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Lle U Guwal) Lubiill / Advanced Care Plan

My Advance Care Plan

I have completed this Advance Directive with much thought. This document gives my treatment choices and
preferences, and/or appoints a Health Care Agent (also known as Health Care Power of Attorney) to speak for
me if I cannot communicate or make my own health care decisions. My Health Care Agent, if named, is able to
.make medical decisions for me, including the decision to refuse treatments that I do not want

s pmall) Danaall Do I S 5 i 51/ 5 0Dl an el 51 LA iicaall 138wt Sl (o S0 das Gansall s 50l L3 L] il
S5 iy Dmaall le ) ol )l AT 5l i e el e 5 0l <o 1Y e Ll Caaatll (Famaall Dle s )l LS ol Loy
g T Y A Cladall i 5 1 IS S e ¢ e i ke <l 1 A5 cdigns o3 L3 cdonaall dule I

.This document will replace any previous advance directive

b Gana 4 53 (o] Jaa A8l 038 Jaieu

:(zotl) Date :(==!) My name
1(52he &) My date of birth

:(s2) My address

((ss3d) cell) ((Jiall) ;5358 26 )) My telephone numbers: (home)

.My initials here indicate a professional medical interpreter helped me complete this document
A ol 038 JLaS) e e L 6 jine Luda ) o8 Lia e f ) Uit sl (0 (A5YT CipaY) s

Part 1: My Health Care Agent

(Also Known as Health Care Power of Attorney)
taall 4le I LS5 £ ]
(el & 11 a1 oS5l Ll il

If I cannot communicate my wishes and health care decisions due to illness or injury, or if my health care team
determines that I cannot make my own health care decisions, I choose the person named below to communicate
:my wishes and make my health care decisions. My health care agent must

Follow my health care instructions in this document *
Follow any other health care instructions I have given to him or her °

Make decisions in my best interest and in accordance with accepted medical standards °
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Requirements for Who May Be an Agent or Health Care Power of Attorney
Under State Law

LY all G ilE can g Lawal) Lite U Liany Sy 9f Ssy chind B (5 padiilly ilatal) Jag

Jowa: My agent cannot be a health care provider caring for me on the date I sign this document
,My agent also cannot be an employee of a health care provider unless related to me by blood, marriage
.or adoption within the third degree of relation

A i g Ll LS5 )5S of S Y.‘ﬁiﬁ}f’c—'ﬂ&@ﬁﬁ@guggﬂgﬁ%w@bgeﬁﬂg&@w%db&a Y lgl
N Lo all U 3Lai 6 G5 ozl 5 sl ean deay o Uniti pe IS 13 Y] dpsa le ) a2

Minnesota: My agent must be an adult. My agent cannot be a health care provider or employee of

a health care provider giving me direct care unless I am related to that person by blood or marriage,
registered domestic partnership, or adoption or unless I have specified otherwise in this document

A :(Specify here

In addition, a person appointed to determine my capacity to make decisions cannot be my agent

Lo oy dnaa e ) ptie (50 il ga g/ Linaa Dile ) pale (S5 058 of 08y Y Ll Lado LS5 560 o cam U goane
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North Dakota: My agent must be an adult. My agent cannot be: 1) my health care provider; 2) someone

who is an employee of my health care provider but is not related to me; 3) my long term care services
.provider; or 4) someone who is an employee of my long term care services provider but is not related to me

(e pe 5] Jony Lat 5 (2 omaall (e ) o (7 1185 060 of (S Y el Loal (LS5 5 o G L9800 JLadh
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.South Dakota: My agent must be an adult
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Lle U Guwal) Lubiil / Advanced Care Plan

:My Primary (Main) Health Care Agent Is
198 (s M) ulad) Laall Lol LSy

:(4l<all) Relationship :(A=Yl) Name
((ss3d) C) (H) ((Jsiall) :iitedl 18 )) “Telephone numbers
((dexl) W)

:(Jalsl ol 5izll) Full address

If my primary agent is not willing, able, or reasonably available to make health care decisions for me, I choose
.an alternate Health Care Agent

