SANFIRD

HEALTH

Advanced Care Plan
Lo It Guwall ol

My Advance Care Plan

| 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 | 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 | do not want.
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This document will replace any previous advance directive.
Sl (Gaa a5 s Jaa i gl 0da Jada

‘(&4 Date ‘(! My name

[(22ke &5 My date of birth

:(s=) My address

((Jiad)) : -5 58 25 ,) My telephone numbers: (home)
((s52J) cell)

My initials here indicate a professional medical interpreter helped me complete
this document.
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Part 1: My Health Care Agent

(Also Known as Health Care Power of Attorney)
taall 4le U Lsgq ¢l
(Ll Do 1 s 1 S gy Lyl i )

If I cannot communicate my wishes and health care decisions due to illness or injury, or if my health
care team determines that | cannot make my own health care decisions, | 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 | 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
LYol G5l i g Laal) Lo Ul Liany SS g of SLS g i 48 (o 10 adtlly dileial) o g

lowa: My agent cannot be a health care provider caring for me on the date | 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.
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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 | am related to that person by blood or marriage,
registered domestic partnership, or adoption or unless | have specified otherwise in this document.
(Specify here: )
In addition, a person appointed to determine my capacity to make decisions cannot be my agent.
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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.
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South Dakota: My agent must be an adult.
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My Primary (Main) Health Care Agent Is:
230 (i ) il Linuaall e 4l LS5

:(4L=J) Relationship :(~Y)) Name

((ss20) C) (H) ((Jsinl)) :iiledl ol ) :Telephone numbers
((Jed) W)

(eIl ol si=ll) Full address

If my primary agent is not willing, able, or reasonably available to make health care decisions for me, |
choose an alternate Health Care Agent.
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My Alternate Health Care Agent Is:
230 ol dauall Ll 4l LSy

:(4L=J) Relationship :(~Y)) Name

((s3120) C) ((Jsidl) :ciiledl o5 )) Telephone numbers: (H)

(L) W)

((JalSI ol si=ll) Full address

Powers of My Health Care Agent:
saall 4l Il LS ciladla

My Health Care Agent automatically has all the following powers when | do not have the capacity to
make decisions and/or | am unable to communicate for myself:

eudi e il e acl Ladie gl g <l ) jal AR5 Lidaf 28 Leaie LGN ciba Sl ey Ll Laall Lle I LS5 il

Agree to, refuse, or cancel decisions about my health care. This includes tests, medications, .A
surgery, 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.
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Interpret any instruction in this document based on his or her understanding of my wishes, values .B
and beliefs.

cine 5 ¢ a5 o e ) dagd o sl A8 ol 038 650 )5 Colagled (5] pads
Review and release my medical records and personal files as needed for my health care, as stated .C
in the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

LS (5 5il8 S gle (s pais 58 LS cdmaall ile ) Ual (o dalad) cas lpie iS5 dpasidl] lile 5 Ll Dlans dxal e
(HIPAA) 1996 ple] Uelualls ool ol Ji

Arrange for my health care and treatment in a location he or she thinks is appropriate. .D
Guilia ol il ol (lSa 3 (e 5 baaall Jile ) o Jseasdl cui il

Decide which health care providers and organizations provide my health care. .E
Apsaall Sile o A cilabiall s dsaall Lo edie s

Make decisions about organ and tissue donation according to my instructions in Part 2 of this .F
document.
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(el 55 e olis 24 5] cilides 5)) Comments or limits on the above
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Additional Powers of My Health Care Agent:

sl Lo 1S 5 Ll cibadlal)

My initials below indicate | also authorize my health care agent to:
rok ba L] Laall e U LS5 (583 ) olid] (ansd (o A gY) i) g5 i

Make decisions about the care of my body after death.
8l o) ey snsn lindl ol <l ) 8 SLAS)

If 1 live in North Dakota or Minnesota, my initials below indicate | also authorize my
health care agent to:

Lot LS g 8] Al A ssids 0Lid] ol (ha (A gY) i pa ¥l 2 gil) L8 (L guasisa o] LigSIa Jlad Gl pa S 1)
bl Laal

Continue as my health care agent even if our marriage or domestic
partnership is legally ending or has been ended.

G ils 2 jiall STy ol Ui g gl 13/ in donall e Il LS5 45580 ) jaied)

Make health care decisions for me even if | am able to decide or speak for myself, if

| so choose.
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Part 2: My Health Care Instructions
Loaall jile ) Cilaidei 12 ¢ jadl

Lad

My choices and preferences for health care are indicated below. | ask my Health Care Agent to
communicate these choices, and my health care team to honor them, if | cannot communicate or
make my own choices.

