SANFIRD

HEALTH

Advanced Care Plan
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My Advance Care Plan
woo%?gc?oﬁo%o?\/lm7m§mo§5mo€198053§1

| 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.
35080558 5310088000d 0013 5818805011001 1085008] CLicLTgSSt.

My name (wé):

Date (3129):
My date of birth (woofe§5¢5¢751):
My address (waSis85s8:c5:):

My telephone numbers: (home) (waSo>885550005 — (035))
(cell.) (3c0)

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)
@05 1 - wooles5a5e55g 0olopiadrerSe:
(0050080 5p0lei08:351" 0ol 5ap 555 54,001 0plad 81 0ni6 508 5a01055051%:005)

If | cannot communicate my wishes and health care decisions due to iliness 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
oofc85anScuScoigrersmmdyrerSe: gooe! oofe8SanS5e85q,00f0piad 8ieonid585a010550089:005 cw108idSDe:00fa850f 82805

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.

@ﬁxgof (lowa)- wsnmﬁ@:%/s 0591@5@5@3,59?,535,5%@5@50?037@(@50?@1 feleV éﬁﬁgﬁlco7wab:c31é1m705508055<3351@933,500:pw,5,
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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.

éﬁélsgco,s (Minnesota)- ws)lmﬁo:gls mw§@§91$5§§m7@93/50?55/5@%/5(31, oasnmﬁo):‘gﬁ(b 5)109509533,55795@35
guodfopiddooieron gooel 1005 00533,5@9/535/5%095@5@095@1@7@@95)1@1005&0709,5@)1095@%? 51 81 oo @5(070303/505‘):?:5)1@9572/5

8§35 vonef 0ol 6lo100f050) aSSa0:c1gad:a5161, vooel 0fepIS ponglonScor wgdS505¢la8S cor A3508as58s31009105 (VSqla85

dgo1 —

€555, p10010000p5081651951c100801055 WoDIEof05 L1 Cofe1001801055000585 dwy1150:000005.

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.

$:(a))éi§oo,5 (North Dakota)- ws)lm/So):??IS (’DCD,S@%)I;?S@O,SO)?CCD&SO?’S&S?I%,SO?'L» w91@7/5®:o5 o) wyluaoﬁoﬁxgﬁs)%s:czoﬁ
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D&w120555051

South Dakota: My agent must be an adult.

mailoé:@fgools (South Dakota)- wrerdosd moﬁﬁ@?gﬂ55\%’5(\)7@350?55591%5(31,
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My Primary (Main) Health Care Agent Is:

w5i8505: (22985) oofe85ep5a85q 0niapiadprerdeefd —

Name (s1): Relationship (oo2050):

Telephone numbers: (H) «So>8§56f0005 - (H) (C (C))
(W (W))

Full address  (a81s55s8:08:00c019091):

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

wéf@eﬁoé:ylmﬁo:@?ooxbﬁg:, 010002, 90067 09390/5503739@7:: xaooﬁcum%n005335995ﬁﬁﬁoﬁoﬁ@oﬁm7o§8m7®8%’)’5§,§, ww
0100158 5ap 53859, 00l0piad p1e15 0290010001051,
My Alternate Health Care Agent Is:

wodfs8beppes5q 00iopiadoerSesanmoonmeld -
Name (sv): Relationship (oofo050):
Telephone numbers: (H) «8o>8§5550005 - (H) (C (Q))

(W (W)

Full address (a81s55s8:c6:20c012091):

Powers of My Health Care Agent:
wm?xgﬁagﬁxgﬁsﬁo095@5@5)197503:@909550050951—

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:

wonfesSapSa85g 00ipiadperde:s5 c858:0018001m8165ap o1 cwSdISEBIo0F)a8 B8 SE:0niapoionScu1meroofsoiodSowS

&s/0000f woboo§m7w$?m@§@§b@93595093939,5@997 -

A. Agree to, refuse, or cancel decisions about my health care. This includes tests, medications,
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.