Jliaf sl oia 6 ¢ e é@@;‘aﬂ@mﬂauﬁsusydﬁud&z{mﬁ@jfugzﬁﬁa,f‘mjﬁwuyf‘;gs}dzsu’)
Sy daia e ) S5

:My Alternate Health Care Agent Is
138 sl sl Lile U1 LSy

:(4l=ll) Relationship :(@¥!) Name
((ss3) C) ((Jriall) :iitedl 518 ]) Telephone numbers: (H)
((dexl) W)

:(alsll ol si=ll) Full address

:Powers of My Health Care Agent
Ll @L‘Jﬂg@.‘sj Sbadla

My Health Care Agent automatically has all the following powers when I do not have the capacity to make

:decisions and/or I am unable to communicate for myself

cemdi e pedll e ael Ladie /g <l ) jall A Ladaf aisf Laie 4Ll b Sl saeny LoD Lanall dle I LS 5 aiiay

Agree to, refuse, or cancel decisions about my health care. This includes tests, medications, surgery, .A
withdrawing or starting artificial nutrition and hydration (such as tube feedings or IV (intravenous) fluids),
and other decisions related to treatments. If treatment has already begun, my agent can continue it or stop it
.based on my instructions
e ol can g il adlg oy 0¥ g el LAY ol ya) 3 Sy dnaall le o dileiall 1 all elad) sl o ad )l o ¢ Ao 48] sall
Sl dlelly dileiall 5 A Y 1l 5 ¢ (sl e ) sll Sl saall o 50 30 o il Jia) i guslly DoY) 5 dye Likaua V1 et
csbadded e Sl 4dliy) of o Dledl e iy of S o By eJrdlls 2 led) oy Als

Interpret any instruction in this document based on his or her understanding of my wishes, values and beliefs .B

.L}_ﬂdﬁ:u} é‘._.;d'.)jj 4@'&}44@‘;&;&@}1’045@&)’}&de#&

(g2l by au¥)) (print name) (4 Gle Ul Gusall Lkidl) The ACP of
(JLSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 = 3
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Review and release my medical records and personal files as needed for my health care, as stated in the .C

.Health Insurance Portability and Accountability Act of 1996 (HIPAA)
Ji5 L (o 5il8 S e (m semria 5o LS cdpmaall Sile ) a0 dalad) o Lo (oS5 dpad dll ililey Lubll Dlass el s
(HIPAA) 1996 plal e lusall 5 auall cpualill
Arrange for my health care and treatment in a location he or she thinks is appropriate .D
Lalio ol 5 sl ol lSa S Do 5 dnaall Sl ) Ao Jsasdl cu i
.Decide which health care providers and organizations provide my health care .E
Al Sile i ) laliiall s Laall Dl atia a7
.Make decisions about organ and tissue donation according to my instructions in Part 2 of this document .F

A oll o3a o AU ¢ ] 450 )] ol Slagled] (8 g A e line Y0 gl i il ) d HS)

s(oef o s e lin o s 5 Cilisded 5) Comments or limits on the above

()5 s au¥) (print name) (4 e Il 5uwal Libsdl) The ACP of

(JSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 = 4
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:Additional Powers of My Health Care Agent

el e I LS 51 LdLY) ciadtual

:My initials below indicate I also authorize my health care agent to

ik La Lyl Lnaal) e 01 (LS g (g 5 ) 2L (sl p0 (A 5¥1 Y] 55 sl

.Make decisions about the care of my body after death

3l 5l day sy il L 18 S

If I live in North Dakota or Minnesota, my initials below indicate I also authorize my health care

:agent to
Lot LS5 2 68] Al A s oS ol o A9 i pa ¥l 2 il L8 L guuriia g LigSI3 Jladd lSu (pa i 1)
ik Lay Laall

Continue as my health care agent even if our marriage or domestic partnership is

Jegally ending or has been ended
55 2l 3ial) LiS) o] Ui 5 0 13 5 i) ke LS5 40yS1 ) paia]

