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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 I am not
able to make health care choices, then my state’s way
should be followed.
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Picking The Right Person To Be Your Health Care Agent
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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 ch oice 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:

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

d 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.




NIRRT T7HRIEA (Health Care Agent) & L THEAAIER T 5 AMIE
The Person | Choose As My Health Care Agent Is:
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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:
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the following: (Please cross out anything you don’t want

your Agent to do that is listed below.)

Make choices for me about my medical care

or services, like tests, medicine, or surgery.

This care or service could be to find out what my
health problem is, or how to treat it. It can also
include care to keep me alive. If the treatment or
care has already started, my Health Care Agent
can keep it going or have it stopped.

Interpret any instructions I have given in this form or given
in other discussions, according to my Health Care Agent’s
understanding of my wishes and values.

Consent to admission to an assisted living facility,
hospital, hospice, or nursing home for me. My Health
Care Agent can hire any kind of health care worker

I may need to help me or take care of me. My Agent
may also fire a health care worker, if needed.

Make the decision to request, take away or not give
medical treatments, including artificially-provided food
and water, and any other treatments to keep me alive.

See and approve release of my medical records
and personal files. If I need to sign my name to
get any of these files, my Health Care Agent can
sign it for me.

Move me to another state to get the care I need
or to carry out my wishes.

Authorize or refuse to authorize any medication
or procedure needed to help with pain.

Take any legal action needed to carry out my wishes.

Donate useable organs or tissues of mine as
allowed by law.

Apply for Medicare, Medicaid, or other programs
or insurance benefits for me. My Health Care Agent
can see my personal files, like bank records, to find
out what is needed to fill out these forms.

Listed below are any changes, additions, or
limitations on my Health Care Agent’s powers.
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My Wish For The Kind Of Medical Treatment | Want Or Don’t Want.
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believe that my life is precious and I deserve to be
I treated with dignity. When the time comes that I am
very sick and am not able to speak for myself,  want the
following wishes, and any other directions I have given

to my Health Care Agent, to be respected and followed.

What You Should Keep In Mind As
My Caregiver

e I do not want to be in pain. I want my doctor to
give me enough medicine to relieve my pain,
even if that means that I will be drowsy or sleep
more than I would otherwise.

* Ido not want anything done or omitted by my
doctors or nurses with the intention of taking
my life.

* I want to be offered food and fluids by mouth,
and kept clean and warm.

In Case Of An Emergency
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If you have a medical emergency and ambulance
personnel arrive, they may look to see if you have a
Do Not Resuscitate form or bracelet. Many states
require a person to have a Do Not Resuscitate
form filled out and signed by a doctor. This form
lets ambulance personnel know that you don’t want
them to use life-support treatment when you are
dying. Please check with your doctor to see if you
need to have a Do Not Resuscitate form filled out.
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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.
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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):

O Ao oREFLELITEA. BRZEFARBLESSEFRHLTIZSD,
I do not want life-support treatment. If it has been started, I want it stopped.
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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.
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O AaHERARERLELET,

I want to have life-support treatment.

In A Coma And Not Expected To
Wake Up Or Recover:

If my doctor and another health care professional

both decide that I am in a coma from which [ am

not expected to wake up or recover, and I have brain
damage, and life-support treatment would only delay
the moment of my death (Choose one of the following):
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I do not want life-support treatment. If it has been started, I want it stopped.
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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.
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I want to have life-support treatment.

Permanent And Severe Brain Damage
And Not Expected To Recover:

If my doctor and another health care professional both
decide that I have permanent and severe brain damage,
(for example, I can open my eyes, but I can not speak
or understand) and I am not expected to get better, and
life-support treatment would only delay the moment of
my death (Choose one of the following):

d SEaHFaREFELEIEA. BREMABLTVIEEEIPELTIZSY,
I do not want life-support treatment. If it has been started, I want it stopped.
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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.
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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.)
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he next three wishes deal with my personal,
Tspiritual 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



11

JFHUV N 3 — WISH 3
AL CBEZTE=HIZLTIELWLW & IE
My Wish For How Comfortable | Want To Be.

