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2~ 1 —WISH 1

Wit Xz ZESs HE U= M W OiAl
The Person | Want To Make Health Care Decisions For Me When | Can’t Make Them For Myself.

= H 0/4 2223 Z2EF =2 AAZ HE
L/ = QICOZ [JI} LEEHAFEO0] LHE 0]
it ZE82 Hel|== 0] 4= Soll A& L]
C X1 & &t ALEE LIS 2219/ Z He|2 (L= Y
2/ 2! (proxy), LHE1 2! (representative), i== L 24 Af
(surrogate) oF 20| oS FOUHA AMEL = JIEL &
01)0l ELICt 0] AtEtE O <RI 2F o5 E
IR LIS B9 Z 23 = HE X 2/LILCH
o WWIIH Ol AAZE O 23 ZEHZ2 LY
g = Q0D L9 2/ F SN &£ = EE 9
ALIF BHEHEE Z L, 12 D
e [E C9ZF MZLI0/ 0/0] 52/

Ol

=T

r

LHoF A5t FOIA L} G 014 O/ 2481 Z
HE 2 + QI BEGHS 8410] 18 F2
S Fo BN IS LI

2FS UeIFE AR

f1am no longer able to make my own health care

decisions, this form names the person I choose to
make these choices for me. This person will be my
Health Care Agent (or other term that may be used in
my state, such as proxy, representative, or surrogate).
This person will make my health care choices if both
of these things happen:

* My attending or treating doctor finds I am no
longer able to make health care choices, AND

*  Another health care professional agrees that
this is true.

If my state has a different way of finding that [ am not
able to make health care choices, then my state’s way
should be followed.

BHOZE Helelez HES AIEE dE6ts &Y
Picking The Right Person To Be Your Health Care Agent

oS S & 2D BAH =D 022 WS U
E & U AZS HUTHAAIR. HRXILE JHE
SIS AP0 2 4 YSSE 242l {0 Of
2 4 ASLICH DU HIHE DS0| 540 He
o £E UGLICH 010 CHHA = 510 IHE = Of
A HYUICH HEC ZHS WY Aot SIYAES
T OIS 4 U MRS HEGIAIL, T8t 2L
2 HOICHHIE S9HE 4 UAES TR0 U AR
S HEBIAAIR. B2AOIR U210 LK, IS
S HEGHH MTPE MEIGHH N P 5Hel AR O
o B D Hel0l ARl LB S0/t 0l
[E 212S Al StAIAIR. A5t 22122 tel
o2 18Kl 014 (222HE 0l AI= 214 01 4h Ol0f
OF 5t04 CHS ALEHOI GHEXEIOIAH = O EILICH
. =0I0| ABBIE AR AL, FHAR
A& E= XIAS 2B AES T3t
8 =0lo 2202 HBX
. =2000| ABSIE 2AIR HITXO He
OILt X Ol Xt
.+ HIRXLIMIS WEY F2= HISIGHD 102
OIS0l CHGH CHRIQIOR 21D U= B

Choose someone who knows you very well, cares about
you, and who can make difficult decisions. A spouse

or family member may not be the best choice because
they are too emotionally involved. Sometimes they are
the best choice. You know best. Choose someone who is
able to stand up for you so that your wishes are followed.
Also, choose someone who is likely to be nearby so that
they can help when you need them. Whether you choose
a spouse, family member, or friend as your Health Care
Agent, make sure you talk about these wishes and be sure
that this person agrees to respect and follow your wishes.
Your Health Care Agent should be at least 18 years or

older (in Colorado, 21 years or older) and should not be:

o Your health care provider, including the
owner or operator of a health or residential or
community care facility serving you.

. An employee or spouse of an employee of your
health care provider.

. Serving as an agent or proxy for 10 or more
people unless he or she is your spouse
or close relative.




2 Ue BHoz tf2|elez MEigh AtELICH
The Person | Choose As My Health Care Agent Is:

M1 CHel Q! Ol First Choice Name NM3HHS  Phone

F=A  Address AN/Z=/RBEHS  City/State/Zip

1ol tHelelol CHal Z2E = WelXl RotHLE HelDJIE Xl EES B8R, L= L2 0|22 L A
SH e B2, L= ?2 Uelglol A= 3R Us UeloH AZE=S 82 LI

If this person is not able or willing to make these choices for me, OR is divorced or legally separated from me, OR
this person has died, then these people are my next choices:

M2 el @l OIS Second Choice Name M3 CHel@l OI&  Third Choice Name
Z=A Address Z=A  Address
AN/Z /LTRSS City/State/Zip AN/Z/RERHS  City/State/Zip

kOII

MSHS  Phone NMBHS  Phone

EAH2Z Uele DE0l st ZFE  If I Change My Mind About Having A
o
T

ot Ni & F=L, L= Health Care Agent, | Will
o CHAJIK &3 249 oY 222 2 ¢ Destroy all copies of this part of the
= SAt=2 I AYLICH £&5 Five Wishes form. OR

o« SEIAILE JIF0NH & BAH2A= ¢ Tell someone, such as my doctor or
CHelel Z2E S FHaotHU BHE 6 family, that I want to cancel or change
A0 2 AYLICH &£& my Health Care Agent. OR

e HEtE FAotLX ot= 2 el el e Write the word “Revoked” in large
O] 0|8 20l “Revoked (R &) ctL] letters across the name of each agent
AN £ 242 LICH ot=22] o E HI0| whose authority I want to cancel.
X0l 8 A LI Sign my name on that page.