Make health care decisions for me even if I am able to decide or speak for myself, if I so
.choose

el R 1) ¢ s e Caanll 5T 1l SR e 15008 S 1Y i e Db daall Dile Il ol ) 5 S

Part 2: My Health Care Instructions

My choices and preferences for health care are indicated below. I ask my Health Care Agent to communicate
.these choices, and my health care team to honor them, if I cannot communicate or make my own choices
Laall Jile y G d o lbls cl Ll o3s pe il Lsall Do Hll LS5 (o llal sl Lle Il Sbuadis LS b Lo
aaans ol LRI e et e oSail o1 13 ela ity ol 1Y)

T have initialed a box below for the option I prefer for each situation

Al JS 3 4dad] o3 LAY alef sUia] g pall A A 5¥) i ¥l ciad g ol

Note: You do not need to write instructions about treatments to extend your life, but it is helpful to do so. If
you do not have written instructions, your agent will make decisions based on your spoken wishes, or in your
.best interest if your wishes are unknown

LS 5 385 oy 5 e Ll (5 o] 13 SIS Ll) 3iial] (e T elilin ALY Ciladled) Sl ciladed LS 4L Y Al
Ad g yra e clile 5 culS 1) elinliaad Ladd) of dgie ciiand i elibe ) e fl <l )8

(g2l by au¥)) (print name) (4 e ) Gosall Lukad) The ACP of
(JLSYl &,5) Completion Date (Blall z,6) Birth Date

16 = 5
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Cardiopulmonary Resuscitation: A Decision for the Present .A
waladf chgll g8 2 s il ey

This decision refers to a treatment choice I am making today based on my current health. Section C below
(Treatments to Prolong My Life: A Decision for the Future) indicates treatment choices I want if my health
.changes in the future and I cannot communicate for myself

el (esall i 2T ) cladle) ool - andl) Alall Domall il o Sl o gall 23851 530 2l s ()l s i
i oo _punl qodaiod ¥y Jiioaall b Lmall ila i 13 L it T 1 2 30df LS

CPR is a treatment used to attempt to restore heart rhythm and breathing when they have stopped. CPR may
include chest compressions (forceful pushing on the chest to make the blood circulate), medications, electrical
.shocks, a breathing tube, and hospitalization

L las o (5101 lil) oLy Jaiis 38 Lagf 5 Al (8 udil] 5 ] aLas 5olains) A glad aikiens 2 3le sa (5 5l lil] ilasY
U325 ¢ il gl 5 il oS Ciladia g oy sl plasinl o o(4y sad] 5 gl Lapditl jacall e 448 cilhtin) jaall o cilhi
pdatial

I understand that CPR can save a life but does not always work. I also understand that CPR does not work

as well for people who have chronic (long-term) diseases or impaired functioning, or both. I understand that
.recovery from CPR can be painful and difficult

oA Y pe i Jary Y (o8l ol GilesY) of Wl ol Ll meady Y 40K esboad) 383y o Sy (5 55 301 i) iled) of & ol
Lo s Ll 6% 38 s 5l il il o ALl G )T LagalS of eciills ol 8 ) sac 5l (ST ALy 5da) oo il saly iliaal)
Therefore (initial one)

(S s e Ao Ciadl adg) il

J want CPR attempted if my heart or breathing stops

Lol ol ol (a5 13 g ) ol e el ) A sl e

(5]) Or

I want CPR attempted if my heart or breathing stops based on my current state of health.
However, in the future if my health has changed, then my agent or I (if I am able) should discuss
CPR with my health care team. My choices in Section B: Treatment Preferences and Section
C: Treatments to Prolong My Life below should be considered when making this decision.
:Examples of when my health has changed include

i 13 oS0y Al nall s o Sl i 5l ol (il 5 1) (o g0 ) alill il el ga) A slae e
G o 5550 (il ilaiY) o) ja) Adlia (1506 i€ 1)) o of S5 o divie auid i) Ll s
35Sl sl ) cilade Athe) A LY caay 1z awdll g gladl COuadi 1o andl) 6 LI Daaall Jile

b Lo daall ills led st A YD) e ABEeY) et )l J3a S5 aie oL/

(=l by au¥)) (print name) (4 Gle Ul Gusall Lbidl) The ACP of
(JSY! &) Completion Date (Dbl 4 ,6) Birth Date
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I have an incurable illness or injury and am dying
sligll eliy o g din olid Y (i se 5l Lilia) (0 le