(RABELGVABRLHLERELENSHERESINTHL

TLEESELWY

FTEREZE T2 b THA, ERIZHE
HEfRINT DO+ EmEOEE L L
THbHH T EaEMmELET, BEIZEY,
IRIT2NE U720 BEIRFFE A RS D L9 7
HAaTH, tahEEsRE LT3N,

b LAAEREE, b5k, B, LR72R
EDIMEAETR LI, RADIRIENH#E
MR LT TE DR DREZ id Z &
ERELET,

ANH HGETIE. B2V, ol Mx %A
Y TTLIEEN,

BXOANFINIRNE DI R E G2 D K
LTS ZE N,

BRI D WBEEICAD 720 & B
T, WOBFETWLHNA L HICLTLE
W,

TEDIZTHEEIC, WA A NV aflioT
v~y =T LTLIEENY,

ARER G AT VO G FEDOBEHE £ TRAD I
EREFREFT LTI,

R RN & 5 2 72 WHPHIN T, $i2
B, I, Z2OFEOTT v T, W
PEX 72 P2 L T 7ZE0,

FEHNDE DS WG AL, REAESCAL D
BINTWDLFEF LML THAMIET
TZEW,
FLEFLDET D NT=B, EFEE G
M, B COr 7 ZhEE 3 HIREEIC A
SR, BRAEARATRITOND 7 TIZ
DWNWTHZ TLIEE,

(Please cross out anything that you don’t agree with.)

I do not want to be in pain. I want my doctor
to give me enough medicine to relieve my pain,
even if that means I will be drowsy or sleep

more than I would otherwise.

If I show signs of depression, nausea, shortness
of breath, or hallucinations, I want my care

givers to do whatever they can to help me.

I wish to have a cool moist cloth put on my

head if [ have a fever.

I want my lips and mouth kept moist to

stop dryness.

I wish to have warm baths often. I wish to be

kept fresh and clean at all times.

I wish to be massaged with warm oils as often

as I can be.

I wish to have my favorite music played when

possible until my time of death.

I wish to have personal care like shaving, nail
clipping, hair brushing, and teeth brushing, as

long as they do not cause me pain or discomfort.

I wish to have religious readings and well-

loved poems read aloud when I am near death.

I wish to know about options for hospice care to
provide medical, emotional and spiritual care for

me and my loved ones.



AU 4 — WISH 4
FAMARIZKRO ZNEECT T IE
My Wish For How | Want People To Treat Me.

(RAELLGEVRBLNHIGEEIXLENSRESILNTHE (Please cross out anything that you don’t agree with.)

LTLEEELy)
AREZR G AL, A2 B3FLE —FEITWV D
LI LTLEEY, VOENFHNLTDH
B 2WnW B 5 RMIZ72 -7
O, HENIZRLE —FEICVNTH BN e &
BWEd,

FREZR AT, FADS A D 0T JE i
WIS LWL Y IR ZBABETH, FA
DFEIE > TEHELMIT T EE N,

FREZR G AT, Mo NIRRT EE
STRHDOEDIZBHIVEZLTHH-T
<TEEuy,

FBEMZ & BT DN R T
bHZEHLYE, FAOTOIZBITY &
LTRERFES>TI<ND LY ITEA2TL
720,

BLARNETIERLS, HAL, &L
<FomEzZ R T 7EIN,

FDFBE D FOANZFADTET H N D
FEZHi> T ZEu,

B CTHRIRSOPHEDN TE < o 126
(T, RADELKE Ny B U R ZTHRICR
b, BN AIZIETE 51210 B AZH
LTL7IZEw,

REZR G AL, BETHEA I T-WE R
VWET,

I wish to have people with me when possible.
I want someone to be with me when it seems

that death may come at any time.

I wish to have my hand held and to be talked
to when possible, even if I don’t seem to

respond to the voice or touch of others.