327/50810?&85, 01a85, vonef a8moBionfa1od5 oS w:idiaoolssS apSa85g 00iapiad. oolsd105uSEonferaph, m:ﬁ/g
038, 095(7,3:(?:00732/7, 00§88 @oogﬁ @:05,509535/5#(35%50973:095060955(\)709509,5@31cm&ogoo(p/s (&ca@? 09509/5095330073138 @oogﬁ
v (oo%b:maiﬁcx)w?ﬁoﬁl) oo?:czoo“xscg), 5:095@070553901Co7:czoo,&?&oo?ogﬁw?oqﬂoo@ﬁ:@&@u 005(72@703732/79503:&%,5

QB33200:008, W18150:0:610001531 006! 00pSEIg318:0051085 @ 20:CVI00TS 50588508551,
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B. Interpret any instruction in this document based on his or her understanding of my wishes, values
and beliefs.

odqlaB50003 Sogooé1coicoicoiasSosasSEasimapt Ero0g1085 @ cv:cv1mdoolsiuticIwof @58z oxfoSapioSp10005E:001s5 oS
28855501

C. Review and release my medical records and personal files as needed for my health care, as stated
in the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

02509 7091930?303591c@lwmaiﬁmagoo%lgﬁwwbwﬁ 9:55 OO@5(\58@800(950@CS,S@'S,S@QQCD)ZCD7()309535156?5835%005(?&?@9(%‘, 0095
oo?o&gﬂxglcwoo%cg,sagﬁxgﬁeg/gook?ﬁoglm7oo$a§oocb@51q>§ g:oo?ogoo":? 7095&%5095&% 3@@@ (H/PAA) @355(31.,

D. Arrange for my health care and treatment in a location he or she thinks is appropriate.
57/50?\/1cwwm?@gﬁsvgﬁxgﬁ%095@5@630950?@70370:2/7@935 cv100§c8] mgoﬁlm7m5£m8§m7@7:bo’)§b@§glgﬁc&a

E. Decide which health care providers and organizations provide my health care.
6!)7058&)7OO§$8§€?/535/562/’095(?5(?S)1();)5095(91@7109(9,863 095‘096770’3 6?090,509,5031wm5a§,§e§?§xgﬁﬂm§(p§@7§/§a§1°

F. Make decisions about organ and tissue donation according to my instructions in Part 2 of this
document.
6100101055205 i 20010p 561995 £180pI5L %24 0005 o oIS SIS 3508585192095 | sop18005:5 551,

Comments or limits on the above (osfuy50p5 vooef 0ofoSo§Scvico:)-
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Additional Powers of My Health Care Agent:
woo?zé)ﬁ@?ﬁ@gﬁﬂoof@go? 399197,5@:@9095509691@901090,5
My initials below indicate | also authorize my health care agent to:

world:8181001005 05(.2/703,&07 wo?/sgugﬁm@el@?og: woo?xg/gs?ﬁ@gﬁ%oo'f@?@ ©@910750:00100-

Make decisions about the care of my body after death.
@1095@0705839,503: oo?@?c?wcpesggsﬁ&w@:(é's:mél@c@?é@ﬁc&,

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

weiadScon masr8:ai8oS(North Dakota) vooef 6535805 (Minnesota) 8, wosisd:cdién
C‘O1C\)S moSqﬂa?,Scm wogﬁmfé’oofmgw;f Q)OD?CCgIS%,SCCgISQ/. OQF(??C?@T,SO.‘CD'IOO—

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

@b:moo%oooo?@gﬁagﬁ@i?ﬁ%oﬁ@%?m9)197/5033 doofermonif vonf&:opB:oo: gooel 095390/5

agSooog: OD;BICA‘);CD7O’5/S§BI§@7OI$933:@9@7€Z)$ 000! 090075@"5&5@9@732/&31,

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

6100185589535 59, 00l oplad @001e01055c1EId Wa010Y5 eooe! Kdofcv1wSlmaf

eS5deaB1p526], Eroapcorcorwm)sSisasls5ast.
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Part 2: My Health Care Instructions
05 - wm?ﬁﬁagﬁﬁﬁﬂm?@?o?@m?%ﬁagloowﬁ

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.

(/067()309%,(‘356‘?/5@3/5%095@5(? 395)1@7,5@:(\)7 (DOE)C[(:O;)ISg,] OD§(’)1)(D7OO(9§$§'L, @93(/0_(,)1025(?09§385€9/S@§/5% OO§6'LO’)§)$ OOOD;S

165010351, &woboo?:?:zabagﬁ olo02 900! elw$5m@5@m5€poo7@§ooag@a7§,5c3h
| have initialed a box below for the option | prefer for each situation.
wad:a8161800i05085 2208100551001 P 1T SEre1851001 0085585 ooelpSPSaaBisScdi.

