SANFIRD

HEALTH

Advanced Care Plan

STRIA JITER FIsT-T

My Advance Care Plan
=R SRIE GATER Flot-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.

Aot g SIfH [A3fRAFIeTs Yandd AR TR GRT TRepl 1 T HITSIIde ARl JURIRET fdehetg 3 UTfAchdigs
s /a7 Bet IRt ST @Ry gkaTE [AUfags a3 Tfae- w1+ A% U&IHT Sle-anT A1 Wy WIER Tl
(ST TR WTER SIRGIARATAT Ul Hfa+) fAgerd Ides| afe 714 fEya! & 4, 811 @red WER Jei-,
At T FaTg IUARE® IR T [0q Gigd &1 1T b Hfags T+ qerd &1

This document will replace any previous advance directive.
gt srTSTIdet sifdeent i (3RS Tidera—T T &1
My name (&t 773):

Date (fAfa):
My date of birth (2R} ST==fafa):

My address (8%t &77rT):

My telephone numbers: (home) (A<t famiT F&ReE: (BR))
(C (cell.)) (@)

My initials here indicate a professional medical interpreter helped me complete this
document.

ZaaTen fAfehedT GHTSel gt wITSTId GRT 71+ Agd T{Gehr! [t = gl s1qerT ART SMereRgweat
gfad el

The ACP of (a1) ACP (print name) ((®fAe )
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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SANFIRD

HEALTH

Advanced Care Plan |/ 3R QITgR Fisi1
Part 1: My Health Care Agent

(Also Known as Health Care Power of Attorney)

YT 1: IR @R WIER Tl

(TR QTER SIfEraRAT ¥R gf+ &)

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

Bet T a7 FlcycaheT HRUTt 15T TRT 3TBIE%® I WY WTERT [HUfage §d13- TghHT a7 8t 81 3T @rey
TITEReT [Aufags 7+ Tfae Y Tkl @Iy WIER aidlel [AERur RAT, T 1RT 378 Jd13 I 81 @Ry
ITERFT (AU fel=enT F1fT deT 914 fagYen! egfert B1c g | HRI &Iy QIER Yoi-cet [+ T T{Us:

* TY HATSIITHT YQhT IR WY TTER (A2 g&aht Grerr
- At JgielTs [QGenl 37T 1 TR RITER 38! GreT
« IRT IPT Idg I Wlghd fAfchedT ATFGUSE® AR [HUfags F-13+
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Requirements for Who May Be an Agent or Health Care Power of Attorney
Under State Law

Y I SHIGTH Yoi-e a1 Wy TR JHI&TIRATHIG Hegedhl HTadhdlge

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.

lowa: #el gt HITSITHT g&A1&R TRept ATAAT HR} Goi=e #R1 8=Tg 7T+ &rey el Hargeh g- derjgd | H Goie
Ul Grsefenl Gt SUMHT 74, feelg aT G igUIsIc HYT GHI-Ed Tgard T &y g Hardehdnl dH<IRl
SENGEL

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.
Minnesota: R} goi< aa¥h ggues| #H:1 ot H@E@WW&T@W aafnﬁqa#a@ga@aﬁar

AHYGUIEIE FI=E1T TEQTEH G HET A PITSIITHT ST ool Tgarer T f o8] @gR o @red
HITER Hardeh a1 @Ry RIER Hardehehl hHeRl g9 Gerjgd (T6] et
)

N

ard, ﬁmmaﬁﬁ#mﬁaﬁwﬁﬁwﬁaﬁgﬁwﬁ%ﬁ#qﬁﬁyeﬁw

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.

North Dakota: 5%t gsi=e aa¥er gques| A%t Yol A+ g7 darfgd: 1) A%I @y WIER Harder; 2) H @
TER UeTehehl HHART YTt ehiel dR GIT TIf-8d 9Tt 3) TRl dtefepreflT @igR dar uerge; 4) @1t
EYefenTclI QTER Q4T UeTddhan! HTRT YUeh! hlgt a% AHT Graf-81d FHTehT |

South Dakota: My agent must be an adult.