I have no reasonable chance of survival if my heart or breathing stops *
dii gl alf (a5 13 st 28 e o lill A ges Lo 8 s sl

I have little chance of long-term survival if my heart or breathing stops and CPR would *
cause significant suffering
S5 i) il atsans g iS5l ol 8 65 1) AL sk 5ol Bl 08 o oLl ALz dea 8 5]
5_uS 3lilza

(5]) Or

I do not want CPR attempted if my heart or breathing stops. I want to allow a natural death.
I understand if I choose this option I should see my health care provider about writing a Do Not
.Resuscitate (DNR) order

\SJMiéJJi -%’-..‘:‘-L'B_)J*“:’S\jjj‘écddi J.}_)i wﬁ.\'ﬁj\&ﬁu&ﬂ 1) Lﬁ)ﬁ)ﬂ\‘;\lﬂ\ ki) ;\ﬁg\z\ljm‘;;.\é_)iy
(DNR) (2laiy) el sa) pre el LS glis Lnall e ) axia 551 Of (i QLA 13 & jial

Treatment Choices: My Health Condition .B
%n.m." é,.ﬁl.s ,'G)L!-“ [ IVES

My treatment choices for my specific health condition(s) are written here. With any treatment choice,
I understand I will continue to receive pain and comfort medicines, as well as food and liquids by
.mouth if I am able to swallow

MY oS 4 ol il 6 el ST ol (adle LA 5T aa Lis 4 53 sonsall nall (V) Slls 2Ol @ LA
o aaind CuiS 13 adll (33 5k e Jil saadl 5 aledal] GUSS 5 eda]

.My initials here indicate additional documents are attached

Ailn) (35 (3] o5 4 ) U and n ISV a8 50

(z=l5 bz au¥D) (print name) (A &le Il Gusall Libidl) The ACP of
(JSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 = 7
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Treatments to Prolong My Life: A Decision for the Future .C
Julicwall I3 )z bla Ay cladle

If I can no longer make decisions for myself, and my health care team and agent believe I will not recover
:my ability to know who I am, I want (Initial One)

i U8 (Uil o 8 Ao 08 Seniea] o AT ey LS g g Daaal] Do ) (808 S g oy AN AT o 5 a8 tdd 1)
(LAY asf Je AoY) G el ady)

NOTE: With either choice, I understand I will continue to receive pain and comfort medicines, as well as food
.and liquids by mouth if I am able to swallow

bl aai]

To stop or withhold all treatments that may extend my life. This includes but is not limited
to artificial nutrition and hydration (for example, tube feedings and IV (intravenous) fluids),

respirator/ventilator (breathing machine), cardiopulmonary resuscitation (CPR), dialysis, and
.antibiotics

elhc )y A lihayl L3t - eanl Y Jia Ju o 136 Jaddss (ohn ibad 28 3 ladlall saan aie ] Cildy
(i) ) e Ll il len/ondill Slea s o(das sll Jilsadl s i) e 23300 (JUiall Jases e ) i gual

(5) Or

All treatments recommended by my health care team. This includes but is not limited to artificial
nutrition and hydration (for example, tube feedings, IV (intravenous) fluids), respirator/ventilator
(breathing machine), cardiopulmonary resuscitation (CPR), dialysis, and antibiotics. I want
treatments to continue until my health care team and agent agree such treatments are harmful

.or no longer helpful

elhc) g yelibual) Laedll juasd Y Jial Jow Ao 138 dodis saall Jile ) G g a gl Al Gladlad] geen
SilaiYl ‘(uus'.iﬂl 4.”) ch'u..U odilll lea/ pdiill lea ‘(@%jﬂ Jil gl ‘.1...],1}7155/’ L]l ‘JLLJIJ:.,ML?E) Jil guadl
L5da J:J?JJIEJL@Q'.AJLQJ’.:.'}A uf‘;[c ‘LM.”