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

08$$,S- ;;ooc@ﬁooﬁm7 mo?:oo%ﬁc@woﬁ@ oo?og@?oﬂo:zﬂcm meloogogﬁ;a):a)?, 035905 0503/5005610371(\)7 orfmorgsizoBicst.
75@509@90/55: oo§$§a§1co7 oo?o?:ogc@mfloowﬁaaag, 7391975@:09@1095@0705809@/50)7 xaé’:wcglogﬁxaw:cm §m5§§7§§w30§m7 7505095@5109(9/5,

oo oﬁ@?ooogﬁp_ﬂ 7SOO§8/S7§5&):C€OO(953968 ool 061851007 §OO§OJ:®$BQ'L(DOO7§CU7§(§$C€L

A. Cardiopulmonary Resuscitation: A Decision for the Present
oofermslopiéaSanignd&:oa8Smermpionizdi (Cardiopulmonary Resuscitation) osfsoiod5c01 mo8id 12081

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.

00fe01055331 0ol anSapionfonesid: oofopeluslogleacoinpiodcor werssiongiast corsBia0810855200:001 Woolsd5ap5a55
9,00155500:33315885051. 220p5 0 cW1VS (oofmpelwloglenr me168085wanza0g- oofso10¥5c01 slagpoleadl) VSglads
odfepolwlogleacoiupcorcnionnScor wa85:5581 daoonisdSenSa85g a8oncdanicor slappol@: coodwoniaSSapeor wiimelsSadonaynp
w@3sl55c51.

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.

CPR $5 ¢fosiopalaslogleor osfpzaslsdicor me165a85moeloprooan:d: wostaolo8Saoladt daaa8SoopSapbaacsissSadi.
©@¢100050958: 05fa8503ic81d00:5l01 (0nfa8503ic81002410i€05: ce1cd1006): BFST200id100I0p1), 35028, onfB:@:a35cds[
a2, oofaorgadionfmoanlogjos, £xoofonbo8500fsolusSoonSeSast.

| 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.

ooﬁoﬁcm CPR :,;,5 O107120:209 ) 30/590/5 09@1093-083839/5%/5031. waﬂaﬁ&ﬂgﬁo@:cm CPR %/5 000100101 5)1a>733,5:?:oo$ao7oo7
(mogsog) mfa?:oofa& °e)oooeﬁ 395?5035@1@710%/00995&539,5@:, u@ooues éélcoﬁsag?gnpwols‘ﬁﬁogu wﬁoﬁcm mf(yg&ﬁooa/gqn@oﬁm

CPR 15085 ma0l&:0830205551.
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Therefore (initial one)

co1ooﬂ§,539c,3 (agoowb:agléwoa?)

| want CPR attempted if my heart or breathing stops.
(/\)333(8037 OO?O’J@'L(?%)JI CPR ()(DCD:({/US @OO@? ODS‘(DO\)/]OOPS@Q/]%/SC@L

Or (v0o¢f)

| 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:

wasaScvr oo?memg?wl CPR éoo:u:cgp/s pooe) oolmaol 00?5 g:w‘%l 03/5 22002001 wmfxzoﬁs?ﬁxg/s?/uoﬁxgﬁmzéxﬁl%ﬁ
S CPR \’505/591, woo$x§lsa;?§z§§eg/g@a7s?g7 ola8ondaa0zeaelS, wererdo: gooel w1 (worgiap) [0g31:050005:
2018 wonfeSapSesSg onlopidmgissSadi. wodlupaoicor @S & w1~ odfapelwlogleacoionSa:d: w0ps o-
ooffogrzaBondSoninicoicns donfero0fa01ods sasladi.
* have an incurable illness or injury and am dying
wxgﬁgzmsag:oﬁad oooo! 09539150391505:@7 035(>;P®7w73?/73§10939g: P05
* have no reasonable chance of survival if my heart or breathing stops
(,DO’D@S/SQS OD%‘(??CU739@7:3930/5CU7 wm@gﬁﬁ)@wm:cﬁﬁ (?OO(?S‘ Q)OO?CI)’]Q?ISQ)’]C\?I OO?S@Q@?