Lmaall ile ) G o bl el badl sia e il Linaall dile 0 LS 5 (e bl dimaall dile Ul 5Dhundy STLA L Led
Layons o SR e el (e (Sl o 13 eladdin of ST

| have initialed a box below for the option | prefer for each situation.

s JS S dbiad] o 3l) LAY alaf oliaf g pall B A 5Y) i a ¥l cund 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 A giSa Claaled L] (K5 AT 13 Iy ALl diall e 815 ecliba ALl Y cula Sl ol ilagled LUS AL Y rilis S
Ay yra pe il clS 1) clisloaad LadY) 5l dgie cioad il dlilbe ) e 2l il

Cardiopulmonary Resuscitation: A Decision for the Present .A
raladl cd gl )8 s si ) ol Gilady

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

ey (Jeieaal! 8 b Alls) ciladle) oLl & andll Ll Laall jills o 2L p sl 03300 o3l 23l LA I a0 J3s iy
i e il el Vg ddivall 8 Dsaall Jilla < puai 1) Led e A 23 s )
CPRis 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 jlas (Ao o 58 ) aldl] iladY) Sty 8 Log o5 Alla 6 gudiil] o calil] alis solecia] A glaad addivn =l 58 553 lill ileiy)
U335 e il gl 5 il oS Ciladia g oy 5l alasiunl o o(4y sad] 5 gl Lapdill jacall e 448 cilhtin) jaall o cilhis
. T Sear ”

| understand that CPR can save a life but does not always work. | also understand that CPR does not
work as well for people who have chronic (long-term) diseases or impaired functioning, or both.
| understand that recovery from CPR can be painful and difficult.
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Therefore (initial one)

(LAY aaf o J5¥ il adg) el

| want CPR attempted if my heart or breathing stops.
PV [T P U J KPR Y 1/ - P/ I SN 1 P PO P

(s]) Or

| 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 | (if | 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:

o i 3] ¢Sl Al naall Sills o 2l asdis of alf i 55 3] (550 alil] il o] ) U slae o e
G fn s il alil] Gilai¥) o] ) Adilia (15008 <€ 1) e f Sy e divie aaid (biiall 3 naall il
55834l slall L) ciladle itk ) 5 B ciay 1z aedl] g g5l Cidudadl res anadll) 4 L) saall Sile

b Lo nall Jills Led pueii Al Y e dBY) Gaali |l J3a S5 aie oLiof

| have an incurable illness or injury and am dying -
sligl eliy o g die olid Y [ e of Lba) (e le]

| have no reasonable chance of survival if my heart or breathing stops
il gl ol (a5 13) sl 28 o o L] A gies dum s Ca

| have little chance of long-term survival if my heart or breathing stops and
CPR would cause significant suffering
) (il YT (T st g a5 13) AL ok 53] S]] 3 o pLl] ALk a5
3),95 slilzs

(5)) Or

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

al &l dmnka 3y gec 3l ) W o ol d ol i g 13) g g8 ) ol Y o) ) A glae 8 e i Y
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(DNR) Gilai¥l ¢l yal pe el S ol dmal) Jle 5 aia 551 of i ol 1 <l 1)
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Treatment Choices: My Health Condition .B
Laal Al rzdad il bd

My treatment choices for my specific health condition(s) are written here. With any treatment
choice, | understand | will continue to receive pain and comfort medicines, as well as food and

liquids by mouth if | am able to swallow.
r,Jw U;‘S-W-"T,-.’jﬁlcé-b& ‘)A.LUILUJ Lr“’ é[).)’ 4@3{5 ‘)lzta L'.;’CA s 4_1).15.4 3aaall @A.«a.” (wa}/b) S;JIA C)Lc ublzn
o apkin] S 13 adll gy sk e il gl 5 alelall SIS 5 dal

My initials here indicate additional documents are attached.
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Treatments to Prolong My Life: A Decision for the Future .C
Juliwall I d J : fba AbY cladle

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

il (Ll (e dd e o a8 o] b AT Glaliny (LS g9 Liaall le ) (G 8 LS g ¢ radiy il 1 AN IR e 5 jadl ciadd 1)
J(=ead s Jo Ag¥ diail &) A