:Comments or directions to my health care team

Aasall Jile 5 God S den so Clgun 57 5l Cliled

(g2l by au¥)) (print name) (4 Gle Ul Gusall Lkidl) The ACP of
(JLSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 = 8
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Organ Donation (Initial One) .D
(@l bsdl asf e (JsY il o85) slae¥l g il

I want to donate my eyes, tissues and/or organs, if able. My Health Care Agent may start and
continue treatments or interventions needed to maintain my organs, tissues and eyes until donation
:has been completed. My specific wishes (if any) are

kil (8l ainYl s el Laall e 1 LS gan . oSal o) bl sl 5 Sinil /5 sms g il 2]

saaaall e L g il dulee JLaSS) ia e 5 ¢ il o Slae] o Lliall Lo 32U cdlaaill of ciladle)
(S5 0)

. do not want to donate my eyes, tissues and/or organs

bact sl 5 ¢ Simail Slf 5 ¢ e g il S e Y

(5)) Or

.My Health Care Agent can decide
D Tyl e I LS5 333, of oS

Autopsy (Ipitial One) .E
(lobsdl asl e (JsY o jn Yl o8 5) Lindf g ki

J want my agent to make decisions about an autopsy of my body

i i L S S5 385 of (o e

I do not want an autopsy unless required by law

Ll ety o sl LS I3 Y i g S 2l Y

(z=l5 bz au¥D) (print name) (A &le Il Gusall Libidl)) The ACP of
(JLSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 = 9
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Comments or Directions to My Health Care Team .F
Laall Jule ) 38 ) Slga g of Cliides

You may use this space to write any additional instructions or messages to your health care team which have not
.been covered in this directive, or to elaborate on a point for clarification. You may also leave this space blank
oaliitly 15 S o] edumaall Glise ) (3 A 4um il 138 8 Ll L5 a3 Dudlin) Jilas s of cilanled (57 ST daluaall 034 2l GliSa,

Al 8 daliall 038 o )3 Ll i€y eania sl

.My initials here indicate additional documents are attached

] iy 3l 3 4l ) G sl o (5 o a VU 50 iy

()5 s au¥) (print name) (4 e Il 5uwal Libsdl) The ACP of

(JSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 =10
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Part 3: My Hopes and Wishes (Optional)
(5 Lis)) AL g Alidal 13 £ jadl

J want my loved ones to know my following thoughts and feelings
Al s e lie s s lSH lal oy of 3

:The things that make life most worth living to me are

it Bbadl (e Cudi] Alead Y e LY

:My beliefs about when life would be no longer worth living
ro Al Gatad Sl agat o e e sling

:My thoughts about specific medical treatments, if any
sda g o) dadae Lub ciladle Jga ‘;JISQ')

:My thoughts and feelings about how I would like to die and where I would like to die
sCigal Ol 3ol ol g Cipadl Al Al AG kY Jga 5 e ldiag o Lsd]

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

(g (il gla ugib) :acdll g Al Jal e (i La ald) jdbla T s Ciry o ] Al (Bl o) Ly Ao s 1)
(<l sy

:Religious affiliation
.'Q-Z;'J-” slallyl

(4l ) ) T am of the
(Al A6iLLl ¢ Lae [ 2a/ Uy ¢) faith, and am a member of

((4e) ) faith community in (city)

(g2l by au¥)) (print name) (4 Gle Ul Gusall Lkidl) The ACP of
(JLSYl & i) Completion Date (bl £,6) Birth Date

16 5= 11
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I would like my Health Care Agent to notify my faith community of my death and arrange for them to provide
.my funeral/memorial/burial

(Yl la sl agma e yill 5 8 g i) Sl Dsaall Do I LS5 sy ol ol
:I would like my funeral to include, if possible, the following (people, music, rituals, etc.)
(R ) Loy e sl o s go calsiil) (i Lo ooSal o ol s o Ay