Lt= L1e 2292 [H2]010] 9|2 28 ZE = I understand that my Health Care Agent can make

& LHE = = 0loHetLIC) L= LIe] ] health care decisions for me. I want my Agent to be
21010] C}E AtetE 012617/ E F&LICH (OFeh able to do the following: (Please cross out anything
AE = Oi2lelo] OlE&otIIE |A6HA &= At you don’t want your Agent to do that is listed below.)

Ol €2 10 AXSHYAIR.)

« HAE & K==l 22Xz " 2A5 A e Make choices for me about my medical care
Bl A0l CHoll LIS CHalol 28 LHELICEH Ol or services, like tests, medicine, or surgery.
et XE £= MblA= W A48 2HE This care or service could be to find out what my
Lot oL XZot)| et A2 = /USLICH health problem is, or how to treat it. It can also
Ol0le MBS AHAEAIZ|D| |18t XIgJt Z&tE include care to keep me alive. If the treatment or
= ASLICH 23 X=X 2tsI 0101 Al&E care has already started, my Health Care Agent
2 U BAH2=Z tHelel2 012 XISAIF|I L can keep it going or have it stopped.

SEHAIZ = AsLICH

o LN A JFXIZO CHBE EAHQI2 Helelel 0] e Interpret any instructions I have given in this form or
SHE HIEtO 2 0] LAIOILF JIEF ECI0IAL LHDT given in other discussions, according to my Health
K A8 0|8 AIEHS BH A &HLICY. Care Agent’s understanding of my wishes and values.

o LUE Aot ExF=HAILE, 23, SALA, *  Consent to admission to an assisted living facility,
=223 0l EX0 ol s2&LICH L hospital, hospice, or nursing home for me. My
2oz telglg W s L 2tS0l 2ERE Health Care Agent can hire any kind of health
DE =E20| 215 ME012 D28 £ Q& care worker I may needto help me or take care of
Cl, CE8H L BAHO 2 He|ole 2D T me. My Agent may also fire a health care worker,
CE AR 25 M2 0 4 USLIC if needed.

e OlZNMOZR EQGE"2AN 2, 2D MY *  Make the decision to request, take away or not give
A2 8t JIEFOE X228 Les oz 12 medical treatments, including artificially provided food
2 Q, =CHoLE BHX 40|12 ZHEHL|CY. and water, and any other treatments to keep me alive.

e Lo o2 0|2 L JHol mtes "etatn 204 e See and approve release of my medical records
£ £0I8HLIC} 0l2d8t Y S0 LISl A0l and personal files. If I need to sign my name to
ZIQs A2 | EHOZ elol0] CHAIGH M get any of these files, my Health Care Agent can
g A QAL |}, sign it for me.

e LIQE X2E Y| Yol = W AR oS *  Move me to another state to get the care I need
Slol L2 T2 =2 0lag 4 AsLIC or to carry out my wishes.

e JNE HUZS Qo RS BE E290| A2 E(Y *  Authorize or refuse to authorize any medication
Lt ZXIE s2lotHL AR ELICH or procedure needed to help with pain.

o W AES 0| ROl LREHHA A2 e Take any legal action needed to carry out my
MIJ| &L CH wishes.

o THAIZ JtSsH LY AIX D1 20|LF RIS HOA *  Donate useable organs or tissues of mine as
S AISH BHOl W2t D1 SELICH allowed by law.

o LIZ Qo HICIHO, HICIHOIE L= J|Et = *  Apply for Medicare, Medicaid, or other programs
20| B8 S AFEHSLICH W BAHY or insurance benefits for me. My Health Care
= iclel2 0lelgt 24 240 ERst BEE Agent can see my personal files, like bank
| 7ol 2 IS 22 AMEQ LS & records, to find out what is needed to fill out
akst & QIS L|CH. these forms.

e Olch L2 W BHoZ telol HstH thst * Listed below are any changes, additions, or
DE HA, 2O 2 HSt AP LICH limitations on my Health Care Agent’s powers.




~FH2 — WISH 2
ABIAHU X 2= 25 XNE2 SF0 CHSt A
My Wish For The Kind Of Medical Treatment | Want Or Don’t Want.