South Dakota: Rl ol ag%s gqus|
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My Primary (Main) Health Care Agent Is:

;R UTUfAE (4&0) Wred R gei< A gl:

Name (97H): Relationship (G+¢]):

Telephone numbers: (H) 2fermiT 74R: (H) (C (C))
(W (W))

Full address (=T 37T1):

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

2t arerfaen geteel 17 1T W QTR [A0fF TRIS 3Tk THGHT, T&H THGHT a7 IAd &YAT IueTe THYH,
At depfclicr WY QTR §oi=e B+le T |

My Alternate Health Care Agent Is:
1 depfctieh WY WTER Yoi—¢ (4% gt

Name (975): Relationship (G%i-¢):
Telephone numbers: (H) 2ferdiT 77 (H) (C (C))
(W (W))

Full address (=7 37T71):

Powers of My Health Care Agent:
IR GTRY JIER Uil grae:

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:

iR} W@y WTER §oi-e &alfeld FGHT [AFHed o Graed © Sa 7G1 [Aufg 7+ &Har 8+ Y/ar 7 ST iy g1
T sraHef g

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.

HR} @reey RIgReAT IRAT [Avfg sr&fienr 71 a1 3 71+ Ggad g1 gde geivr, sisfe, cafedr, giH giyor
¥ B899 (S1%t SadIe Gard ar IV (32TH-E) avel Uard) I SUGReEHT FHIf-8d 3= [Aufags GH1asr
TS| IUDIR Ulger 7 & HGHT, A1 ot HR} [AeHgenl STERHAT gt 7T+ SIRY A% aT e Herg=o |

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

IR 5T, HEd * [AYTABI Igichl JSTSHI SHTERAT T HITSAITHT 1 Ul (AT AT Ty
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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).

IR ST Fqg1dr % STarhaledr 4 1996 AT Ieeid TRYFHR BRI &g QIgReAT Al HATaGehdarR
2R} AT eps ¥ Al hIgeige THIHT g1 ¥ Gerrdr gl

D. Arrange for my health care and treatment in a location he or she thinks is appropriate.
3glct 3fdd HGeh! Tident TITHHT ALY W WTER JUT IUTIRHT AT Fafedd eI

E. Decide which health care providers and organizations provide my health care.
iR} TRy WIER P+ Wy JIER UaTdeh ¥ H&Tet IUelsel TRISe A1 [Hfg feiggi)

F. Make decisions about organ and tissue donation according to my instructions in Part 2 of this
document.

T BRTSITAeh! HTT 2 AT 81 (A3l SITERAT 37 JUT d GHER [UagE FI348i]/
Comments or limits on the above (&1fderT fewft ar HHrE<):
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Additional Powers of My Health Care Agent:
IR QIR WIER Uol<ahl SifaflerT Iferige:

My initials below indicate | also authorize my health care agent to:
TABT BT TRPIgE HRI Wy a7 Goi=eells Ul Sfdhd e 9 Griehl Ggahd 148

Make decisions about the care of my body after death.

73l gufes AR @ERAR [Aufags a+r3deig

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

7 North Dakota a7 Minnesota HT &% ¥+, el ART 3Telgligeeel § AR} Wy daT goleells
gf Sifdipd g 47 PeIohl Ggahd 48

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

gie g4l faarg ar e ATHGRT ! EUAT GHIC & © aT FHTCT Hqah!
& Y= Ul 5} @Ry QIR Yoi<an! AT SRY A% |

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

afe 7 STt fAofg ST FTS a1 SITFTt A1 ST Jle~ Garg u ufd, afe dct
&Gl 7 Bl TR 9+ 21 1T Wred WER [Aufags aHegei)
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Part 2: My Health Care Instructions
YT 2: AT WG JTER [33-g®

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.

T QTERAT AT 7Y ASTTE I TSR dTEE dol Ggdhd TRYBI B/ gal T SR T4 a7 371 ASTSeE FH137
Gaa- 9= T 37! WY Yoi-eells Il ASTIse® TR 7T+, I IRl Wy IR Zledlels faHigedrs = T+
aleg|

I have initialed a box below for the option | prefer for each situation.
fet geon (AT 1T TaTTen! fAehedent ofiT aeT Y3eT sTehd g2 TR! G

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

Tle: quIsens Tl SfiaT 13T AT ISTTRETR [A2<a% o1t 3199 81 gfe qured T fafad
fAdere® 89 Y=, duIsehl Usieet duTsahl dicilchl STTehl STEMRHT T dUTshl STBTe® 33Td HTUHT JUTsch!
oty feaar [Avfg 7 &1

A. Cardiopulmonary Resuscitation: A Decision for the Present

TfSatgeHIR Radiea: gieian afi (Aufg

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.