:Other wishes and instructions

(s Al Gladedy ale

:My initials here indicate additional documents are attached

dlia) Gl Gl ) w5 4l I U el (o YT Cia VL a5l iy

Part 4: Legal Authority
(R Gl 6dll) 14 ¢ ]l

.Do not sign unless the witnesses or notary are present
Jad] S 5f 2ggl] ypan 5 Y) &g ¥

Note: This document must be notarized or witnessed. [See individual state requirements on page 9 of 9].
T'wo witnesses OR a Notary Public must verify your signature and the date

L 5 5l ot O (e 9 Anieall 3 ot ) LYl lillia L] ie 1S 5l L5 f A8l 0 o oLt an A sale
el s dled gi daaay Jhe IS
I have made this document willingly. I am thinking clearly. This document states my wishes about my
:futurehealth care decisions

psaall Lol dileiall fulitaadl )8 Ol Sle ) 485 60l 038 i 57 saia o Lle JSHT (5 LA (anes 4835 4l 238 culeS] i

(&) Date (&4511) Signature
(z=l5 bz au¥D) (print name) (A &le Il Gusall Libidl) The ACP of
(JSY! &) Completion Date (Dbl 4 ,6) Birth Date

16 =12
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:If I cannot sign my name, I ask the following person to sign for me
e Al i gill ) i il e llaf ¢ panaly &b 62l) (pa ST a1 13

(2853 4in o slhaall yasill) &8 55) Signature (of person asked to sign)
(&) Date

(7l s by auYl) Printed Name

Option 1: Notary Public
Jard) cils 11 il

(4=klis) County of (4 s) State of
(1 () (date) (8 232 ) In my presence on

(name) girayaa saxeexiisa ama keeda dhokumentigan, ama qiray in isaga ama iyaddu oggolaaday qotka
238 o lgndisi 5l 4nid s (auY))) saxeexaya dhokumentigan in la saxeexo iyaddoo la metelayo isaga ama 1yadda
(e b x50 4555 5l) 038 e a8y ol i il (i 58 38 4l ol T Sl didi ol

(J4Jl s ai3) Notary Seal (JJ) LS & 5) Signature of Notary
: (& =8 ¢in) My commission expires

(5) Or

Option 2: Statement of Witnesses
.UMJ’ ")Lu 2 JL!A'-”

(5 sosas S 1dsY) wldd]) Witness 1: In my presence on

(name) voluntarily signed this document (&5 (7)) (date)
4dsl 0da o 4] sanas (awY)) (.(or authorized the person signing this document to sign on his or her behalf
(L= o 4ie mLuc_u}aJL:ijIoM ‘;lcéﬁj‘;ﬂlumaﬂuaﬁj)

(&2ot) Date (#4511 Signature
(o)) Date (x5 by awYl) Printed Name
(A Gosan 4 1 AU L) Witness 2: In my presence on
(name) voluntarily signed this document (&5 (7)) (date)

4adsll oda e 4] sanas (awY)) ((or authorized the person signing this document to sign on his or her behalf
(= o 4ie mLuc_u}aJL:ijIoM ‘;lcéﬁj‘;ﬂlumaﬂuaﬁj)

(z41) Date (&453) Signature

(&) Date (==l b3 au¥l) Printed Name
(z=l5 bz au¥D) (print name) (4 &le ) Grwddl Lubidl) The ACP of
(JLSYl £,5) Completion Date (Bl z:,6) Birth Date

16 = 13
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(Lladll G Sy 4 2 51he) Required in ND
(Acceptance of Appointment of Health Care Agent (Health Care Power of Attorney
(Ll Ll A oy JiSg) dinna ilo ) LS 58 Gl J 5

I accept this appointment and agree to serve as an agent for health care decisions. I understand I have a duty
to act consistently with the desires expressed in this document and to act in good faith. I understand this
individual can revoke my designation as an agent at any time in any manner. I will notify this individual if

I choose to withdraw from this role while this individual is competent. I will notify this individual’s health
care provider if I choose to withdraw from this role when this individual is not able to make health care
.decisions

8 5l g I G g Ci el a5 e 4T Sl Amaall dle Il ol il My by Jeall e 351 5 Cppnill 130 LT
sasdll s jhale 48,k sl iy of 6 LS sS iped oLl 4iSay (il J3a of &l ol 4 Gy i puadll 5 4855 4 030