* have little chance of long-term survival if my heart or breathing stops and CPR
would cause significant suffering
w@g/sg:oo%:oo?wgoboob:o?m7 wm@gﬁﬁ)m7mog§o§&wa):<f/7ls 00001 woo?aﬂogls:xﬂcgl 00?839@7&: CPR
mL’:@S/SOSIS O’DSO?SOO/SQN@QO/S@Q(E)S

Or (a)

| 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.

waosgS eooel wolasla85alaS1foopSsans wooa:ad CPR 5. wed5%qofas"590155028:c51.

wsiorfoor welwcoiofwcorsdisd w@uoéﬁcg&,o:e: preo1pSor oolesSanSasSg onfopiadandeo: oolap: 0oaSH
elmaﬂo&&ploﬁ (DO Not Resuscitate (DNR)) 39095%50313935%,5(31,
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B. Treatment Choices: My Health Condition
095()30703732”739095(’)?@709(9,8— wm?xgﬁagﬁxgﬁ%mfagﬁx:

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.

woo?ogdw']o:zﬂ@aoﬁagwmm wm?xgﬁagﬁxgﬁﬂookgﬁws(moﬁ):@35%,5 wﬁm?@:c@m&&xﬁl%ﬁaﬁl, dwencor 09533,599/533,5
goolencor ogs?looéhgﬁ, wslorflanr wmad:ers! 00515153,5037 oofapsonfaold: oo?m@gogﬁo?loo?xgo@ﬁ 000051 oo?m%e:xgls\'f::cgw1

03533,509535@@:095050955 @wqﬁagl 095957?5:@@7%5031,

My initials here indicate additional documents are attached.

woled:c81610331 o&gﬂcm oo?o:z/:éol)gc?:a%ogo&sgoo@ﬁa?h
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C. Treatments to Prolong My Life: A Decision for the Future
oofopeluwlogleor waprasSa8Swaniang- osfsoiodScorslepoolsalt

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):

w61oofsowbScmw$§mofa@3f@§ooa_xuno:,5@ag, wmfﬁﬁagﬁagﬁgmf@f@ a@mﬁﬁc?: ?191,50.’@%?8(‘01 (DOOGI%?OD@?O?I (DOD;&?OO&D,S

o1 ma.>,587m1w97909139a3, wsélsg: (epcorad:c8161009])-

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.

oBI§5-  daawpaor oofepcor B§rondigs, welurfcor wmadiergh 15565001 oofsponisolé: oofer95085
op100fealsl, 0000088 oofogiasSgisSunt onfesSoniasBioniadonls dawupiaSiooleigizsalsSast.

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.

705 0opS gonef [B§eosS cofopeluwlogldcars co1 mep:35a8S  wanaopsSaSt. oofed100050pS 505 coloovS0sd

&S1001 oo:)ol&oﬁ 00535/5%5(35%5307 oooe! oo?oéooigcw @081 (228, 00509/5?335/50953515095@5&37@7385: vV (3({0/%5,8020/)
©@05), oolonaoler/ oofmaoldiea8:cS (d:onavlonoot), oofermslopt €a8:a0:qpSE:0aSSmeropronisalh (CPR),

oofovmayt, 5:ma3§ela5m5m7w§oo@,57§,5a§h

Or (o0o¢f)

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.

oofapeluslogleor oofupSapSadidcurs Sjcorprcoimapiod woolsdSapSasse, mgf §5c51. oofsd10005

S 205505 0005085851001 56T 0ofe8S 81515100l ool oofadoi§cwr @08l (w8, onfupSe:asSoniadSonies8jogjo58:

v (@cho/:éﬁ(ch) 803 ), ofonavler/ 0xiona0ld:ea8:aS (d:onadlonodd), ooferonslopt 538:33:(3/7,53:033,5(73@1(@10953935

(CPR), oofarma, &onasSera500fa0lwions 555051, wedSE:c1 oxfmadiopelupogluoiopicor w reo1m0piad

wonfes5apSe55g, mgi€: pr1e150:01215c810p1a550 o1 oofnpiadé 550005 eionodaBSoierenconmSemal g5adt.
Comments or directions to my health care team:

oofpbm5 eooef 0ofdScdiapw preo1m0piay woolssSanS85q, moglsasssS-

The ACP of (:c5161) (print name)
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Advanced Care Plan [ osfopicdosio35odicoionionodSmoiadoses:

D. Organ Donation (Initial One)
. oofupperopScdianiBng (epcoredicdisronsl)

| 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:

ofan, w58 e159505100855), pS5cB:g)€:/ 00001 PIB1E. wodlss5an5a85g 00inpidaprerde: me:a85E:adion
oofmeluwslogl gooel §5c5105011001d00a55205c01 coon S wmpidig. od:q)E:d5gj0p1cor oofupSerpSaS1001610098 551

wodfeorpicoiadiodiasial (sis85006161) s5000-

| do not want to donate my eyes, tissues and/or organs.
coooxbﬁg: ogﬁelogﬁt&wégzﬂ, &3,506:@/[@9:/90995 @531?09@,5395.