gl fAufget ZR1 gTeTar! WGTRIHT STEMRA @R 37157 Het TRIRgeh! IUTR Blc Ioxi<d e @Us C dot (A-1 Sfla+
TGT3 FUARE®: Hidsgent A1 [Avfag<) & 81 @y Jiawgar gikad— 4+ < de 3ITe &a1fi GoarR T dfaeT

o= Bel ATEF] TR fAehetie® Tgahd T4 |

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 gadenl &19 % G e R0fchGenl SciT GAAAT 13- GaT<ienT Tt T TR- 3uaR g1 CPR & eTdid!
TEGIT (TTd TSTIA T+ SIAHT THIARATCAl eIaPT), HIAEE, Selfadahel HUIdeE, YT S I SRYATTAT -l
giAfad 7+ gaFs|

| 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.

H §3¢g fab CPR & Sfla+ §913+ deFe aR gdel e &TH a1 7 g1 =7 Ul §3ae fan CPR & dt egerdig®ant
&I STH T3 ST QRIA1 (GIH1 31afe)) faaRt a1 @Rie @i a1 §a g1 7 §3<@ fah CPR &1 §: Hiftd g
isTardt a1 ol g7 qeFe|
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Therefore (initial one)
IIDBRIT (FRI)

| want CPR attempted if my heart or breathing stops.
;R §<T a1 YIAIYTH d< §7 9 Hells CPR U4 dllg-o|

Or (a)

| 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:

HR} @Wregent gleient [Rfdept STERAT A1 g2 a1 YTHUYTE 55 - - Alls CPR UaTd a1
FeIfa, HiasgHr gfc 21 @Ry gRad— Yyl & v, Jgyfes 81 goi< a1 8¢ (7 9&H @ 44) J:1
WY QIR G CPR Selthel T{Ue | @UE B AT HYeHT 1T [ddhedg®: JUTR UTIfAhdigs <
ug C: gt (Aufg fort derrar A<t Sl ersars act fasYanT SUaREETS faaR T{ue | A1 @req
TRE 9Yeh! IaTERUTEHT %7 FHTAL &;

* have an incurable iliness or injury and am dying

Hel1g [Aept Tg1 T a1 7ie eirlenl & T H 7o g

* have no reasonable chance of survival if my heart or breathing stops

&RI g a1 YrauyrE MBI 9= 7 It G IAT GG 84

* have little chance of long-term survival if my heart or breathing stops and CPR
would cause significant suffering
gfe 21 qg a1 qrauyTe Mgt 9 7 Sefarel1 GraaaT are 9R GriTeT g8 ¥ CPR
& srefuf dier Arade

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.

=R g a1 YTETHTE S 9GHT 7 CPR 7+ 918491 7 Ugplde gogeirs Siqald fod arg-g1 gl de at
fadeq Ble TR 9= Ael g 7¢ RS (DNR) S1SR cl%AdR SiTel W12y RITER UGIgehells a-ues

W HT §G |
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B. Treatment Choices: My Health Condition
SUIREAT ASTISEe®: A Wy S/

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.

5T fAfe @y eael(g%) &1 1fil 8k} IR AST8ee® TgT Af@yeh! &1 g Ul JUAR [deheyent AT,
H ggag fah At Yierreren situfer ¥ @reard, aie 7 g&el @M1 9T dvef yaref foi G&H g=g = det ured
T SR I B

My initials here indicate additional documents are attached.

TET HGehT HRT SHTET&Rg%et YU HITSIIdge® Hofi- TRYH! & 94 gfad T
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C. Treatments to Prolong My Life: A Decision for the Future

1 g T+=a13+ SUTRE®: Yfasgent ifir (Aofg

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):

gfe | 31a ST A1 [AUfg 71 Gfee=T 3 7R} Wy QIR 2left % gol-ect 7 &l g 9k Sira ARY &A1 G: It T
AR 417 AT Tfg=e ¥, 7 (IRMA1E) TTEg:

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.

dle: P gfa BledT G1¥, dct §@T8 I HRTHD! HNAgE U1td TR @, el Act (Ao Gahar @7 R a3l
yarefge g@et @ e SRl IR § 94 3T g5/

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.

1R S 92134 e el IURRS® 85 7T &7 e | gt HIART §=3 R GlAH GINUT R gIsgd-HT
AT 87 (3eT8RvTenT TIfY, gaare Gars, IV (32T9-%) avet uardf), ARew/Aeex (yravyra
A7), FfEaiTeRt RIS (CPR), SR gfasfid

Or (a)

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.

