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¥R EITiEaR: DURABLE POWER OF ATTORNEY FOR HEALTH CARE

ADVANCE DIRECTIVE: DURABLE POWER OF ATTORNEY FOR HEALTH CARE

EANBIS AT TETTIE (B Durable Power of Attorney for Health Care (DPOA-HC, BEfFKASRNEILH) ) IBRETREA,
AL S FREEIN L agi 3

RRIBFASHEEIMNEENEK,

This advance directive, a durable power of attorney for health care, allows you to name and prepare your health care agent.

This form meets the requirements of Washington state law.

PMAER:

My Information:

ESE K& (F3%) :

FULL NAME: PRONOUNS (OPTIONAL): (E/]{m/jw//mﬂ‘])
HAEHHE: / / (i.e., he/she/they)
DATE OF BIRTH: (_ﬁf/g/E)

(mm/dd/yyyy)

REETCEA

NAMING A HEALTH CARE AGENT

FABETIIARAFANEFREA:

The person | designate as my health care agent is:

EX=H KRB (%)
FULL NAME: PRONOUNS (optional):
SRAXRER: RFEREBIE: ( ) SREREHE ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

A, ST, M. BRGR:

ADDRESS, CITY, STATE, ZIP:

FABRETIIARABTABNSEHEA:

The people | designate as my alternate agents are:

ELRARTERABRBAMEETRE, BBARAIEE FRARARANE—MNE_FIEETREA.
If the perston listed above is unable or unwilling to make my health care decisions, then | designate the people listed below as my first and second alternate health
care agents.

B—FHEETREA

First Alternate

2 K213 (A1) :
FULL NAME: PRONOUNS (optional):
S5RAXER: RSB REBIE: ( ) SHERRBE:  ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

Hudk, ST, M. BRGR:

ADDRESS, CITY, STATE, ZIP:

BEEETREA

Second Alternate

EX=F KRB (%)
FULL NAME: PRONOUNS (OPTIONAL):
SRAXRER: RFERREBIE: ( ) SREREHE ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

HbAE, ST, M. BRGR:

ADDRESS, CITY, STATE, ZIP:

M

& . -
= Honoring Choices® e
PACIFIC NORTHWEST NAME:
AN INITIATIVE OF —mF——— H:IIQEE,H»E / /
H ISR 115110 MLULTC 2 HCREIRIL (F/5/H)

(mm/dd/yyyy)
REV 04/2021
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BEETRIEA
NAMING A HEALTH CARE AGENT
THERER:
Situations that may apply:
£ N EIEFTFEFEES LS a7, EalgRNERFERIEEE e, WE THRESEE: i5ha
www.HonoringChoicesPNW.org, £lf] Advance Care Planning (ACP, FGsEESTit4l) HEA, SEaERIETIRSHEZMZE,

Initial next to the statements below that apply to you. You may draw a line through statements that do not apply to you. For more information: see the ACP Overview, visit
www.HonoringChoicesPNW.org, or talk with your health care provider.

_  EANEEAANEBSEICHRBEHEEARANETAEA, BERNINSZEHERTIEEXR. ESBEXEL
WENEEDE, BN EMIREEARANETREA,

If  name my spouse or registered domestic partner as my health care agent and we later file for a dissolution, annulment, or legal separation; | want them to continue as my
health care agent.

_ AANEEETREA. FAERRBSHOZHBFUNMER, XATWATARPANENSLR, MmIFCETER.

I am not naming a health care agent. By sharing my goals and values in this form, it will be considered a personal values statement and not an advance directive.

R Sl

=i = =
HWFAAMS, REBHEMHTA?
What matters most to me?
AOEBYERENEREENEN., XEEREESYEIFEEENA (HHNENETREANFEA) BELEBITH
HETRENERT, RBMEHETRE.
BREEDE:
This section helps you think about what matters most to you. This information can guide the people who matter to you— like your health care agent and loved ones —to make

health care decisions for you if you cannot make them yourself.
Consider sharing:

« NBD SR, BERMITA?