S I3y gall 13 Jljie | <o il 1Y (asdll ] Lnall ile il ania jhile Sla po palidll 138 ol Loy sall L3 JIsie | < il 1
osall Dle el )8 ARG e L ale (sl s

(&) Date (bl LS 5lf &8 53) Primary Agent Signature
(==l s by au¥) Printed Name
(&) Date (bl JS 5l 28 55) Alternate Agent Signature
(==l 5 by au¥) Printed Name

Requirements for Witnesses by State
AV ol a3 gl ciluthata

Iowa: Notary Public or 2 adult witnesses are required. A witness cannot be: (1) a provider attending the
principal on the date this document is signed; (2) an employee of the provider attending the principal on
the date this document is signed; (3) the Health Care Agent named in this document; and (4) at least
one witness cannot be related to the principal by blood, marriage, or adoption within the third degree of
.relation

S48 o) 038 a5 ey U (8 S gally iimy Aadd paie (1) 2Ll 06 O Jsan Y sl (uaald ol Joe cilS 0 sa g Lo i o) il
Ot Y (4) 5 #4850 o34 8 Sl Al Ayle Il S5 (3) 620550 038 5 G 5 8 IS pally s img Al ae (5] 145 5 (2)
A A jall )l (3Lai S 5SS izl ol o Ay S sally Ui pe J3YI e e Ll aa) o 5S of

Minnesota: Notary Public or 2 adult witnesses are required. A witness cannot be the Health Care Agent
or alternate Health Care Agent. Of the two witnesses, only one can be a health care provider or an
.employee of a provider giving direct care on the date the document is signed

ool Laall Gle I U 5 5T maall Lile 1 S5 0Ll 5 O (S Y Cptlls paali ] e 1S 3 s 5 L iy U puadss
AL Sl 8 5 e )l 88 pblon e oy Aile ) oo (o 13k po 5l Lmm Gile ) oo Ll a Ll aaT (5% O g oLl

(g2l by au¥)) (print name) (4 Gle Ul Gusall Lkidl) The ACP of
(JLSYl &,5) Completion Date (Blall z,6) Birth Date

16 = 14
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North Dakota: Notary Public or 2 adult witnesses are required. A witness cannot be: (1) the Health

Care Agent; (2) the principal’s spouse or heir; (3) a person related to the principal by blood, marriage, or
adoption; (4) a person entitled to any part of the Estate of the principal upon the death of the principal
under a will or deed; (5) any other person who has any claims against the Estate of the principal; (6) a
person directly financially responsible for the principal’s medical care; or (7) the principal’s attending
physician. In addition, at least one witness may not be a health care or long term care provider providing
direct care to the principal on the date this document is signed or an employee of a health care or long term
.care provider providing direct care to the principal on the date this document is signed

s sl g5 (2) Hanall Dle I U85 (1) :20Lll 58 Of Jsna ¥ . ouall cpaals f Jne ilS 3 sa g o iy L 5800 Jlads
JS5all A8 53 g 2 5] (e S emndl 4 Gy Lads (4) ¢l of s 5l anlls JS salls Ll dhia oy i Laiid (3) S sl
s S e 5 pue Lads (6) ¢S sall 4S5 olad Cilalllae (5 gl AT i (o] (5) tela of Lumy can gar JS sl 54 5 ic
Lnia dle ) poie JBYI o aal g 2aLd s Y cany el ) Aila Yl S sall lleall capsdall (7) 5l ¢S gall dulall dle Ll e
Wish Gle ) ptia 5l na Gle ) paio (s il g0 o 85 511 230 @ 53 e U5 3 S 3all 5 pailaa Lile ) py Ja Y1 Ay s ke paia f
ALS ol 038 w53 ey ) A S gl 5 pdlae Dile ) a2l Ja Y