HR} &reey a7 2lefigRT RAIRY TRy det IU=Rg | It GHTAT §= a hiH Uyl T gresd—4T
AT B (IaTgUIehT 1Y, SadTe Gard, IV (3=2T1949) aeT yare), aRew/Hfeler (qrauyrd
AE), fSaiueHl-= R (CPR), SR  Tfasiidt 7 a4k} @red WigR il % goi<et
T IUAREE FIHHRReh - al Iugft §a- YR GgHd TalGH IUAR SRI A% 5|

Comments or directions to my health care team:

IR Wy QIER et enfit fewgoft ar fAderg<:
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D. Organ Donation (Initial One)
37F &I (URF)

| 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:

grg qGHT, At HI ST, d=g /aT 3 &1 T <lg-g | ARl &Iy QIR Yoi=e &1 TR Q3T Tgard#
R} 375, dg T HEIgE GRiTe 3HTa38eh HYeh! IUAR a1 §¥I&T o 7T ¥ STRY A% Herggo| HR1
fa<ly g=eTe® (P WYHI) [ g

| do not want to donate my eyes, tissues and/or organs.
H 2R} 1T, d=] /a1 37 a1 7+ g4 |

Or (a1)
My Health Care Agent can decide.
HRI &g WIER Yoitel ([Ufg 7T Gerggol

E. Autopsy (Initial One)
UReHeH (UR)

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

7 7R} gotel AR1 SRR GReHIEHDT F1RAT [Avlass ety w4 ae-g1

| do not want an autopsy unless required by law.

I &GHT ST eh Tgalg™ H URCUIeH g4 |

The ACP of (a1) ACP (print name) ((®fAe )
Birth Date (7% =fdf] Completion Date (g7 g= #faf)

Advance Directive Long Form (Nepali)
MR32888 p. 11 of 20 Rev. 04/25




SANFIRD

HEALTH

Advanced Care Plan |/ 3R QITgR Fisi1

F. Comments or Directions to My Health Care Team

IR @Ry WIER 2icflent anfi fowguft ar fAdemgs

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.

auTs T WY WIER Il g1 Ul oq (Ad2r= a1 G371 cikeqanT 1y g4 @ieiiedT-/enl it T+
o g9 [Ad<r=HT Ay 8+ a1 TEienrurent i fagAT [A¥dRYder TRgd TRy &1 aurs a9 &icll Thers
Ul 8187 Gergo|

My initials here indicate additional documents are attached.

TgT HYehT AT STEI&RE% U HITSIIdge® Gt TRyl & vl Gfad T
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Part 3: My Hopes and Wishes (Optional)
YT 3: TR 37T X STBIE % (deplclah)

| want my loved ones to know my following thoughts and feelings.

7 2R forsTgeeeirs 8-t A+ faaR 3 H1a-1g% o181 8] W a18ag!
The things that make life most worth living to me are:

HRI SATAY Sfter 3= Hg<aqul §194 G-l 97 g1

My beliefs about when life would be no longer worth living:

SHaT 31 Fiet eliahehl 84 YAaR W7 fAyrgs<e:

My thoughts about specific medical treatments, if any:

1 vgHT, Aty [RAfehedT IUTRST IRAT 7T fAaRes:

My thoughts and feelings about how | would like to die and where | would like to die:

H Rl 7 A18-0 T F el A+ Alg-© AR AT [AaR T HIa-16E:

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

H geganl AfSid 5QHT, 7 W1 fISTgedrs Ael [+ Ggidr I GgradrenT AT UGl 7T+ <g=g 91 UTgT a7 wg-g
(fafersme, orefar, ggia, snfe):

The ACP of (a1) ACP (print name) ((q<fe 7)
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Religious affiliation:

eTfHep Tre-e:

| am of the (&) faith, and am a member of
(fayrget 81 ) faith community (/39T Tqarae! G ghl) in (FT)
(city) (&%)

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

H HR} HGepT SRAT 7R} AT GHGIITS 7R Wy WIER Yoi=gel el TRIY I HRY AGam1/&](q/ath Jucise
RIS JgIg%an] il FaRAd TRIY ¥4 a6/

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

TRIG qQHT, H HR} AGITATAT [+ GAQLT 7T qle-g(H1i-9, Tgid, afeeme, aife):

Other wishes and instructions:
31 33T ¥ A8

My initials here indicate additional documents are attached:

TET HGHT AT STEI&RE%e AT HITSAIdgS® Hoi TRYehl & Y1 gfAd TS w7
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Part 4: Legal Authority
YT 4: I SfdBR
Do not sign unless the witnesses or notary are present.

greft a1 A1t IufRIT Tgared g¥Ier T eI

Note: This document must be notarized or witnessed. [See individual state requirements on page17].
Two witnesses OR a Notary Public must verify your signature and the date.

qie: gl TSI 13t TRYehl aT Gieft ¥yl ggue| [g8 17 HI &lckict ot TReA! Taegendigs a4614] !
g3 qreft ¥ A’ fecteret auTseh! g¥d1gR ] fAfd git T{uss|

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

Act gt BITSIIT FeTYder TRIGeh! g1 A TE &GHAT Gifakaan! @1 It ehrToildel A1 HIAIehT Wy JER
FUfIeR 311 §eBT6% Jovi<d Te:

Signature (3&71gR) Date (f8fd)

If | cannot sign my name, | ask the following person to sign for me:
Act TR 717 §IA1ER T TGHHT, &t 7T AT §EATER T 277 SfkIerig ST T:

Signature (of person asked to sign)

(EEATER T 7fYep! AfeIan!)EwTER
Date (fafa)
Printed Name (G=7 97H)

The ACP of (a1) ACP (print name) ((®fAe )
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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Option 1: Notary Public
faded 1: 913t afsctan

State of (&t IT57) County of (&t @r3=<l)

In my presence on (3Rt Iufefasr) (date) (fAfa),
(name) (17) 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. (& &t &FATSTTAT STFT g¥a1eR TR TLHIT ar gt HITSIITAET
EXAIER T fkicTTs [HoTehl Tthale g&iTer T+ SIf9hR Ryent TR T+7at)

Signature of Notary (Fic3ie! gwrerx)
Notary Seal (7lc<ia! 819)
My commission expires (A1 [Agferr g&HT GHIET §70):

Or (a1)
Option 2: Statement of Witnesses
AT 2: arefiat sar
Witness 1: In my presence on (@reft 1: a1 3uffqHn) (date) (A1),

(name) (A18) voluntarily signed this document (or authorized
the person signing this document to sign on his or her behalf. (¢ T@STgd e It BITAITHT §EATER T4
(aT Tt BRTSITTAT §EIIER T4 SlaricaTs [HoTeh] dhale gdier T+ sifdarR kgat)

Signature (g%iT&R)
Date (fA1a)
Printed Name (G=7 7H)

Witness 2: In my presence on (Greft 2: IR} 3uffa=n) Date (fAfa),

(name) (A7H) voluntarily signed this document (or authorized
the person signing this document to sign on his or her behalf. (¢ @eeTde It BITSTITHT FEATER T{HIT

(aT Tt BITSTITAT §EATER 7T Sfariells [Hoiap! dhale gEI1eR T4 SifddR fa54at)
Signature (g%7&R)
Date (fAfa)
Printed Name (G=7 =7#H)

The ACP of (a1) ACP (print name) ((®fAe )
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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Requirements for Witnesses by State
TSTIGART FIRSEZehT Tl AT ABATE

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.

lowa: i3t Ufscren a7 2 qaer qiefig® Siasges g1 Ggft [+ g+ g (1) IH HITSIITHT §EIER
TTRGer! [ATGHT TeTTeaTqeRAT IURIT g HaTdeh; (2) I hITSIITHAT §¥dT&R TRYeh! [Afa#T Ter-meargenar
JURIT g Uaraehen! HHARI; (3) I BRTSIIIHT ATH [G3YH] WY VTR ui-e; < (4) HFAHT g qreft
graI-¢[enl dEl LUMHAT 7d, faaTg a1 GAhugUIaIe HUHTedTqchE T THl-8d g+ daa- |

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.

Minnesota: i<t fscieh a1 2 qa<es F1gflgs S1asqeh g+ o A&l W RTER Yol a7 dehfcan
TRy QIR Yoive g7 e/ G5 T GI&fimed, Gan ST HI BITSIIaHT &1k qen! [AfaHT warey dar
Yargeh a1 Ucdel 8<lg 7T Hardendhl wHeRI g7 Herjgo |

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.