What do you love to do, mentally and physically?

- XEMS, FREECRERSETE—RESEER?

How important is it for you to know who you are and who you are with?

- WEMS, SRAMPRGBESEE?

How important is communicating with family and friends to you?

< BN, "REREE" 8 "EFRI—X" B4

What does “living well” or “a good day” look like to you?

- B REMNEMA?

What do you value most in your life?

THSERFIANRAEE: (BFRAUEEEN. BRIEFEIENTE. )

The following is what matters most to me: (Be specific. Add pages if needed.)

HE:

NAME:

HEHES: / /
DATE OF BIRTH: (£E/5/8)

(mm/dd/yyyy)
REV 04/2021



FRSEETET

<: DURABLE POWER OF ATTORNEY FORHEALTHCARE | $831R, 63

WL ETRE A &S
PREPARING A HEALTH CARE AGENT

ARSI,

EFRATAIBRRMA?

What are my beliefs, preferences, and practices?

BEIDYEIFEEENA (HNETREAFFREA) DRERNETER, 7RSS,

It is important for the people who matter to you—like your health care agent and loved ones—and your health care team to know about your beliefs, preferences, and practices.

Consider sharing:

« TP NEIRRS, HABEHLESHNRAL, 1

What provides you support, comfort, and strength during dlfﬁcult times?

ST IIE?

- SR ENAREEZ LAY (WJ&EIEEEEL 1t ATIRFF) ?

What medical treatments would you want or not want (e.g., blood transfusion, pain management, artificial feeding)?

- BRI, MUBRENS, BRI ETRE?

How are health care decisions made in your community, culture, or family?

TSI, EFRTAIBNFEFEANEEER: (BFTEM.

ISRIE T BRI EL. )

The following beliefs, preferences, and practices are important to me: (Be specific. Add pages if needed.)

EFRITAIMR. BAIEBSE:

FAREBBRRETIAR, LUSSEARIGI.

EWRITAIG: (Mo(ITRIMLETRE, )

I would want the following person(s) contacted to support my beliefs, preferences, and practices: (They will not have power to make health care decisions.)

= e

NAME: ROLE:

BiE: ( ) FrfELEER
PHONE: ORGANIZATION:

JEZ=H

NAME:

HAEBHR: / /

DATE OF BIRTH: (£E/5/H)
(mm/dd/yyyy)

REV 04/2021
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At k]

AABZEETFE@E, SEETHENER. ERATLTEEITHEETRE, FABERANETREASEIXLE
? ;‘%}%\%ﬁ]}gﬁ}\ﬁﬂﬁﬁﬁ&iﬁo RANTH, XEERAHNAANGSTRE—EES, BRTRETIER TE<e
Z'iﬁ@ ‘%,J\ '?i'e

In answering the following questions, | am sharing my health care preferences. If | cannot make health care decisions for myself, | want my health care agent to use this information to
guide their decisions. | understand that this information can guide my care, but it might not be possible to follow my wishes exactly in every situation.

Cardiopulmonary Resuscitation (CPR, HitE75) : BISREEMTA?

CPR: What are my wishes?

EEFOFIFIRELLR, SEMNIREST HEARABELROMER (CPR, AHIIESENETREBEANETRS
IREETESMERAEE OBFIEIRELLR, 2EDHECPR (XA "SRRBRE") .

Standard care in Washington state is to provide cardiopulmonary resuscitation (CPR) to people if their heart and breathing stop. This section can guide your health care agent and
health care providers on whether to perform CPR if you are hospitalized and your heart and breathing stop (also known as “code status”).

B A ERHAENCHEFNIFIRELE :

If 1 am hospitalized and my heart and breathing stop:

O AAREESZ CPR,

| want CPR attempted.