L/i L &8F0 IR L=otLt] 220 & Ibelieve that my life is precious and I deserve

s I INSEE JIXIF YOHD & to be treated with dignity. When the time comes
2t C’;‘L/ Ct H3totA]l 22 == &0l oefZ that I am very sick and am not able to speak for
RO 22 L3 2 W X992 2o/ myself, I want the following wishes, and any other
U//W/ MEpet 25 J&S &=ord 0/8ot2 & directions I have given to my Health Care Agent, to
gfL/LCY. be respected and followed.
LH 2ZtHOIOCZ A S&ollOF & AtE What You Should Keep In Mind As
My Caregiver

e U= USE20 AKX SEsUL Us 34H » Ido not want to be in pain. I want my doctor to
Ol 2N ECH =% A0l 510 O LIE give me enough medicine to relieve my pain,
HEXcte DS BHAZE = UAEE & even if that means that I will be drowsy or sleep
= &=ol FHEIIE EgUt more than I would otherwise.

o 2AILE 2tSARDE LH AHH AFO| Btol= & ¢ Ido not want anything done or omitted by my
S FolHL YD SHC=Z XS E A doctors or nurses with the intention of taking
oAM= - ELICH my life.

o Lo SAUSSItHASED L 30 & » I want to be offered food and fluids by mouth,
o HZ0otl) ot =A&EZ S-LCH and kept clean and warm.

S3 4BA S

In Case Of An Emergency
S=2E AE0IAHLI HEHAA QAN &F If you have a medical emergency and ambulance
M= &2 =2 Do Not Resuscitate (=28 = X|) 24 personnel arrive, they may look to see if you

OlLt 2N E &0loll = == UsLICH el = have a Do Not Resuscitate form or bracelet.

0l A Ol 218t Do Not Resuscitate 2 A S £ & G} Many states require a person to have a Do Not

O 2IAMS] MBS == ot JASLICEH O] Resuscitate form filled out and signed by a

SAlS ol =012 MFO| ?l=2 I MH doctor. This form lets ambulance personnel

A XS E 2ot LSS oled QPO & know that you don’t want them to use life-support
g == USLICH EY 2 ALSH 421510 Do Not treatment when you are dying. Please check with
Resuscitate 2F& 2 & 0| EREHA (R E & your doctor to see if you need to have a Do Not

OIGH Al 2. Resuscitate form filled out.




WA AN A “HE X XI=”2 20|

48 RA Nzt dEs NEH22 FAAI
J Flet 2= 7S 2lg %, J|+ K= &=
SEWE 2L 48 2A J=zle 28 2
= Aol S0 & 2= 2, A= I (%
S Q) E S&t 84 % S8 32, dHLds
(CPR), =2 ==, =8, &4, gd 22 T L
HH HEy=S flet Vet 22 A0l 2 LI
LISl SuH L= JfelH 25 072 43 =
Al X122 2|01 S Metot A & B Ofefl o =
Of oH & Mgt AtrOll CHoll S Al & LICH O
= S8 20N Eots HtE EHMol otJl A

& LICH.

What “Life-Support Treatment”
Means To Me

Life-support treatment means any medical
procedure, device or medication to keep me alive.
Life-support treatment includes: medical devices
put in me to help me breathe; food and water
supplied by medical device (tube feeding);
cardiopulmonary resuscitation (CPR); major
surgery; blood transfusions; dialysis; antibiotics;
and anything else meant to keep me alive. If I
wish to limit the meaning of life-support treatment
because of my religious or personal beliefs, I write
this limitation in the space below. I do this to make
very clear what I want and under what conditions.

Orci et &2 Ul I1A1 &&0IlA 26t71LF 2olA] &

X2 SEE FAIELICL LIe 2292 [H2] 2, II=,
SE& A Y TIEF A9 Z HE A, &+ 2] JIEF
SIS0 s 8 22 A& S &EoFIAF gL

ZEIN
LHOF 2= At2oteletd 85 SIAH R O E &8 & 2
SO0l 25 et 32, el 48 2 Xz
= SAI ALY AlZES HO1E0l XILIK] @22 32
(CtS = oS Ate otLIS B LICEH)

J 4 & XzE &2 AL

I want to have life-support treatment.

Here is the kind of medical treatment that I want or don’t want
in the four situations listed below. I want my Health Care
Agent, my family, my doctors and other health care providers,

my friends and all others to know these directions.

Close to death:

If my doctor and another health care professional both
decide that I am likely to die within a short period of
time, and life-support treatment would only delay the
moment of my death (Choose one of the following):

d MY HE XI=E |GHK RFSLICH HE X=0H 010l AIFE B3R SHS RFELIC
I do not want life-support treatment. If it has been started, I want it stopped.

1 EY AL =30| Eltt) BEe F2 48 AF XIS &2 JLC DL g Xz
22 dEiL S& 230 =30] ZX g= 3R SColJ|E |gtL

I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.



4 MEHOI A CHAl JHO LEALE S In A Coma And Not Expected To
50| Stsst 3% Wake Up Or Recover:

O|Al 3150] 2Its8t &= AEH0l iSO L2 EE  If my doctor and another health care professional both
SINME UE MR =00l B BHet B, 21 decide that I am in a coma from which I am not

cll ffENE 22 B, 48 A X2 SR expected to wake up or recover, and I have brain

A AIZES AOIE0 XILEK 25 8% (S & damage, and life-support treatment would only delay
e Ater LIS HEREELICE) the moment of my death (Choose one of the following):

d M HAF IS &2 AU

I want to have life-support treatment.