I wish to have others by my side praying for

me when possible.

I wish to have the members of my faith
community told that I am sick and asked to

pray for me and visit me.

I wish to be cared for with kindness and

cheerfulness, and not sadness.

I wish to have pictures of my loved ones in

my room, near my bed.

If I am not able to control my bowel or bladder
functions, I wish for my clothes and bed linens
to be kept clean, and for them to be changed as

soon as they can be if they have been soiled.

I want to die in my home, if that can

be done.
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AV 5 — WISH 5
IMNEBETHARIZEH>TEHLW =W &IX
My Wish For How Comfortable | Want To Be.

(RABELGVARLHLEEE LN OHERESIVNTH

LTS

FADOFHESRNNZFLDME & %% L T =
TEEMoOTHBWEWE BuvES,

R, FESCKN, ZTOMD N % 2145
DFTEREOZ L EFHFLTHEHWNEWnE
HunEd,

FIERXKN, £ DD N % BFLZ AT
el enbolzc Lich, B0 Z
EEFLTNDEVNHIZLEZH-THD
Wi e BnEd,

FIERPK NI, AR EERNTE 5T,
FEITHED D TR FT R TH D &
EZTWVWDHENIZLEEM->TH BV
WEBWET,

L L TEXNE, FAOFEDHIIC., FHELSE
WIZHEY LTH LW & BnET,

FAT. FIRSOK A, FANEIFIT 72 H Al
(ZE NIRRT TR o T2 vE 2T, FADFER
IR ENC IR DATOFADLEE T Z TV TH
HnenE EnET,

FIERCK N, ITEEN., AP HLET DT
CEWCRIBELRWGATYH, HOICR DA
LaEnzThH bW eE Bk,

FAE, FHESPKNITKT LT, FLDOEE
EZORBEOREDRE LTHRAT
HoWlenWEBENWET, R - T,
FIIEBECERO LA NEEZEL - L
WTEET,

(Please cross out anything that you don’t agree with.)

I wish to have my family and friends know that

I love them.

I wish to be forgiven for the times I have hurt

my family, friends, and others.

I wish to have my family, friends and others
know that I forgive them for when they may

have hurt me in my life.

I wish for my family and friends to know that I
do not fear death itself. I think it is not the end,

but a new beginning for me.

I wish for all of my family members to make peace

with each other before my death, if they can.

I wish for my family and friends to think about
what I was like before I became seriously ill. I
want them to remember me in this way after

my death.

I wish for my family and friends and
caregivers to respect my wishes even if they

don’t agree with them.

I wish for my family and friends to look at my
dying as a time of personal growth for
everyone, including me. This will help me live

a meaningful life in my final days.



FDIFETLEMEST L ORI ENHIIL,

I wish for my family and friends to get

FIEROKNZ AT o) T2 TH b counseling if they have trouble with my death.
WieWE EWET, RoRESEOICEL I want memories of my life to give them joy
HEHTELTHLOTIEERS, BE0E LD and not sorrow.
THOTHL>TUETLWEHNET,

FLOFEIL . FAOKRZ (HE, kZEOUWT e After my death, I would like my body to be
Nz Q) sHzE F7-01X KZE1LC (circle one): buried or cremated.
TEE,

FADBARF T ITEE IR DG C Z & e My body or remains should be put in the
FIFHEZE L T E I, following location

WD N ISFLDZRFEIZ DN T DA E % HI
STWET, funeral wishes:

The following person knows my

FOZEam, FOLIICLTRHREBIZEEDTBNTHELW WM EWIERINRH 725,
FANZDONWT, ROZ EHxE2TLTEEW,

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

FOZEAZ T HEIT, ROFHZFER LT ZEW
(FZE, H, BIFE oM, FilomLERr 2N
If there is to be a memorial service for me, I wish for this service to include the following

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

(EDOMDFHLNRHAUL, TRROREAICFHAL T ZIN, 7t xR, kR, Ko—E, £
FTRTEBMB LN E VS TEHERHIULZ ZIZRRALTLZEN, REABHGTRWEES
FRRE IR LT IES 0, )