North Dakota: et Ufecics aT 2 aaver arefie? siasder g1 qiefl [+ g7 Gagga: (1) @RF KR
goi=e; (2) TerregTaehan! stta—aredt ar Ia-ifeerel; (3) TemrearaehaiT I, aT TIhUGUIh] TraT=¢]
Q! SfeT; (4) 23T aT B =71 TATEATIHRD! FGHT TEITeEATIheh! GFfiehl -1 YTl §halR HGah!
fek; (5) TeTATEAT I chen] GHUT< [A%eg 1 Ul GTell 7T 31T g1 Alerd; (6) TET-TEdTIeheh! fAfchedT RITEIReAT
&y @€ sirfefer &qaT [SFaR Ygent &ierT; at (7) TeTTedTqehen! U [Afdheden| arel, ahedtar af=
U3eT Trefl gt eITSTIa %8R RYah! [AfaHT Temarearachetls el QIR IUcise] RT3 Wy TR al
ST 83T UeTaeh a7 Ig hITSTIIHT 818 TRYeh! fAfaaT Tem-rearaehelis U8l WIER JUcise] RIS
TR QTR a7 dlefeptel 8 Hariechenl dHAR] g Tardgd |

South Dakota: Notary Public or 2 adult witnesses are required.
South Dakota: 7ledt gfeciar ar 2 ga qrefies smasad ga!

The ACP of (a1) ACP (print name) ((q<fe 7)
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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After Completing the Advance Care Plan
S0 @TER FIST=T QT TRufes

Now that | have completed this document, | will:
Het gt ShTTSTTd GRT el gaT, | 3+ 1 7 :

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

TSI T Bhell UT+ Gich-1 BTSAT I BITSITdeh! geT Hiafelltr et

O Make several copies of this document and give to my:

gt prTSiTdent €R Tfdfaifige g+13+ T 711

* Primary and Alternate Health Care Agents
greIfien T depfctier Wy WIER Ysigeds o

» Doctor and other health care providers
fAfehecden ¥ 31 WTIRT TR UGTIhe®

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

H yf YQepl W RITER AT (EqdTel, 31=7) I gHells A1 AfSeher JBSHT AT IHRIeT T

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.
Hea1g TR INT &7 T ST Hefi g Gart 1T §ichl URAR R AfoiehenT Arefigells HRl &@reey QIR Yot el
g1 ¥ 2RT 3TBIE% &h-ah & WA T UTT & YA GAIYT & IgTe& T el T

The ACP of (a1) ACP (print name) ((q<fe 7)
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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When to Review Your Advance Care Plan

duTs el SIfOT QIR IISTTeR! THlem shfeet 1+

It is common to review and update an advance care plan regularly. You may want to review it with

10

your annual physical exam or whenever any of the “Five D’s” occur.

fafaa &gaT S1fH QTR gisi-Ten! GHIEH 3 Sienatdes T4 GHI gl JuTs gdels aurgehl aifties AR
dtgrTenT AT a7 "Five D's” 7ied @ Ui+ a1 el THie T daqgo!

» Decade: when you start each new decade of your life.

GIehanl SATEET: auTs ST StiaHad! T 74T a<Teh o et

» Death: whenever you experience the death of a loved one.

qg: dUTS gl fosTTent Ggent SigHa et

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

I faeade: duigel Twa-¢ [deeg aT o/ §&F UTRaTRe URad- S¥d Taf|

» Diagnosis: when you are diagnosed with a serious health condition.

fAer: quidard ik @rey st e 7er

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

SRlAR: dUTE STafeId @Ry Jaeile! Hgwayuf srRdleR aT fafigest s ef, faiwrst aurs srhar
Stifad g THa=T]

Copies of This Document Have Been Given To:
Tt STTSIIdah! Uldfeifugs Aees [igueat :

Primary (main) Health Care Agent

(TTUfAes () @Ry ER Jui<)

Name (713): Telephone (2feiwiF):

Alternate Health Care Agent (d&/cie WGreT WER Fui<)
Name (713): Telephone (2fei®iF):

Health care Provider/Clinic/Hospital/Family Members
WY WTER U/ [aRif-1eh/ e dTet/TRarenT Tasge

Name (713): Telephone (2feiwiF):

Name (7m3): Telephone (2fciti):

Name (73): Telephone (2feiwiF):

Name (713): Telephone (2feiwiF):

Name (7m3): Telephone (2fciti):
The ACP of (a}) ACP (print name) ((g=fAe 74)
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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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.

GBI ST auTgent Sreferert QRafeiitley 81 316318 STafcicel] GhRUT AYE TRA TSIeIe
The ACP of (a1) ACP (print name) ((q<fe 7)
Birth Date (7% =fdf] Completion Date (g7 g= #faf)
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