SFELICH

ujo

d M3 A XSS J6HA #SLICL ol =0t 00| AIEE B2 SH

I do not want life-support treatment. If it has been started, I want it stopped.

d EE M &S0l €0t Betst 2 M HF XS E 22 J|LICH 2L dlE Xz
ot 22 dEiL S 230 =30 ZX g= 3L SHolI|E AL
I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.

YRHO0| LD A4S oE=42 2d/Y 1D 3] Permanent And Severe Brain Damage
g 2)lsez THE 32 And Not Expected To Recover:
SN0 o2e HEas SUCLD GE QA If my doctor and another health care professional both
L UE M2 Z00 EF HHE AL (HE = decide that I have permanent and severe brain damage,
o, =2 & = AL LS otHUL O E= (for example, I can open my eyes, but I can not speak
Olof g == Bl %), dcl) &EfJt O £0tE or understand) and I am not expected to get better, and
Itsd0l gl 2%, el ME3 dE 2= H life-support treatment would only delay the moment of
XAFZE AIZES D10 XILHK 22 32 (L3S my death (Choose one of the following):
= oY AL otLIE HEEHLICEH)

d MY AR IN=E &2 RSLICH

I want to have life-support treatment.

d MY AF XS E JSHK ASLICH Y XIEIH 00| AIFE B S QTS LICH
I do not want life-support treatment. If it has been started, I want it stopped.

d U EE AN S0 &0 H#EHE 32 43 0 XS 22 JLIO. JdU g Xz
Jt A AU S& 230l =S0| =X = 3 SHOI|1E |ELICL
I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.



MH AX XIS E 26X

%= JIEH &

MY AN XIS E R0 2= JIE &4=0| U=
22 Oteholl @HELICH Olefst A=UA MY
A& X2 HE Y +=NE ZLUst)| &=0 W
H 2 &S00 =00 M20HK ZESLICH B
2 L= 0l A4Z0A MY A& XIS E JoHAl &
S LICH (02 £, “end-stage condition (ZJ| A &)
v0l2td) M2 4 USLICEH Ol HEiDHH &35t
CIASS 20IELICH O Ol HAIHSZ LE AX
HOZU AAZE =2 s = Aalst 24U
Ol M MY A XESZ =2 2JIsE UL O

=
HU
U &2
12
10

Jl=< DIttt &80l 8l ER0i= 1

SHARL.)

In Another Condition Under Which |
Do Not Wish To Be Kept Alive:

If there is another condition under which I do not wish
to have life-support treatment, I describe it below. In
this condition, I believe that the costs and burdens of
life-support treatment are too much and not worth the
benefits to me. Therefore, in this condition, I do not
want life-support treatment. (For example, you may
write “end-stage condition.” That means that your
health has gotten worse. You are not able to take care of
yourself in any way, mentally or physically. Life-support
treatment will not help you recover. Please leave the
space blank if you have no other condition to describe.)

s 22 W NS, g5 2l 2 &
C/é/ﬁ 2200 2EF LI 0] A3 =
= UWH R 28 o0/ JELICE L &
Ze Zzez
2 F LI UtetA 018 If
4, 501 EAlat AP E 0/ & oHT]
£ FeLICH W Ot=, 55 SJAtet JIEF 221
o2 HMEA &FA= & JIEF 282/ =0] 012
et AMets 0/gotX 2 +2 L0 882
Z 0/E 0/&ol0F ot 20/ Ol Z 0lofl gL/
L g & =2 2ol L & SJAF E£& [
= Z29Z MEBXNSO0NH M L= =IHE 2/
g8 920 FHEHE Xs X s/l &
ot [t £ =2 0| RE 88 QAL OE 2
A99E MEBN=S0 B 278H= HEE
AN=EE WH HEotA & &0 Z0/ XX &
Z HHELILT.

he next three wishes deal with my personal,
T spiritual and emotional wishes. They are
important to me. I want to be treated with dignity
near the end of my life, so I would like people to do
the things written in Wishes 3, 4, and 5 when they
can be done. I understand that my family, my doctors
and other health care providers, my friends, and others
may not be able to do these things or are not required
by law to do these things. I do not expect the following
wishes to place new or added legal duties on my doctors
or other health care providers. I also do not expect these
wishes to excuse my doctor or other health care providers

from giving me the proper care asked for by law.

10



2otz moteto =0l CHet A3
My Wish For How Comfortable | Want To Be.

