This Document Legally Valid)
ot oIvaviE s 'J72“)I/:7’}‘I‘ILCBL\’C\ BERDNILRT 7EAERELENICBNRDDLTS

FAENFESNTOVETBIICTBICIE. (1) EFHRDERTS ELT (2) 2ADFEAICESTERTN
% Fl3 4 niEAO)ﬁuTﬁnﬁ*h&thzt&Diﬁ'ho
sE5am COR—TDBEICERL. ZLTHZHL=FMICE VTS OEEEENICEY
= 73:’5)0)(\_’.3_57‘:.&)‘;\/&0)3'519%1%?RL’C<7LL"L\
EEBHICHD . SRRSO .
CLT. BFHD " : .
C DAHCDICEL 2)\0).=IE)\ : NOTARY PUBLIC
(‘\g%;ﬁgﬁg g o AIADIANZEERICERE : e NOTARY PUBLIC ®WL\ARL\Y
TR TAHNEE DHBBIATHOTIEWITEE CATIOEE=ZERLE
LicBa I 5L i A (M. 6598 EFEED : AR Q@/reIn
LAHCDEZRLE L BfR) TLCEEEROMEIC .+ NOTARY PUBLICIZ24X —
SEEUAOT, | HUUBRHRNBIAT el Sy ”
IEPVE L BoTRLT ERA. o
Lo PEROBEILEAEALR
TTRIEA (ERREE) I
SEAELTEATEIEEA
o PEROERRME. XTI
NLRTTIREEDREEE
IFEEALLTEATEEEA
o SEADEIT.BLTEINES
DEBFNZITo>TCLTET L
o FFAIE 2IR—TVHEICELL
ESE N
BERDELZECCIC
LTS, thoE4
(My Signature)
TOFSEIEA - ROER (O—<FEA
TITWICDE ;
T (My name printed)
TN TENICER
ICTBICIE. D
EEETEANCE NOE g2 H1I
ALTHE5 ;
S LTH5SHE (My Signature) Date
HHLET,
HLYENICERZ T AN TEIRITNIE BLZDLOLDIZHZ AN LEDY
—JTHRIBEOEET Y,
(If you are physically unable to sign, any mark you make that you intend to be
your signature is acceptable.)

oam—otip20s—Sg RN—IDIACRIEDEHISEATLES



SEA1DES,

ARBERDOA
IWRT7REA
IFEEAICBNE
Ao

EAN2DES,

24R—J D21 R—TH

F4: (Full Name):
B0 IRES: (Medical Record #):

AVIANZTHTIOEEZENICEMETET-O FLIZ2ADEAZERL £,
SEADBRR: AVT AL =T HEDHEAAERRIEDIONIFEGT. MO E
BELET: (1) CONILRT T7EFIBRE ICBALICEIIEELIEALEA
MICFADFN BN TH D £TIXELCBICEDERICIDBTH BRI NIEAY T
H3. 2) ZOEAIF FDETT. AHCDICEZ 713 ESRL. () ZDEAITEE
T HEE AD AYBREDOFERNIHDZHDTIEHL, @) FIFTDAHCDICZED
REANITIEAINIZHDTIEAL 6) FAIZDEADANILRT TIRHEE. DN
2B 0I5~ T T7HROBEE. TOREE MFDOSHET THROZEE
EH.TOREEDOLWVITNTEHDEH Ao

SEA1:

(Witness number one:)

K4
(Name)

B
(Address)

E% B
(Signature) (Date)

SEA2:
(Witness number two:)

K
(Name)

EPR
(Address)

Z% B
(Signature) (Date)



ERIICEEADTA

IFEERCERD
HBINYTH-T

IO FEEA

2AR—IHD22R—TH

K%: (Full Name):

B0 IRES: (Medical Record #):

SEADEMRRR: D70 EREADSIBIAIIRDEF ICHEBL LAITNIES
DEEA: AVTAIZTHEDHEAAEFRIEEDINBIRMET AISZOANILIT
TEIHETEZETLTVAEA S M. B 518 1 L 2458 TIE R BR
D ESHFEITIESFCIIEREZHO>TL T COBEADEEICEID. BEEDEZ
ITAERIFBVWC B CIICEELE T,

(Additional Statement of Witnesses: At least one of the above witnesses 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.)

E%4 B
(Signature) (Date)



HRICEERY 15
BDHBEZLET
LY

2AR—IHD23R—TH

K%: (Full Name):

2B IRES: (Medical Record #):

SEA DFFRIZE M
EBERDRRE R DEBE CTHIHE BEDAZBAIIIIT VT AR
OEBRICBALABITNIERDEEA.

(Special Witness Requirement)

(If you are a patient in a skilled nursing facility, the patient advocate or
ombudsman must sign the following statement.)
BEOAZBAXIIF TRV OBR®E: T I DU THILZTMEDD & ARBFE
SEIFHHINDSEXU T IDEFE CTIHRESNLBEDORBAIIEA >V TINY
THHCZIICEE L. AUTHILZTINEEREI—FDOE T2 3>4675TE
KENBEACLTERATHCZIICEVET,

(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.)