(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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[BDO@FELN ]
DELFE~NDESH
ISDODEL) DEFEADELZIE, £F. ZADFEADET

TITo2 TS &0,

F 14, BAOFHE, [EHN,
M DIFEWEIFR KN, FDOMDITXTDAZEDR, FhD~ILX
TTEN (RPN 2454 L TEY, TOMHAPRA
FHREVEZEEL) HSIE, ZOEHOFTHEEFEHL TIhz
SNDHDFGLEEIRZ TS NDLE I LFT, ZDOEH
1T, TS EH 5 TEEIREZIT 00 HRa 7T 82 LR
BEIZ 22 o T2 HFi T o fF0d 5ICR 0 9, ZDOZHD—H
25 (EDEE N BIF R <) BRI EI TR AJEE 2 S5
B, FRLSDFE#T N TICONT, BOFHLE102 T
SABLEIITHEIFELF T, F/2 KEBIZHE > TEELZ,
TN CDNILR T TN TSI L E T,

B4 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

family, 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 for 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.

FFT Address:

HEaids s Phone:

Hft Date:

SIE A o> P HA .
GEMZZAMETY)

A, GEAE LT, ZOEHICEA DD WVITEHERGEL 2
ANy (ZhLlE TAY)) LR Z2@ARICHm->TkY, =
DNHBIFRLOBHIT, ZONVATTREALIOY B
77 4 )V ESH (Health Care Agent and/or Living Will form)](Z %544
L. 7o, BEREIM LN BMREICH Y | RESCE
R, TOMORYRIET FIZHHHETIIRZT Dot
ZEEZZICESELET,

7o, ROERIZISHLUL ETHY | OEBHITHEE LARWD
LEEELET,

o ZOIGETHFEAN, T 725 Agent/Proxy/Surrogate/
Patient Advocate/Representative) & L CH54 STV 5
A, FE71THE F 7213 A DB

o ZOANMIZERY—EAEREE L TV D ERKE -

EEEME (i, RN —e 2284 L C
WD RSB ERE . 2 2 =T 4 7T O A

FROEEEREbEENET)

o ZOMNMIZERY — B R LM LT D ERERI O

k&

o ZDONYDA~IVAT TR L TRIENR B[R EA I H
o T DONWNTAEMIRERE T IXER - BB AR L

TWAHEOIRE

o ZONWL MR, B, TR TFBAMBRICH D H

o FLOHBIRY T, WERICLY . ZOANMOEES.

FE, BERSCEHSHERD DWVIHERATED B
77 W E I L DBPEDO—I F - 1T A5 T HL S

FREA
(MiZ o> TIE, GEADEFEIZ OV TOBLE D775

BABD D FTH, BEEVOMOBUEF S (e
AT b DB EIZ > TS 20, )
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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:

* 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,

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

* Financially responsible for the person’s health care,

o 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.)



REN 1 DFEA Signature of Witness #1 FEN 2 DFE4L Signature of Witness #2

AEANDLET (EFAR)  Printed Name of Witness REANDAHET (EFK)  Printed Name of Wiess
EFT Address E7T Address
BEAE S Phone RFEE S Phone

4NEEE -

Notarization-

SX=UM, /=RAWBSAFM, $IRAB 51 FIM.
DIRXRN=DZFHIZBEFNDOBEICEIAEADEELYET,

Only required for residents of Missouri, North Carolina, South Carolina and West Virginia

I X =V IIZBEE DG EIL, HRTEDEF DHBNGF . If you live in Missouri, only your signature should be notarized.

BUETT,

=R LI, R eZ LT, R poN—
D= TIICBEE O DBELIT. Bl DELEBE RN TAD

you should have your signature, and the signatures of your

. If you live in North Carolina, South Carolina or West Virginia,

SEADEL DIFESFE T, 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

DA XAV VMDENK TS DOFEW (204 A3V VNBETOBEFANERMNT 22
EAHYET,

Residents of WisconsIN must attach the WisconsIN notice statement to Five Wishes.