(S25HA = Atg2 &2 10 &RHSHAIL.) (Please cross out anything that you don’t agree with.)

e L= D20 AKX ESLIO 3aX0l A » Ido not want to be in pain. I want my doctor
EOHAMEL =3 AI2H0l =22 O UEdH&E to give me enough medicine to relieve my pain,
et D5 BZAE = UUH A= S even if that means I will be drowsy or sleep
20| FHEI|E J LIt more than I would otherwise.

e =T, HCE, =& L= 2 S0 U s If I show signs of depression, nausea, shortness
EtLi= 32 W 2t8010| S4& &= <ol of breath, or hallucinations, I want my care
Jtset 2 X2 FHotZd ALICH givers to do whatever they can to help me.

e S0lUA=FER Hes =4S W Helol & » I wish to have a cool moist cloth put on my
H=J|E & &LIC head if T have a fever.

o AXEES Y| Plol LH L=t Y0l E=06}t e Iwant my lips and mouth kept moist to
H 7N Z 2LICH stop dryness.

o Bt ==Es U= = UAJE L ¢ I wish to have warm baths often. I wish to be

StAF 2 D) HAHF 2K &2 .
Lh & 801 HRotl B20l 7ALZ kept fresh and clean at all times.
2 LICH

o JI=EHEH II= 8 QYU DFAFK E Br2 e I wish to be massaged with warm oils as often
5| C}. as I can be.

e UZ AIDIX IS8 AL E0lots 2242 * I 'wish to have my favorite music played when
HeD SEJ|E QAsHLCL. possible until my time of death.

e NEQIL} SHUS SHIGHK A= st HE, * I wish to have personal care like shaving, nail
E=EX™2|, 0{el8l) & XSEY 2 H clipping, hair brushing, and teeth brushing, as
2 gt AISLICH long as they do not cause me pain or discomfort.

o QUZEQIIMNMKYE M =W ME LU =0tet= e I wish to have religious readings and well-
AZES JH A{=2 AEHL|C}. loved poems read aloud when I am near death.

e =O0I7} E0Io| AI2EIE JI=ESOINH 92 e [ wish to know about options for hospice care to
MHIA L MBS 9™ 522 J2g & provide medical, emotional and spiritual care for
U= SAIA MEIA SAO CHoll &0 4 me and my loved ones.

SLICH



dots E48 A0 tis A&

My Wish For How | Want People To Treat Me.

(S25HX e Atg2 &2 10 & HSHAARL.) (Please cross out anything that you don’t agree with.)

o« Jlsst et AHES0l =210 ANH=Z JE » I wish to have people with me when possible.
LICH SXcte AHEE = U= JtsE0l I want someone to be with me when it seems
UeE B2 =2 U S0l A= & that death may come at any time.

LICH.

« Ut SAcILE =20 BtSotAl 20Ut E » 1 wish to have my hand held and to be talked
Jtset et il == Z0t=10 LA Z2s A to when possible, even if I don’t seem to
Ui=Z & &Ll respond to the voice or touch of others.

« Jitset et W =2I0A AFE S0l Jlkol = e I wish to have others by my side praying for
Z #ELICH me when possible.

e W EE =X SHMXOHSO0IA LI O e I wish to have the members of my faith
Ot= L) Mot JEet H2s FE ot community told that I am sick and asked to
£ A SLIC pray for me and visit me.

e =Z ZRII0 Ot 2 EGt) HHE 29 e I wish to be cared for with kindness and
Jl H0M 22t A sLICH cheerfulness, and not sadness.

« L &2 AU 200 AtZoteE IIES2 AMAS e I wish to have pictures of my loved ones in
=0t=Z LI my room, near my bed.

e AHE SHOHA 2 Z32 U 20 33 e IfIam not able to control my bowel or bladder
ot FZoHH |AI&EZ JotH HEdNS functions, I wish for my clothes and bed linens
2% Jtseh et ¥el wXEZ 2L to be kept clean, and for them to be changed as

soon as they can be if they have been soiled.

« JisolthE W ZolA &Sotz &Lt » I want to die in my home, if that can be done.

12



2~ 5 —WISH 5
AESH= 1SS0 el A2 At Cist A&
My Wish For What | Want My Loved Ones To Know.

(S25HX e Atg2 &2 10 & HSHAARL.) (Please cross out anything that you don’t agree with.)

o W IIEL XIS LI 2== At St e I wish to have my family and friends know
Cl= 22 &5t2 *ELIC. that I love them.

e UWINHE IFLLUE MSSUHH A&XHE e I wish to be forgiven for the times I have hurt
=G 0ol CHolf A2 EELICH my family, friends, and others.

o WIHE IFLOE MSSOI LA =& & e 1 wish to have my family, friends and others
Mol Choll EAMEHt=E S doll==2 & know that I forgive them for when they may
LICt. have hurt me in my life.

o LI =3 KMol tHet SHS0l silt= A e I wish for my family and friends to know that I
S W IIEY RS0 L2 JELIC L do not fear death itself. I think it is not the end,
= =30] 20] OtLIZD MZ2 AIEOlet but a new beginning for me.
2L C

« JiSotOE W =07 80l 2= JHES0] T wish for all of my family members to make peace
NZ stoliotl)|E & LILCH with each other before my death, if they can.