.South Dakota: Notary Public or 2 adult witnesses are required

il Lt f e (oIS 3 pn 5 Lo i LS00 i sia

After Completing the Advance Care Plan
Lo It Guwall uhalil) JlaSic da
:Now that I have completed this document, I will
sl Lo o silas ¢ ol 038 culaST ol ans Y
.Keep the original copy of this document where it can be easily found
A g 48 gl ) sl 5i€e) 1S 6 A8 0l 030 (po Lilal) Adusilly Lta
:Make several copies of this document and give to my
o Loy 484 511 038 (o goasd 302 Jany bl
Primary and Alternate Health Care Agents -
Aol sl dmall Yo Sl g5, B
Doctor and other health care providers -
AV Laall Lo I edie s bl

Health care facility (hospital, other) whenever I am admitted, and ask that it be placed in my medical -

record
Q-f"h”‘fl“ﬁ LG.MAJ‘_LLLU c“;nA.J"UlA‘ﬁ(LéJ:DJ ‘M)M’@b‘)ﬂﬁ"

Talk to the rest of my family and close friends who might be involved if I have a serious illness or injury, O
.making sure they know who my Health Care Agent is, and what my wishes are
el (e S wgsubﬂagm?‘,i@u‘yamf:,u)wsJL@ﬁwmuﬁﬂ;gﬁmijgﬂhui@;‘;ﬂamﬂ
b o Loy cdpmaall Lo ST LS5 08 (o 058 g
(z=als bz au¥)) (print name) (< Lle U Gawall Lubiil) The ACP of
(JLSYl &,5) Completion Date (Blall z,6) Birth Date

16 =15
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When to Review Your Advance Care Plan
Lle l Guwall aibadi dea) e i e

It is common to review and update an advance care plan regularly. You may want to review it with your annual
.physical exam or whenever any of the “Five D’s” occur

VI Lel ) palind”

.Decade: when you start each new decade of your life *
lila e yas e JS (15 Lavie 1 gl pidie g 0

.Death: whenever you experience the death of a loved one *
Llibaf asf 5l 5 aic 2586l

.Divorce: when you experience a divorce or other major family change °
o Gl 6 AT S s 5l GG (i e Laie 1 35U

.Diagnosis: when you are diagnosed with a serious health condition °
b Lain s cliad i nie 2paidldil

Decline: when you experience a significant decline or deterioration of an existing health condition, *
.especially when you are unable to live on your own

gy el pkins ¥ Lovie Leall cJadlly 53 53 g0 Lina Ala 6y 527 5] 305 585 (e il Ladic 2 b2l
:Copies of This Document Have Been Given To
) ARG 038 (e fod plhac) Al
Primary (main) Health Care Agent
(i AN) il Liauial) Lo 1 LS 5

:(—iiledl a3 ) Telephone :(>Y) Name
(bl Lavall Lie Il LS 5) Alternate Health Care Agent
:(—iiledl a3 ) Telephone :(>Y) Name

Health care Provider/Clinic/Hospital/Family Members
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If your wishes change, fill out a new form. Give copies of the new document
to everyone who has copies of your previous one. Tell them to destroy the
.previous version
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When You Want Help With Advance Care Planning
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Advance care planning gives you the chance to talk with others. Health care providers, family members and
:important others can help you explore options. For more information contact
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Advance Care Planning Program

Phone: (701) 234-6966

Email: FGO-CaseMgmt@SanfordHealth.org
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(701) 234-6966 :—la
FGO-CaseMgmt@SanfordHealth.org :(s 5 581 2 5
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DeGroot Center

Phone: (605) 312-3520

Email: acp.siouxfalls@sanfordhealth.org
DeGroot Center S

(605) 312-3520 :la
acp.siouxfalls@sanfordhealth.org :=5s 5 & 5
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Advance Care Planning Program

Phone: (218) 333-6060

Email: acp.bemidji@sanfordhealth.org
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(218) 333-6060 :—ila
acp.bemidji@sanfordhealth.org : 25 5l 2 »
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Advance Care Planning Program

Phone: (701) 323-1ACP (1227)

Email: acp.bismarck@sanfordhealth.org
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(701) 323-1ACP (1227) s
acp.bismarck@sanfordhealth.org :s5 581 2 5
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