BEFHAXDFMIE www.agingwithdignity.org 2B L T &L,
More information and the notice statement are available at www.agingwithdignity.org.

AYTAIL=ZTM, ARXFhY MM, TIOTM, O3 —CFM, Za—3—2
M, /—=REAZM, HOXABSAFM, N—F2 MMICERELH DHEFDEA
(TFRIDEARANZHE S BBV HY FT

Residents of Institutions In CALIFORNIA, CONNECTICUT, DELAWARE, GEORGIA, NEW YORK,
NORTH DAKOTA, SOUTH CAROLINA, AND VERMONT Must Follow Special Witnessing Rules.

LANCEB I D BIEDIER (F— > I F—b, ZOMDETEZITFE
H N E R, I EE CEEEEE R, E LR EE ) TAET L T
WBBE, [5ODFEV ) IENIZE & FfFod 51T 5720121F, 50 TFFAZE
Uf) BT REER S D FET, FHERIZOZEL I, BEFODHRD Y — +
D == BET R MNZBMOEPES 70,

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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wowﬁmjwﬂké%z#&lTA% Elx

KEDIERICH > TAF AN DFITES % L,
ANDEXZH 5o TS EE, AR

T HIE, SODFRITIERIIICHL)E R .
DOENFET,

o FKIEFOM, HRDZEFAGICH ST
WO AN EDRIEDTHFET S EIZDNT
FEL, oI [5Oo00) D' —%
PEL TS X0,

* BEANVDRXE, ZHEDFHDOZIIC
WREL TS /EE0, BLBHEIZIZHEITT,
BRGNP IO D Z LN TES °
Loz, GURBANCRE L TS 720,

o [FDHEHHU— FELAL, WObLIFD
B ENCL TS XD, SRENEZIC

* FiE, TR ANBIZGENFHD [5ODFE °
V) EELFELE,

[SODREVY) ZRE L THE005, L2
RN T b ) F T,

RIZIERIZ G D FFIC, [EHE Z Dafz LT,
[ERIIZ [5DDfE ) D2 —a L TS
M)%LT\:@:H—%%&t@E%%ﬁ
—FICIRE T D L DITHHE L TS 720,
E%ﬁ@&f@ﬁ FHE L, FDALIHE
DT EEMHERL TSIV, e, bRlEE
JEIET S MDIERRIZ & 72/ DAy B BT~
BLEINNRZR DL DITHEFE L TS 7280,
INTESE eI 3 NGRS e
[(5ODFAV ] Oav—%ZFE L TLIEX
VW, ZOabt—%&bRl-OEELEE
WCRET DL OITKFAL T &0,

I have given the following people copies of
my completed Five Wishes:

UO@%WJ@E%M\@&tﬁﬁ%ﬁﬁbfﬁu%jfé’&%%&ﬁfé’&?@

D, BEHIREETSZETIIH IV EFEA,

D120 LAZNT X TOFEZHE

LTCEICFIEST S ZE2EXKL THEPDIFTTED D FHA, Nd, ARENENEEL >
TWET L, BEPATHEKED THNENTT, FFDTAICHE > THEFEOE > T FE
I, AR R E R & B S D8 A, [ERSOEFEDBEFIZI TS 72X 0,

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 dif-

ferent. Laws change from time to time. If you have a specific question or problem, talk to a medical or legal

professional for advice.

[SODREV) #EHT I — B
T .
. Important Notice to Medical Personnel:

I have a Five Wishes Advance Directive.
[EIEUEFE D FEE R FE, Fld [5O08F0 ) FAHFEZZHF>THET,

Signature £+

Please consult this document and/or my Health Care Agent in an
emergency. My Agent is:

BRHREDE = o /- BEE, ZOFHEMRET S0 BONR T TLBMIH#E L TS
EE0, FOCEENIL,

Name K4

Address 1177 City/State/Zip i/ /B # %55

Phone i#75#% %

............................................................