o LWIIESW RS0 4201 &3tE D] 0Ol e I wish for my family and friends to think about
Mol U] 255 alafotZ JSLICH LHOt what I was like before I became seriously ill. T
AMESt 20l Ht2 1 0lMe 2522 U want them to remember me in this way after
£ J|Yolf=Z LIt my death.

e WIIESW AFAS 2tHOISO0| L 20l ¢ I wish for my family and friends and
Solotkl = B0k 0lE Esall==Z caregivers to respect my wishes even if they
2AgLICH don’t agree with them.

e WINSWAFSO0I LIS S UHE =S UE ¢ I wish for my family and friends to look at my
HLetet B2 0152 HOlE T AIZt2 dying as a time of personal growth for
g aot==Z LIt 0lE Soll Li= & everyone, including me. This will help me live
Of OIS SHHOIA 20IU= Al2tS 2 a meaningful life in my final days.

(@] | ==
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LH OIS0 & 1S0| L B= 20t=0l= e I wish for my family and friends to get

O HedsS0l Us 3R a8 2I|IE Fe counseling if they have trouble with my death.
LICtH LH eladol =A S0l O=0H =30l I want memories of my life to give them joy
Ot JIE0l HRALH S LILCE and not Sorrow.

BE=UHAUNE UsS YHLZ e After my death, I would like my body to be
Xeloh=2 HHLICH (2L s 2240)): (circle one): buried or cremated.
OH & E= St

L &K = otEe ME U3 Ea0 2 * My body or remains should be put in the
ZEotJ|E ELIL following location

CtS0l 2AISH AtE 2 LIS &dl |2 AL »  The following person knows my

O CHoll &0 A= LILCH funeral wishes:

LIS OZE D16t 2 2X101 CHoll 2 == =0 LI CHoll Tts WES 2ol =

If anyone asks how I want to be remembered, please say the following about me:

S ABtZ Zash =2 28U
Sob Lo, UE T JIE BS SHEAAIR)

If there is to be a memorial service for me, I wish for this service to include the following

A
=2
-
2
1
fr o
1z
o
50
o
0
10

(list music, songs, readings or other specific requests that you have):

(JlEtTHE 230 A= B2 0tell S2H= 0IEGHEAIL. HE S M2 = &
S JlSotd A2 MM toll 8= &= UsLIL s240l O Est E2 UE

0
gl
el]
[z
=
0

Op 2=

A
rr
1
A

2
J4
2

(Please use the space below for any other wishes. For example, you may want to donate any or all parts of

your body when you die. Please attach a separate sheet of paper if you need more space.)
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CHADIRl AR
2F Al A

F AIEe Zo19 &2 ot CHAIHA]

L8 A0l A Z ot AIL.

=0, 2(E) U IH=,
EECA & JIEL 22198 MEA, &7, 12l d JIE P&
SSACISONH L 2122 2] 2! (CHe]210] L2 TIF <%
80/ Jts8 FR) £ Saf HEGHI L 0] 242 Sl
FGAlet U 48 == 0/gg s 2F78LI0. 2 A= U
JHL 014 28 LicI Al 2ot L SIAFE HE oA 20}
HE W 220 ELIC & &4l £8 FE0/ 5=
01g0] 2ts8t I 49 LIDIA FEE ZF 0/
A= 2FELICH L5t 0180 H#EHE D= 2292 Af
& XAIAE Pastefl/lf.

MY Signature:

Signing The
Five Wishes Form

Please make sure you sign your Five Wishes form in the
presence of the two witnesses.

1, , ask that my
SJamily, my doctors, and other health care providers, my
friends, and all others, follow my wishes as communicated

by my Health Care Agent (if I have one and he or she is
available), or as otherwise expressed in this form. This form
becomes valid when I am unable to make decisions or speak
Sfor myself. If any part of this form cannot be legally followed,
I ask that all other parts of this form be followed. I also revoke
any health care advance directives I have made before.

I Date:
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Witness Statement.-
(2 witnesses needed):

I, the witness, declare that the person who signed or
acknowledged this form (hereafter “person”) is personally
known to me, that he/she signed or acknowledged this
[Health Care Agent and/or Living Will form(s) ] in my
presence, and that he/she appears to be of sound mind and
under no duress, fraud, or undue influence.

I also declare that I am over 18 years of age and am NOT:

e The individual appointed as (agent/proxy/surrogate/
patient advocate/representative) by this document or
his/her successor,

e The person’s health care provider, including owner
or operator of a health, long-term care, or other
residential or community care facility serving
the person,

e An employee of the person’s health care provider,

 Financially responsible for the person’s health care,

« An employee of a life or health insurance provider for
the person,

* Related to the person by blood, marriage, or adoption,
and,

 To the best of my knowledge, a creditor of the person
or entitled to any part of his/her estate under a will or
codicil, by operation of law.

(Some states may have fewer rules about who may be a witness.
Unless you know your state’s rules, please follow the above.)