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

i€ 13 adll 3y ke e il sl g aledall Gl g e g I S 4 sl AL 6 aeinli 5T @ ol (oadle LA (o] a4k gale

oL ko]

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.

elhac s dac Libaa) L33 - pemad) ¥ Jiall Jases lem 138 Jaidisy . Tin ke 28 3 s Slaf psas wia f il
(it AT) o Lioall i) len/ it Slen s ¢(Fotey sl i slls s sui¥ e L343 el s e ) (il s

(s)) 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. | want treatments to continue until my health care team and agent agree
such treatments are harmful or no longer helpful.

elhe )y delibual) Laeil) jandl Y Jial Jow Ao 138 dodys dnall Jile ) (8 e pagl Al GlaSad) gran
Cilai¥ s o (uudiil] ) o liall Gudiil] len/omsiill Slen o(3 sl Sl geall s Lo i) L3430 JUll s Ae) Sil gl
Lle Ul LS55 48 i s g el )l paind 6 e )l 4y pad) Ciloliaad] J5lis s oo slSI Janstll 5 o5 5301 ol
e 2 al ol 5l ciladladf 038 of e daiall

Comments or directions to my health care team:
Aasall Jile ) 38 ) den se Clgun 57 5 Ciliidas
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Organ Donation (Initial One) .D
(sl asf e A5 Cajna ¥l o) slaae ¥l g il

| 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:

vl i el Laall dle I LSS sy 86l o) o Alae] i 5 il 5l 5 s g il 3

saaaall | sl Lasd | i | dalac JLAJSJ kt i Pt f 3 ;La.c" Lleadl 46 55U A1) "ub){:_“
e (o Latd £ = e S ST ) 3
(L2 0)

| do not want to donate my eyes, tissues and/or organs.
bzl i 5 o il 5if 5 ¢ rms £ il i I Y

() Or
My Health Care Agent can decide.
DA aaall e S LS5 345 o oS

Autopsy (Initial One) .E
(bl as e Y iV ads) dadl e i

| want my agent to make decisions about an autopsy of my body.
otin i ol I8 Sy 335 of 4 e

| do not want an autopsy unless required by law.
Ll iy o ildll LS 13 Y) i g i )l Y
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Comments or Directions to My Health Care Team .F
Laall e i ) Clgnsi i cligdad

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.
Jalsily i JSY f dmiall clife ) 58 A 4 sill 138 8 Led b5 a3 Lilin) Jiles )y of Cilapled (o LUST dalisall 238 aladinf eliSe
Al )l daluadl o & i Wayf cliSay | mua sill

My initials here indicate additional documents are attached.
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Part 3: My Hopes and Wishes (Optional)
(5 Lis)) AL g Abial 13 £ jadl

| want my loved ones to know my following thoughts and feelings.
N 5 e Ly (s ISHT bal iy OF

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

o Bbadl hay Cudil lad Al LY

My beliefs about when life would be no longer worth living:
fod Gl Gaiid Slbadl dgui o e Jga Silidina

My thoughts about specific medical treatments, if any:
rida g o cbataa Lub clade Ja o Lsd]

My thoughts and feelings about how | would like to die and where | would like to die:
rigal Of 290 il W Cigall el AN ALkl Joa g oLy o L]

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

(b ga ol gl usib) 1 actll g Aal ) Jad e (A Lo dald) jdblas il Als] Ciry O 3T A8 (3L gl iy Ao cuis )
HEIXNENY

Religious affiliation:

frill £ iy

faith, (Ll I 30) | am of the
(Ll déilhl cLac 2] Uls <) and am a member of

() ) faith community in (city)
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(JLSY! &) Completion Date (Sl & ,6) Birth Date
Advance Directive Long Form (Arabic)
MR32893 p. 13 of 20 Rev. 04/25




SANFIRD

HEALTH

dle 411 guwad) lubaiil | Advanced Care Plan

| 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 agra i jill 5 (8 g0 il il Dsaall Dle )l LS5 by ol o]
| would like my funeral to include, if possible, the following (people, music, rituals, etc.):
(D ) Lo g s sib ¢ se cpaliil) A La oSal ) A jln Gl O 30

Other wishes and instructions:
(s A Gladeiy il

My initials here indicate additional documents are attached:
Ala) 3illy 3l w5 Al ) Ui pansl (o ¥ iVl @l sill
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Part 4: Legal Authority
SR o o8] 14 £ )

Do not sign unless the withesses or notary are present.
Jar| GilS gl 3 ggdll jguan A Y aBgi Y

Note: This document must be notarized or witnessed. [See individual state requirements on page 17].
Two witnesses OR a Notary Public must verify your signature and the date.