My primary care physician is:
FLOPCP(A—A N2 % —)4,

Name 4

Address 117r City/State/Zip i/ /B &% 5

Phone #q#5#% %

My document is located at:
BD [SODEVY ) OEIHDRELFTIE,

77 REGD P, ZRICRET D012/ 8r> T 7 IF7— PILLTSEE0,
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[BDOMEELY] IZHFEONhf-F
RENTES 2o CSHEIZR D FEF, BHE, [5ODFENV I B 20 ¢l o TWELED T, FEEIZIZERD
iz L CTIEL VDR TWVE L, REORBDOIFNIT D= E &, FhEl B3z d X & 0050515
FEINTHWELEDT, DDOFLEROZENTEFLE,

Cheryl K. Longwood,
Z Y ZIH

[SODREV ) 1FFILE LWERNWET, 17000 < EPATHET DT, FEHICHET S = &
NTEEF, [EEDAMKBIZETEIZ DD TDFEMTITR S, RLEICHEELRANHE L TDOr TIZoNTEIR
TWET, AREZGDEDIZ, LT, FADEDIZ [5ODfE) FFENVE L,

Susan W. Flagstaff,
T YT

BOTFHIEHIZIE, FPRDZDIZToTNSDEFICL 9 RARBIZE /S RINEENE T, ZHUEETE
S SADEFEDZBYIE R 5 & 120 FVATLIE, Z DL I ISHIL TEROR D IZ]l S 7= B DB T,
BOTN&EZ &3, FBRICFEAL THFHREDIEDIZRE L TES LI THODTY,

Diana W. Hanover,

e
(6 DDFEVN | TN & DSEVVRKUT D302 To RIS 32 Five Wishes was created by Aging with Dignity, a
TTDVBEFITR « MBI OWTEE A2 T, N nonprofit organization with a mission to help people plan
ZTONDEICTAHOOIEEHNE LIS and receive the care they want in case of a serious illness.
FIEA, Aging with DignitylZ ko TIERSLE L Development of Five Wishes was made possible by a grant
72o T DDAV | OBH¥EILThe Robert Wood Johnson from The Robert Wood Johnson Foundation.

Foundation?>»H D EATEIZ L > CTEBRLE LT,

Aging with Dignity
PO. Box 1661
Tallahassee, Florida 32302-1661
www.agingwithdignity.org
1-888-594-7437

(5 SORAV | OFFRIZ T RLOMRD Translations of Five Wishes made
SEIZK Y FERLE LT, possible through support from

J

United Health Foundation

FRRIZ, TReoHEMFRY — e ASthic kvt anE L, Professional translation services provided by

Language Services Associates

[5ODFV ) 1FAging with Dignity DEERFE CF, HEEHEY - Il 22 U F 5, KFATYHDONEDEEHEIL, Aging with Dignity 2397 L TV F 7, Aging with Dignity D #f71Z J
SRR LICAKFITHDORIE, Fioid—i7, HRFEZIZRGET 5 2 LIZETHIFECHEENIFE, #HY, ikt OMOFE, FXFMbT, T XTHIEShThET, K
DAL ENEHEL TRES N TNE T, GAAFALD [5ODfF ) D2 —FEoT, #HYE N, ~V 2o T AN, Kk TOMDETSAN2IZWET = LidiFash
TWFET, TOMD ARG TREZ R T 5585 1%, Aging with Dignity DE 1= o 5 &5 7302 TF, Aging with Dignity/E, [V 2] DJFFEIZE#E L T < /2 & 5 /=O0regon Health
Decisions, 33 = OME L 2720 ) 2 < 72X - /=Kate Callahan &, Charles Sabatino F¢, Tere Saenz FIZHE R S U T /=2 7,
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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.

(5/07) © 2007 Aging with Dignity , PO Box 1661, Tallahassee, Florida 32302-1661 * www.agingwithdignity.org ¢ 1-888-594-7437