S 1 ME  Signature of Witness #1 S22 MY Signature of Witness #2
S0 01E (83Xt JDIXH)  Printed Name of Witness Z01 015 (AKXt JIM)  Printed Name of Witness
=2 Address =24 Address
MBS Phone MBS Phone
25

Notarization -

Ol=2l, =2 JHE2I0ILE, AARA HESH0ILt & AIAE HAILIOHE A0 AH S RF7E.
Only required for residents of Missouri, North Carolina, South Carolina and West Virginia

. O]F2] £ HFols 3L 2019 AHotE 25 20 . If you live in Missouri, only your signature should be notarized.
=y
. A WZEOILE, AMRA HEEIOIL) = YA E HITL . If you live in North Carolina, South Carolina or West Virginia,
OF =0 H=Gle 22 2019 HY D Z010 HES 2= you should have your signature, and the signatures of your
OO BHLICF witnesses, notarized.
STATE OF COUNTY OF
On this day of , 20 , the said
, and , known to me (or satisfactorily proven) to be the person named in the

foregoing instrument and witnesses, respectively, personally appeared before me, a Notary Public, within and for the State and County aforesaid, and

acknowledged that they freely and voluntarily executed the same for the purposes stated therein.

My Commission Expires:

Notary Public

AAZA FRUS2 OAIN A & 240 ALAZBEF SXNAE E2010F LICH
Residents of WisconsIN must attach the WisconsIN notice statement to Five Wishes.
O XtAlst LHE ¥ S XM= www.agingwithdignity.org 0l M 2 1st &= JUSLILCH

More information and the notice statement are available at www.agingwithdignity.org.

2| ZL|O}
HEE2 A
OF &LICtH

Residents of Institutions In California, Connecticut, Delaware, Georgia, New York, North
Dakota, South Carolina, and Vermont Must Follow Special Witnessing Rules.

, DUIEIA, e}, ZXIO0F, ==, A CIEL MARAJE240ILH &
|82 0|R26l= FLUES =Y (Special Witnessing rules)S [tet

&D| FO| S I|2H(QFES, JIE} QII1E BI| ASAIE, F ZOj ¥ 22 Bojol A,
L= FAN GR) O HFoIs FR S "SY 278 S F=ai0F [JAIIX £ LA

F 20 ELICE XAIEH ALSE oS 129 AFS] S XIAFLE 2FAFCHE Q1 0| ] 22 5F &) Al 2.

If you live in certain institutions (a nursing home, other licensed long term care facility, a home for the

mentally retarded or developmentally disabled, or a mental health institution) in one of the states listed
above, you may have to follow special “witnessing requirements” for your Five Wishes to be valid. For
further information, please contact a social worker or patient advocate at your institution.
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e

CHEJIXI AR QA BAH0| BY £ &1 A

o« T/E0] TAIS HEO| (12} GHEF QLAY . Otehol X12t& IFH= (wallet card) E &
B otd SZotAAIL. 0] EXIF 2 &otdIAI 2. 218 Aot CHAEIHA]
= ZULI% 7519 I KN A8 A “+gs Zuet JLE UE MSS0
0l &8 X0/ Raat A7 & LICL g & + s/

. YSIZ HAH e HHO = 0 . OE N EEA GIAHMH = &2]
o L CIRIIT] £ 8 BAEZS 8 X FHA
25 (SIS LIS A2, S E [ z. Ol SAR=0 7lols S& I 5T
IIX] A S QA EAIZ S [} FAA SN B2 = ol8AI2. B E 9 A
o = en mAEsE HA T JF A orel L2 0l CHoK OloHof 2 —1LH

‘ Z 0/ = U=SX 20164 AIL2. 7

. MHOIEH Q22 S [)O] O EF A0 OIE XIZotE LIE SAEZ 0/ &
HHGIAAPL. DL} L819 Hof =2 Sol== FEOIAAI2.

JOlE 208 OI&AI 2. 222 [T . GR0ILI ZZ2F0A XILHI & SR

FHEBHALE 0 AIL0H #E + [ LHIAOIX] 23 SALES JHA L2 IF 7

£ IS 20 22518 Al L. orel olg JI=4 g B2 s F
Elora Al 2.

o UE SYE OO £3 SAZE LIS o [ have given the following people copies of
Jf g2 MESHH L0l T=ASLICH my completed Five Wishes:

CHIAOIX] £ 32 0IHE F2loteS Z9F SLICE [ICHA 801 Xo10/LF 25 SF9 &

Z0| LHet &= MEBotsE 20/ SZ0] OLELICH 2E AEEE LIE0H 25 &8 % 2 Of
SLICL B0/t 22 Wil HFELICH S8 Z20/LF 2HF UE R &l H22/0/LF
L0101 220t Al L.

Five Wishes is meant to help you plan for the future. It is not meant to give you legal advice. It does
not try to answer all questions about anything that could come up. Every person is different, and
every situation is different. Laws change from time to time. If you have a specific question or problem,
talk to a medical or legal professional for advice.