[x] BRAFBETS AR ARMZERRT, BNAATE FINER FAREIZRZ CPR:

I want CPR attempted, unless there has been a change in my health, and | have:

 AFFEWE, AT AR AERRISFARELUN/ES ETREAREEZ BN ERINEE, 5

Little chance of living a life that aligns with the goals and values | have stated in this form and/or discussed with my health care agent; or
- REAELIAAR, JRRRMESEH,; 5
A disease or injury that cannot be cured, and | am likely to die soon; or
« BMEOBRE, £ LRBRFER.
Little chance of survival even if my heart is started again.
O RAARFERES CPR, AAFGEBRB. (BEEAERIETIRSIEMRE, THEXTF “Portable Orders for Life-Sustaining
Treatment (POLST, XFEmptfFaI7ANEHIIEE) “ 5. )

| do not want CPR attempted. | want to be allowed to die naturally. (Talk to your health care provider about a POLST form.)

e = B . S = =
EaziTiarr: BNEEREMNA?
Life Support: What are my wishes?
BETHNREEAENETNEARMES. BELRABRHAFAEREBARBUATCETER (AIHIEEETN A
2, EERER T T aSEIERINERERRSTTRET) . % TREZER., B3R www.HonoringChoicesPNW.org, &%
BHENET RS RS,
Your response below is intended to guide your health care agent. Answering this question does not make this form a health care directive, which is a directive to withdraw or withhold
life-sustaining treatment in specific situations under Washington state law. For more information, visit www.HonoringChoicesPNW.org or talk with your health care provider.

EFANBREHGETE, SHEATERRARXFHIENERRSELEIRS, WFAFTEFANETREA:

If 1 am so sick or injured that | am likely to die soon or am in a coma and unlikely to recover, | want my health care agent to:

|

[ RAFFEERSIS A RERRIED, BIERSHENE, KAR BB EDSISATT.
Use all life-support treatments to keep me alive even if there is little chance of recovery. | want to stay on life support.
SHETRSEEZSIANTEETAARSNEEMIFAr. Talr A=y, BEFHRENTE, LA LG
RAETFNMEMNEE, NWRARGRBREKIEmSIHaT. 2IBRT, BLAABREH,

Try all life-support treatments that my health care providers think might help me recover. If the treatments do not work and there is little chance of living a life that aligns with my
goals and values, | do not want to stay on life support. At that point, allow me to die naturally.

O BLAASASE, FATREESEOTINAT. ECTATESTINAT, FAREIMEL,

Allow me to die naturally. | do not want to be on life support. If life-support treatments have been started, | want them to be stopped.

[ FAFEAANETREARNKTAMEIRE.

I want my health care agent to decide for me.

HE:

NAME:

HEHES: / /
DATE OF BIRTH: ((£/8/H)

(mm/dd/yyyy)
REV 04/2021
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WETACE A iES
PREPARING A HEALTH CARE AGENT

Hitlism

Additional Directions

EFARXATFH, BFEARET. ERISRARETIERT, WFEAFRE:

If lam dying and my medical care, support system, and resources allow, my preference would be to die:

0O EEBAEECEFEARNRTEH (NFE, AIRMEIREXT) .

At my home or the home of a loved one (with hospice if desired).

[ EEFHUEEL,

In a medical facility.

[ AN,

I do not have a preference.

[ it (EEM) -

Other (please describe):

B5EARE, BEZETHEETRE, FAFEFTANETRKIEANETRSREHEERFAMEETRER, EET
SIEIR:

If lam pregnant and cannot make health care decisions for myself, | would like my health care agent and health care providers to take the following into consideration as
they make health care decisions on my behalf:

HFENETER, FETEFEETREA. EFESREHEHENEMATHENEIMVEMBES. B, BHRERES
EFEFL B RIRERIRICR,

Write any additional information you want your health care agent, health care providers, or others to know about your health care wishes. Please note that your wishes for organ
donation and plans for your remains should be documented separately.

e

NAME:

HARA: / /
DATE OF BIRTH: (£E/5/8)

(mm/dd/yyyy)
REV 04/2021
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BINETT{CEA
AUTHORIZING A HEALTH CARE AGENT

FARFEFRERAN—BRBBRIINNER: AAEN, RANETREBRATERATEZEETHEETRERN, AFARL
ERSEZATHER. FAEN, FANETREBEATRITAEAXRTESHATNER, XA CPR, FRIL. IRE
B, mkEER. EhEEREF G, #EaiEliar.