Or (v0o¢f)

My Health Care Agent can decide.

oooo%g,Ss%Szg/Ssz/,oo?@?c?@91975@:@07055(‘)390?10

E. Autopsy (Initial One)

oofa)é:,oeo:oosxzé),s (apoowb:c&élooav

| want my agent to make decisions about an autopsy of my body.

()J@IS@O:C\N ()JS)'L@7IS®: (796)1095‘3070583956)\): OO$Q)(§IDGO.?(?$ ()\)858985‘7}8031»

| do not want an autopsy unless required by law.

wooxbﬁcf;' oob)éoo&og?oocgﬁ @oo@?mmo?agﬁooﬁxgl mmbo:ﬁoecczagooﬁ?g,sagh

The ACP of (:c5161) (print name)
Birth Date (s200561080500p10) oofSoofoyn (ACP) 35,5(%/,5) 3315%5 $100) Completion Date (61@3?%1)
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F. Comments or Directions to My Health Care Team
005'09,80?,5 eooe! ooi%ﬁagw?w 5)103139(?5'0? woo‘)'ccglsa;?,sccgﬁq/, mmf@agﬁ

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.

speoolooiaSizsicor ooo?::cﬁogﬁ 09%15031 oone! oo?oocgfﬁooélélm7 75@58:@,5 09533599/535/5%095@50?0995 cv1R00055 1 0ofdH

cSrz315001, 9o0gf 58 odslonfelads oolpioniogn ooslayadi. s0So8iaS10800icSigs1000i08:c51.

My initials here indicate additional documents are attached.

wonfad:cst éu)@éwgqﬂcm oo?ocz/:é)aLJS@QmSSogaiggoowﬁt&o

The ACP of (pecsrén)

Birth Date (s200561080500p10) oofSoofoyn (ACP) 35,5@/,5) 3315%5 $100) Completion Date (61@3?%%1)
Advance Directive Long Form (Karen)
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SANFIRD

HEALTH

Advanced Care Plan [ osfopicdosio35odicoionionodSmoiadoses:
Part 3: My Hopes and Wishes (Optional)

@5 o— wofelciolcoiwasoigicoions) (oofupcorsdia)
| want my loved ones to know my following thoughts and feelings.
5850010100108 55510065 pap5] worfeS 85 EionfopionSavicuSoneSssicsu. |

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

oofeormgzonindSwree&Smonticor wmesSpasSineBionnsSeSeid-

My beliefs about when life would be no longer worth living:
wonfs5056) onfe0100081d o185 coTCT WMFBSHBEM BT §5eid-

My thoughts about specific medical treatments, if any:

wonfgbanSan: oofssSepSasdg oolapiodondt, efsdSo0s161-

My thoughts and feelings about how | would like to die and where | would like to die:
woofagmglf)‘:?: 0950;3593,5 oo,Sw:wab,S:?:ai:fcb,Sc?: wsbﬁxo:ait)cbﬁ—

If | am nearing my death, | want my loved ones to know that | would appreciate the following
for comfort and support (rituals, prayers, music, etc.):
wefopranadsd, wadS58:c01 preo1wedSa8i00605 mapSpolcor wmaipdseieroniapsd 0wde5188: warteSaB58: madSaderonwsasl

(osfopfonfcoieag:, oofopmab, oofgoois, 010005.) -

Religious affiliation:
oofopSonfaleaonionSadonsd-

| am of the (oooo?szﬁooﬁpS@?o) faith, and am a member of (:?:@503627(‘3037)

in (Clty) oo?gﬁoo?.;g 829100010 (of) faith Community @3{1%’8(\%1,

| would like my Health Care Agent to notify my faith community of my death and arrange for them to
provide my funeral/memorial/burial.

wad58:c01 wonlesSapSesSq oniopiaderSezonar moB:0509500] wonigionisS sapron0r mSewiwooiadeoie: §5
o gioofcor 395:9,5398?(07 mergian oo?ogc&?lai/oobg/sg/S/ OD??ISCSIDO7C31$DO’J$67,SODS(Q\/I%/SC€L

The ACP of (:c5161) (print name)
Birth Date (s200561080500p10) oofSoofoyn (ACP) 3515%5) 3315%5 $100) Completion Date (61@3?%1)