EZ% B
(Signature) (Date)




K%: (Full Name):

B0 IRES: (Medical Record #):

f:..NOTARY PUBLIC FhiE2 ADFEADHDIZNOTARY PUBLICZEIRL 7,

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)

24R—JHD24R—TH



BEHTESTTV
EIURIFFTHT
9. —OFOEX
Z5E T IBDIC,
HEHLP5%
L7572\
EDBODFITNR
DIBODTIo

RODRATYT
(Next Steps)
_nrmwxfr?%auhﬁ% (AHCD) I3 T F TV 7R N BN BB DR T

ICHERICITOLDICLTLIZTW

Q AHCDDIE—ERDATBICEL TS

ALNRTTREAN (ERRES) Kﬁ**ﬁfi}\
RDOFHNFFOTVLD F el

AE—ZXRDOEFREFTERX THEDLTEEIL: Kaiser Permanente Central
Scanning, 1011 S. East Street, Anaheim, CA 92805 F7zl&
BFA—)L TE-TLIZ LY SCALCentralized-Scanning-Center@kp.org

AV FILIMRELSIEE W

QO AHCDICDOWTERLELLS

AIZRTT7RIBA (BEREE) L EFRDOMERGERI NIRRT T DE

PRICDOWTE }_LfiL,J:D AHCD%@OT\KDE%E REBANCDREIZ
R CEBERE BN ERL TS0,

HEEZNIILZRTT7REBASGBATLDANILZT 7 OZFRMITESLTED

E%)(b}c_ouf BIRAANTE KK ELT/ERIZRARICHSE S &SI

Q AHCD’E:?#O'C"O'C(TSG W

Fﬁm’(-’uux?iﬂz IC1T<EE1E. AHCDO O —%#E O EECERICTELT
HHOKDI ;L/iﬁ“o

O AHCDZTEHIMICRELZLLS
KD ENFBEFH. AHCDZREBETLSICLELELD:

10 — NETH/-R10FEEDR B S

BE - ETBRAD T AofceE

Fﬁ'ﬁt&/‘é’:&é — BRIE BB TOMRIRICAKT BN HoTc e E
L S VAN IO it ey aW sbated

*ﬁﬁbﬁ? — SORBREICELWME R SRR NCE. BB
TOEFEHHEICHm>T- T

A= AHCDDERIZ WOTHF v EILEIZEE IS CHARETT, &
BRONE FIIRRICEVWTYENRILT BICDN. /\)LX’TTTJQEE}\(
BREE) PERDBREEBTI SN TEETLET 515 m«g
L TZDFLWERICER T 2NN T 7IREE| “a‘}ﬁ{gi—gt

éﬁrf; KAISER

Z PERMANENTE


mailto:SCALCentralized-Scanning-Center@kp.org

% KAISER PERMANENTE.

COERISERLEOEBZZMT2HDTII B ERMEIZEDOMDEREFFIR

MERITTUVWBEFHNT FNARXTBEFICROTHRD 2 DD TIEHDF A

HLERLEOBEDKVTVZHIENCHTERD D NIE. DD DDITDERMICIE
LTI,

WIHDSAITT TSV T F—LERETBKPITA /R—2ayF—LTHD
Sparkh'FH L £ L7-.Bioethics. SCPMG Legal. ZDMDEE LR EME D FE(C
RHLE T,
© Southern California Permanente Medical Group.

All rights reserved.

EES -ER-GEHEERT,

SCAL-LCP 032J (07/21)
kp.org/lifecareplan


https://kp.org/lifecareplan

	ヘルスケア事前指示書
	ヘルスケア代理人 (意思決定者) を選択 
	価値観と信念 
	ヘルスケアに関する希望を選択 
	死亡後の選択
	この書類を法的に有効にする 
	ACKNOWLEDGMENT 
	次のステップ


	Text1: 
	0: 
	1: 
	0: 
	1: 

	2: 
	3: 
	0: 
	1: 
	0: 
	1: 


	4: 
	0: 
	1: 

	5: 

	Text2: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	0: 
	1: 


	4: 
	0: 
	1: 

	5: 

	Text4: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	0: 
	1: 


	4: 
	0: 
	1: 

	5: 
	7: 
	8: 
	9: 
	10: 
	0: 
	1: 
	2: 

	11: 
	0: 
	1: 

	12: 

	Text5: 
	0: 
	1: 

	toggle_1_2: Off
	toggle_2_2: Off
	toggle_3_2: Off
	toggle_4: Off
	toggle_5: Off
	toggle_6: Off
	toggle_7: Off
	toggle_8: Off
	toggle_9: Off
	toggle_10: Off
	toggle_11: Off
	toggle_12: Off
	toggle_13: Off
	toggle_14: Off
	Text6: 
	Text7: 
	Text8: 
	toggle_1_3: Off
	toggle_2_3: Off
	toggle_3_3: Off
	toggle_4_2: Off
	toggle_5_2: Off
	toggle_6_2: Off
	Text9: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	toggle_2_4: Off
	toggle_3_4: Off
	toggle_4_3: Off
	toggle_5_3: Off
	Text15: 
	Text16: 
	Text18: 
	Text19: 
	0: 
	1: 
	2: 
	1: 

	3: 
	4: 
	5: 
	1: 

	6: 
	1: 


	Text20: 
	1: 

	toggle_1_5: Off
	toggle_2_5: Off
	toggle_3_5: Off
	toggle_4_4: Off
	Group19: Off
	Group1_P11: Off
	Group1_P12: Off
	Text1_p13: 
	Text2_p13: 
	By checking the box above and regardless of my choice in Part 3: Off
	Text2_P18: 
	Text3_P18: 
	Text4_P18: 
	Text5_P18: 
	NAME: 
	MRN: 