08 Ol Gaag 17 e 17 dadeall 8 40 dll Y o) clilbie JLil] Joe (uilS ol Lo o 485 60l o3a o algd) cany 4L sale
Gkl e 65 daay Jao uilS ol olaals

| have made this document willingly. | am thinking clearly. This document states my wishes about
my future health care decisions:

gl el Ziiall il 315 oL i Bl o3 rain st e Ul SiT 5 3081 s Ll 0 e i

(&zo1) Date (z4511) Signature

If | cannot sigh my name, | ask the following person to sign for me:

e b @ sl U il ol ¢ paaly & 5101 (0 (Sl 1 )
(2850 4he o slhall ad i) £ 55) Signature (of person asked to sign)
(&) Date

(==l b3 auYl) Printed Name

(=15 by au¥l) (print name) ([ Lle I Guudll bybiil)) The ACP of
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Option 1: Notary Public
) ails 11 LS
(4=kls) County of (Y ) State of
(A ¢(7,1)) (date) (&t gos=> &) In my presence on

(name) acknowledged his or her signature on this document, or acknowledged that he or she
authorized the person signing this document to sign on his or her behalf.

Axs () (e DL sl Ll o o oy (o3l (il a5 8 iy 881 51 il ol e end

(J+d) ils 24 53) Signature of Notary
(JJl ils ai3) Notary Seal

| (P s 1) My commission expires

(s)) Or

Option 2: Statement of Witnesses
Sl Ol 12 LAY
(5 s 4 s wlal) Witness 1: In my presence on

(name) voluntarily signed this document (&35 (7)) (date)
oda e 4l )] asw (aw¥))) ((or authorized the person signing this document to sign on his or her behalf
((Lg.l.‘:j w@u@ﬁﬂbm‘}l’aiﬁ&@Jdﬂlm’wﬁj’)m}ﬂ

(=) Date (&457) Signature
(zals by anYl) Printed Name

(S somas 1 AU wlid) Witness 2: In my presence on

(name) voluntarily signed this document (&5 «(zW)) (date)
038 e 4B )] yases (Y1) ((or authorized the person signing this document to sign on his or her behalf
(ke sl 4ie Al xd gilly 485 5l) o30 e a8y (3l a3 ) 445 )

(c2t) Date (=451) Signature
(z==15 L3 ~u¥)) Printed Name

(=15 by au¥l) (print name) ([ Lle I Guudll bybiil)) The ACP of
(JLSY! &) Completion Date (Sl & ,6) Birth Date
Advance Directive Long Form (Arabic)
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Requirements for Witnesses by State
AN 5N a3 gl clathata

lowa: 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.

AL ol 038 w57 ey )5 A S gally iiny dedd paile (1) 2Ll 56K O e Y ol paald o Joe (ilS 2 a5 Lo il 1 gl
et Y (4) 5 4idi sl oda (S ) sSadll Lanall le I LS5 (3) #4850 030 w53 oy )5 (8 S sally  imy Laad] ania (50 b 5e (2)
LGN da ol gjwfgugg;ﬁji ‘GJJJJI‘PJM“ o JS salls Uasi yo J3Y) e cpoalill asf (o6& 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.

el Lol e 1 S 5 5] Zmall el S5 3Ll (5% o Sy Y il Lt 5] ae 518 35 5 o i L putrina

AL ol wid o G )l (A 5 pdlse Dl w2y Dile ) paie (2l (8 ga f Lnia Dl pio Jail GpaLill a5 OF sag ccpaLill G e

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 sall Sy sl 2 (2) tdmall Dle I AS 5 (1) r2aldll 55 O Jsan Y optll cpaald ol Jae ilS 3 g b il 1L gSI0 Jladd
HEPRRTS L,KJAJMSJSQA/U';Q;)‘GJG Iseasdl d oy Ladi (4) ¢ il of )30 of pally JS gally 4§ dlia 4k i Liads (3)
Lol e pilie JSi Wl Y 5 juse Liadd (6) S sall 4S i olad cilillas (s 4] AT [add (5 (5) tela of Luay cun san JS sall
Lo ) ptie 5 dinua dle ) prie J3YI Ao aal g 2L 58 Y cany oelld I AiLa Yl | JS sall gllaall cankll (7) 1 ¢S sall Louball
e piy Ja 1 Ay shs Lo paie 5f dpms dile 5 pafe (sl s sa 5] 285501 030 s 57 oo U5 6 S pll 5 ploe e 2y S Y1 ALy 5o
Gl 038 @l 5 G5 8 JS sall 5 e