Advance Directive Long Form (Karen)
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| would like my funeral to include, if possible, the following (people, music, rituals, etc.):

ofogd, ciofpSaSimlcdionfegieapt, wed58:cor oxfopSoovbesimobepS (910005, oofgonisp, colaplodicolisag:, :aa010005)

Other wishes and instructions:

oofamcffmf&oof%ﬁ(x}/mmoo@ﬁ—

My initials here indicate additional documents are attached:

wooiad:cSt él&@ﬁwgqﬂm7 oo?o:z/:e‘)agsgzcﬁ'Sogngoo@ﬁogl—

Part 4: Legal Authority
@5 o— AD:32010p580p 581

Do not sign unless the withesses or notary are present.

9099&0135,53: 5)13?,508130: g0 mq/ﬁcogfs‘foo@ﬁ@ag ooo:,Ssb:c&éloom.

Note: This document must be notarized or withessed. [See individual state requirements on page 16].
Two witnesses OR a Notary Public must verify your signature and the date.

085.%5— 85050558331 mooﬁoo?@a7/5c31050$,53§1m7 816 gooel ?13?/53933:@@,50?1. \[@?(35&,50939,5?8?5 3900503,539,5() oot o6

395{109095], 0139 500:801 900! Mgisadle cmonSapdavicvisoniadiadisrs 6i$161a8e 885051,

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

wpg:85085 a35080558531001 Wworf20:5850885051.  waBE50012099 fjcSt. A8508a35853105¢]] W8S sTav:caSnSen: wonfssS
spSe55g,0000p10) oofeoiodSeppolonsSad-

Signature (:c$161) Date (131)

If | cannot sigh my name, | ask the following person to sign for me:
wad:ed161 gloogizaes, werprco1coScor m:cdidrcorwdicdi-

Signature (of person asked to sign) 2:c8161 (prcv105fe1380:08161)
Date (y151)
Printed Name o):c8:41

The ACP of (:c5161) (print name)
Birth Date (s200561080500p10) oofSoofoyn (ACP) 3515%5) 3315%5 $100) Completion Date (61@3?%1)

Advance Directive Long Form (Karen)
MR32892 p. 14 of 19 Rev. 04/25



SANFIRD

HEALTH

Advanced Care Plan [ osfopicdosio35odicoionionodSmoiadoses:

Option 1: Notary Public

oofepcor o— oogiSig

State of (535) County of (8as5085081)
In my presence on (vSqla85a0:200852013) (date) ($128).
(name) (s1) 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. (SorfoSogm e00iad:a5161 da3508a35831091.  o0e! 0SorfoSogmnr ©dupp8upSME1 prevITead:cS161001

C\SSO’gCISSg@éI@D?l mad:a8161 comam/So):;g,Sc&,)

Signature of Notary (8i§=:c8161)

Notary Seal (8i§osid085)
My commission expires (w85é:g5 w¢is10000110)-

Or (00009)
Option 2: Statement of Witnesses
oofepoor j- prepSodroosaonioSyll
Witness 1: In my presence on (pig5oo: o- 05qla8Sa0:0wdsp0d) (date) (3129).

(name) (s128). voluntarily signed this document (or authorized
the person signing this document to sign on his or her behalf. »:c8161 35503035851 e2¢1 cvr

@8100ie00120:8955885 (9000 1p5EUPSMEL prevIEd:S11001 35080358 3515091 Mad:cS181CVITEET 255051

Signature (:c%161 ) Date (4951)

Printed Name (op:c$161 )

Witness 2: In my presence on (p1g5o0: j- 05qjla8520:0000510 ) (date)

($135). (name) ($128). voluntarily signed this document (or
authorized the person signing this document to sign on his or her behalf. @:c8161 355080358351 @201 w1

@i melsaoiaien5:885 (vooef 09,5309150951 010012280:c5161001 358358 T3 1991 Md:S161cVITEETS 025551

Signature (&:c$161 ) Date (o131)

Printed Name (op:c$161 )

The ACP of (:c5161) (print name)
Birth Date (s200561080500p10) oofSoofoyn (ACP) 35,5(%/,5) 3315%5 $100) Completion Date (61@3?%1)
Advance Directive Long Form (Karen)
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Requirements for Witnesses by State
()85.3’8099?,8?8?83288’5 3209?(‘8,800,’5(01 82 c@wga%x:m1 5}13?,5&).'00(9,53287

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.