CHAOIA] 248 X12t& 1=

i Important Notice to Medical Personnel: My primary care physician is:
i I have a Five Wishes Advance Directive. =019/ =119
| 9Z R0 that ER8 DX MG 2012 T A8 ME XES 26t USLICH

| Name 0/

v Signature HZ

: Address =2 City/State/Zip N/ZF/2ELS
E Please consult this document and/or

 my Health Care Agent in an emergency. My Agent is: Phone &z2is

v HIMAINE & EHE 81D L/EE Z019 B9 2 [f2] 01 495t AIL.

| 2102 jelol: My document is located at:

E HWE EME OFS 2401 B2 0/ ASLICK

| Name 015

| Address =2 City/State/Zip N/Z=/RERS

|\ Phone ®3si#is




S CHAJHA 230 st Arg = LICH

“OIILI2F SO0FFM A 1 E 0] XSS LICE O10ILIOF ZH] 618 CHAOHA] 48 88 204 SE0] 0/0/LI1IF &
OHAlE HIE & + JAASLIC. OIX 8 =2t OIS I S8 d HE 0/H 2= o0 ot=x 2 & 210

UIJSLICH UIetA HalE otet IIELE 2= Helg + AASLICL”

preve—]
Cheryl K.
Longwood, = Z2/C}
“QLHCIAIIX] £ 80 456 BHEAZG O D 2ol 0 NSLICH 0] &4Al2 ZH2ol D, 0lofotd] MR 2HZ
- =

ol olg &3 BHE0E H 28 9/0/E 2= 2I2HE 250l 8= F2 AUsLIC. A A3 88 = 2ol
AMEZSLICH

Susan W.
Flagstaff, 0§ 2/ =L}
“XIS M OLIE Flof Z2ES LH2|D AE AHE 20 L HAE0/ LIE HAIHA 01218 Z2EES LHE
TRt QIAeH gHLIC. 1128 =+ YUE 92 A8 M0/ I CHEHA O/ SSSLICH 1R ZZof
I ME B S OIS0 THAH 2IAFEILICE 2HE S 242 JE e & IHASS Flof I 220 £ =
Lol ESLICE”
Diana W.
Hanover, 22/ %0/
CtAd JHX a~3l2 dE0| ?sg I 2210 dotes 2 Five Wishes was created by Aging with Dignity, a
= NHIAZE DI HEl6HH 22 = AEE 5= A= nonprofit organization with a mission to help people plan
SHOZ of= "l el 2A Q! Aging with Dignity 0l 2 and receive the care they want in case of a serious illness.
off HECIASLICEH ChA JHX A2 K% 0l = Robert Development of Five Wishes was made possible by a grant
Wood Johnson M &0| &3S MBol =& =sLICH from The Robert Wood Johnson Foundation.
Aging with Dignity
PO. Box 1661
Tallahassee, Florida 32302-1661
www.agingwithdignity.org
1-888-594-7437
G2 CHADHK A% HAES =3 Translations of Five Wishes made possible
=& THEFZLICH through support from
United Health Foundation
S22 dF 85I MUlA HE 3 A LICH Professional translation services provided by

Language Services Associates

= e

BILIC & 229 LY 82 Aging with Dignity 7} HAAS £ 2610 USLILL. & 2H29 I8 22

CHAIIA] 2 & E Aging with Dignity S 55 4 HLQ/LICH P& HSHE 2R
B A FEXE L= DI HF O 0l A0 +EHCEE SH e MEE = YSLICHL 2 249 UWE

Aging with DignityQ] K% £01Q0] SAl, 55, J2 55 L M ANAE8S Hat
0l ZACE 5511 oLt &85 AL, 2HE 0, 2192 [§2l2l, JIE &£& 7
22 oIEELICK 1 219 [IAIIX £ 8 FH & AFEE Aging with Dignity S| =

E&EE 4! Kate Callahan M|, Charles SabatinoM| 2 Tere Saenz Ml 0f| 7l 2PAIS] &S & EFLICH

5=

} BRIOISHH SHYE CHITIA LR P SASS HBE SHOZ 2 SHE ME SAGE

dEed=E

= & g . Aging with Dignity= 2 & Fot=2 of 4! Oregon Health Decisions
IS EHOFOF BILICH Agil ith Dignity= 28 29/ OIS 0o =4/ 0 Health Decisions £}

T}
o

1o
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Five Wishes is a trademark of Aging with Dignity. All rights reserved. The contents of this publication are copyrighted materials of Aging with Dignity. No part of this publication may be reproduced
or transmitted in any form or by any means, electronic or mechanical, including photocopy, recording, or any information storage and retrieval system, without written permission from Aging with
Dignity. While the contents of this document are copyrighted, you are permitted to photocopy them to provide a copy of your completed Five Wishes form to your physician, care provider, Health Care
Agent, family members, or other loved ones. All other reproductions or uses of Five Wishes require permission from Aging with Dignity. Aging with Dignity wishes to thank Oregon Health Decisions
for contributing to the drafting of wish number two, and Kate Callahan, Charles Sabatino, and Tere Saenz for their help.
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