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

Ctdl paal f Joe ilS 3 ga g Lo i U810 o gia

(=l by aw¥l) (print name) ([ Lle 1 Gowdll Lubidl) The ACP of
(JLSY! & ,5) Completion Date (bl £0,6) Birth Date
Advance Directive Long Form (Arabic)
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After Completing the Advance Care Plan
dle Ul Guwall uaililf JlaSic) day
Now that | have completed this document, | will:
s Ly o sl (A gl) 28 cleST (o aey V1
O Keep the original copy of this document where it can be easily found
Al g 48 Lgale ) sinll iiSay S 6 A8 5l 038 (o DLy Aiwilly Léin]
O Make several copies of this document and give to my

i Lk [ 4205l 08 (30 easi B2 Jams L]
Primary and Alternate Health Care Agents -
il s s Dpaaall Lle Ll LS
Doctor and other health care providers -
A Lsall Lle I adia g bl
Health care facility (hospital, other) whenever | am admitted, and ask that it be placed in my -

medical record
bl ile 6 lgran g albl ¢ JR la 6 (La_pe 5 ¢ idiine) Lawall Lle )l sLiie

O Talk to the rest of my family and close friends who might be involved if | have a serious
illness or injury, making sure they know who my Health Care Agent is, and what my wishes are’

peil pa SE 5 ¢ bt (m pes Casal o] Llea o s L3]S L 8 Cpdll Cpar il ilinaly 5 paal S e ) Coanl
e o Lo dmall Lo I LS5 58 a5

(z==!5 bs aul) (print name) ([ Lle ll Gawdll Lubiil)) The ACP of
(JLSYI & ,6) Completion Date (bl £2,5) Birth Date
Advance Directive Long Form (Arabic)
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When to Review Your Advance Care Plan
Lle ! Gawal) auhaii daa) po iy 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.

o sl s die 5l o pindl ) Gasdll o ja) ge diza) je 6 cae i a8 ALl 4oy dle T Gadl) Lahadilf dea) je fLA e
I el palied)”

Decade: when you start each new decade of your life
liba o s i JS s Ledie 1 giu pde g s

Death: whenever you experience the death of a loved one -
Llibaf an) 5l8 5 aic 518 4f

Divorce: when you experience a divorce or other major family change

Diagnosis: when you are diagnosed with a serious health condition
.E“L.“‘. “L”Ag 5[ “.:n-_uc: “~:u'”

Decline: when you experience a significant decline or deterioration of an existing health condition, °
) especially when you are unable to live on your own
L i lial) anking Y Ledie ilals ‘MQEJ)_AJA%Mﬂb&)}éﬂjfjﬁﬁ)}éﬁwgiwbm rosaadll
Copies of This Document Have Been Given To:
sl Bl 0da (e e pllae ] i
Primary (main) Health Care Agent
(i ) i) Lauall Lile ) JS

:(<iledl 23 ,) Telephone :(~Y!) Name
(el Laall Lie I LS ) Alternate Health Care Agent
:(<&ledl 23 ,) Telephone :(~Y!) Name

Health care Provider/Clinic/Hospital/Family Members
5 sl Addicwallfsabad) 3 8 fAawal) e ) adia

(<l 23 ,) Telephone :(~Y!) Name

(—ilell 23 ,) Telephone (~Y!) Name

(<ilell 23 ,) Telephone :(~Y!) Name

(<5l 23 ,) Telephone :(~Y!) Name

:(<ilell 23 ,) Telephone (~Y!) Name

(72l Ly ~u¥l) (print name) (d &le LI Gaudll 1uL33) The ACP of
(JLsy) &5 Completion Date (Sall &) Birth Date

Advance Directive Long Form (Arabic)
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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

ad pua ] Adlad) 485 6l) ya Geasi 4] CilS pe ST Baaad) 485 o) e B i) 13an 120 gai Slald ectlilis ) < 13
DLl A3l e | sl of

(z==!5 bs aul) (print name) ([ Lle ll Gawdll Lubiil)) The ACP of
(JLSYI & ,6) Completion Date (bl £2,5) Birth Date
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