D53s30f (lowa)- of0c85:05 mogpieadiq eooef 9185001 sagp 500200 2 o108 918952020001 000561~ (2) 91095
oolerenooferc sanpiadpio00183136$1001 0ofd:051055080558 <31, (J) 5)1095095@1@71095@1 395)1@1095&07 @apIp10001531 deis1c0r
oofadicSt 3508055831, (o) oolis8SapSedbq oniapiadepienSo:cor oofwnadSeasicor asSedre¢1, % (g) wpr0000f 1595

ccgoo::cpocgﬂoom ooooﬁooﬁc?gz 010001831007 %5505@1%‘95, 5({709509095({9/, Breoi] oo&\ﬁ(?xguw oo?ooﬁo?c@goo:oowoo@foooo%@yloo,S@,Sc@u

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.

é§$§3w§ (Minnesota)— oo?mc@,goafﬁ ooqlﬁxag%? Beeii] 5)155”,5(\)7 xa@?ﬁa)::og J 0181, 5)1@?53930001 0909/5@5 oo?ng)‘agﬁxgﬁ
?/0095(?§@395)19715®: @OD§$ 0953515995335% OO§(72§(? 325)19750)3(\)709?(’)?0()729913939010901391800375)13?53\)3501@0’.2/7,

ob’,SS)loom mooﬁ&g)w?ﬁoo%gﬁagﬁxgﬁﬂ oolopiad eonel @91@109580)7390950950250?(81(81 dpis1c01 0ofad:051055080558551
@¢i$155051.

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.

uS (NOI'th Dakota): oo?ooof)’ﬁooﬁ mqlﬁccgg%? oonel 5)15535007 xax?ﬁa):ag J 0181, Snc?fﬁa):oom ooooﬁ@?— o)

msxgﬁagﬁxgﬁﬂoﬁ@?@@?lmﬁm, (J) 5)109010)7390?:@8005@5055 0956\250950?\/1 @olor eonef €8, (g) 910001007 3939,5

o?g:s)loomxﬁuw%iﬁoéoo&@wn, 00fopoois w00 0olniG, (g) 5)109010)7@5/56': @0oigioolcor pr10001c01R20D:a80000pT0) oofg5

oofogn 22001pa8i8585 dp100meE31p:0855000: cv1EEE5 V1 ERfRPrupSopioniupSasl wooel ooferas508a358000S5 0. (9)
G:gnxamoomco&\)?cw xgzgﬁgzoo§a§:ogﬁoo§oo:ooém7 5)10901co7390?398095025<? OO§6\2§OO$O?\]'L @m5@c@?§ﬁ§,§@35§, (G)

910001 QL1 xgﬁgzoﬁﬁg)g%;f’]c&aglm7 5)109013513900533599/535/5%095@5@@91, pooel (?) maiﬁa)qﬁcm @0pIP010001831.

@lsis85, @p100001 p13p500:309l0001 256 re12USnTE8 55859 001pT wooel rupSanoBicdoninpicdcrsaupS
oofopiddaSicdian p100010VIE20D:a80010pTap oofdSoologn dpis1c0100fd:05161 wooef 5)1(07@909,509533599,533,5%095@50? 900! 1095

m08503m5(§)5o?m7@095 ofopiaddaS10813201010016  dpis1c0100fd:05161 @ﬁc@u

South Dakota: Notary Public or 2 adult withesses are required.
mcﬁloé:’ﬂgoo/s (SOU”I Dalrota}- oﬁmc@ﬁooﬁ mqﬁ@g?ﬁ Reortl] 5)15505037 39@?/539:39 J 0181,

The ACP of (:c5161) (print name)
Birth Date (s05fora805opicd oofgSonfodn (ACP) s855) «35¢;5 $105 Completion Date (¢10f31)
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After Completing the Advance Care Plan
doofe1d1 onfoSadradoninpiadeaonid) Soniodid1e0081s

Now that | have completed this document, | will:
da310i001 We1d1a3505a358 83151085008, -

O Keep the original copy of this document where it can be easily found.

Wm05a55080858 285 oqpionopSas1d0niaSicor oofadSeisdrappSane SeSadt.