Statement of General Authority and Powers of My Health Care Agent: | authorize my health care agent to give consent for medical treatments when | cannot make my own
decisions. | authorize my health care agent to carry out my wishes regarding life-support treatments such as a CPR, breathing machines, feeding tubes, blood transfusions, and
kidney dialysis. This includes consent to start, continue, or stop medical treatment.

FAEMTRIE: SABRBARETKARNEITS (DPOA-HC) NEEMMEN. AFEEI T AAETRIBARIEERA
ARBIR. MEUKRER. AACBRBESAFE. FALETRERAE. AATHR, AATTBNNEZER. AATHE,
RACTHERHREF B RARIS. AATRELRINENIET XAZNELE, EEESHUOEEESNERAZEENE
Ffﬁdﬂzliﬂdj; ETRE, WAABRRETKARNEES OPOA-HO) £, REFATZETHHETRE, FAREETET
I{ft}:t—f:tﬁh:z;owing: | understand the importance and meaning of this durable power of attorney for health care (DPOA-HC). This form reflects my health care agent choices and
my goals, values, and preferences. | have filled out this form willingly.  am thinking clearly. | understand that | can change my mind at any time. | understand | can revoke and replace

this form at any time. | revoke any prior durable power of attorney for health care. | want this DPOA-HC to become effective if a physician or licensed psychologist determines | do not
have the capacity to make my own health care decisions. This directive will continue as long as my incapacity lasts.

RARIER: HEA:

MY SIGNATURE: DATE:

edlk, . M. ERGR:

ADDRESS, CITY, STATE, ZIP:

YFIEASK MERAIER XFEAGRE:

Witnesses or Notary Requirement Rules for Witnesses:

s 1 N st N N WREDEH 18 ZEEFITA
RS BREFTRIE AP B/ ERFA, YDA S BEERL
You must have your signature either witnessed by two people or acknowledged by a notary public. Must be at least 18 years of age and

. = * competent.
%J&E;IK 1 - ﬁglIEA ® YRSEAR > =]
OPTION 1- TWO WITNESSES IEREREALE A TSEE
orTion m s N MFXR. EEXRAEMSIE
IEARIE: RARE, AARFESIEA—BIEARTE, HREAEEER.
Witness Attestation: | declare | meet the rules for being a witness. Cannot be related to you or your health
. s - By care agent by blood, marriage, or state
IEA 1 &5 HER: registered domestic partnership.
WIT;I:ESS #1 SIGNATURE: DATE: ® Kﬁg%j@ﬁg%rﬁ@ﬁg&%ﬁ{;g
TR - BIREAERIALA Z SR ISHRIF TR
NAME PRINTED: HASRFERAR SR E
. Cannot be your home care provider or a
iEA 2E8: HER: care provider at an adult family home or
WITNESS #2 SIGNATURE: DATE: long-term care facility where you live.
RIS : O FermmmnErREA,
Cannot be your designated health

NAME PRINTED: care agent.

FHERE2- QR
OPTION 2 - NOTARY

STATE OF WASHINGTON )

LRI )

COUNTY OF )

=]

This record was acknowledged before me on this day of ,
AATF BHIARICRELEH

by (name of individual):
DER (PAER) :

Signature: Title: Exp:
= BRSS: BUHEIE:
ezt
NAME:
HAEHRHS: / /
DATE OF BIRTH: (££/5/8)

(mm/dd/yyyy)
REV 04/2021
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