O Make several copies of this document and give to my:
6103508358531 2005508000 :0p5€: LppcSisSiapao-
* Primary and Alternate Health Care Agents
wm?zgﬁqﬁxgﬁ%oﬁ@?@@gﬂmﬁ@: 39653,50530301&39010901000,53933,5
» Doctor and other health care providers
oooSISa)q/Sc?: 5)1(1)7@909599/562[,095025@@010’)@,5

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

m?@?o?m?@gﬁagﬁxgﬁgcgg (oo?ao70’3/5, @01) 0015900051051 oaog,f;oﬁao%o"/s, &2012205001 wm?zgﬁagﬁzgﬁrﬂooﬁ@:gﬁ@agl

O Talk to the rest of my family and close friends who might be involved if | have a serious iliness or
injury, making sure they know who my Health Care Agent is, and what my wishes are.
Od00S:001Es wtﬁﬁ@a@&?z 051w08303:055m7390100<9§m7 oo,Sw,Sw,S 3909050\)5037 oo?ag:oo?a& Reel] 09539/55?09/5

06:C0182$:8291, 0105105 c01 :52639,5 agﬁp_ﬂcm 6091%/595 wylm?xgﬁagﬁxgﬁﬂ@aylaﬁ@:, g:wm?so7?§m5mw/5@§e§1cb,&g,gooogi

The ACP of (:c5161)

(print name)
Birth Date (s200561080500p10) oofSoofoyn (ACP) 3515%5) 3315%5 $100) Completion Date (61@3?%1)
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When to Review Your Advance Care Plan
7509095(9:02509@7091 7509508(@1agookgﬁag/gzgﬁ%@oo%‘zﬁoﬁo@/l@@7@05,5

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.

oo5§.§§o503§39x:m7 oofme:opionglopé: 0_50950?1095050%138005@5[56?5355?/‘ OO%\Z/SOO%)?\]’L(X?O(D)C\%L npas
p cﬁmxé/gé):(p§m:¢7ogmglé§moo$/5oooﬁ 0of08208:001818 vooef d “Five D’s” (é?obf(gﬂ/g) 5503,5093:27(\)5@539@7@5(810
» Decade: when you start each new decade of your life.
aosgﬁgpls (Decade): d50058 505856555 0:0850003jp595 5],
» Death: whenever you experience the death of a loved one.
oofasoofpf (Death): ();cblgcﬁools ?1@7.?35,539610901?:0?839&):3997,
 Divorce: when you experience a divorce or other major family change.
oofmcﬁSC\gI?,S (Divorce): @@51&8‘739,5 oo?cglgf?cgwseldgcglsp/s 0009] 358088 w0ofaBoncdeal.
* Diagnosis: when you are diagnosed with a serious health condition.
oofe)?ooﬁmﬁp_o" oofa;?:oofao'] (Diagnosis): <)oo§al>oc3/5:p15&ﬂm7 §@90/5:?: oofapzonizol o1 sas:006161505,

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

oofaé:aglgna?l (Decline): dscn8@jond soolad:cSipradicor apionisolevr ws5505em vone! oofaols:add,  cS1a8s5

oof ééﬁﬁ@ﬁ&ﬂ sonofooapal.

Copies of This Document Have Been Given To:
o0 808105508055 8 0p:8cnsSs15p-

Primary (main) Health Care Agent

678505: 08595 85q 0lopidmsarSo: (57855)

Name (s.): Telephone (c8c>8):

Alternate Health Care Agent (mfagﬁagﬁagﬁgmf@fc?wsn91,50:3901)

Name (1) Telephone (c8c>8):

Health care Provider/Clinic/Hospital/Family Members

0 Q0

9109?3005sgﬁsgﬁcgﬁﬂmﬁcgﬁo?/maﬁfmn /oAl 03D/ V3D Be3Bow

Name (sv): Telephone (c80¥8):

Name (1) Telephone (c8c8):

Name (sv): Telephone (c8c>8):

Name (sv): Telephone (c80¥8):

Name (1) Telephone (c8c8):

The ACP of (:c5161) (print name)
Birth Date (s05fora805opicd oofgSonfodn (ACP) s855) «35¢;5 $105 Completion Date (s1s0¢f51)

Advance Directive Long Form (Karen)
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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.

500185 8Ia0:c8¢1a80ncdsa0S, 6191055085 8280059500001, 1585083585208 @ s P108:0 V125557

0550‘9;'(\555037@7003915 39(?:0%,503095,0539,5@953;/5@7 0102:51 mmoo@ﬁcm&ﬂooopﬁooooo?.

The ACP of (:c5161) (print name)

Birth Date (s200561080500p10) oofSoofoyn (ACP) 3515%5) 3315%5 $100) Completion Date (61@3?%1)
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