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FEIIEE®E S/~ - DURABLE POWER OF ATTORNEY FOR HEALTH CARE

ADVANCE DIRECTIVE: DURABLE POWER OF ATTORNEY FOR HEALTH CARE

BRI EEATA BRI (BDurable Power of Attorney for Health Care » DPOA-HC » BBk AREERITE ) 5 BAEEIER
I A o AGEEEEREETR(CTE A AT o
RERBTEERBEMNERIEX o

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.

BEAEE

My Information:

ek G
FULL NAME: PRONOUNS (OPTIONAL): (E/]{ﬂ-f/jﬁ/ﬂﬁffi)
HAHEHR: / / (i.e., he/she/they)
DATE OF BIRTH: (E/E/E)

(mm/dd/yyyy)

EEZEEIENIEA

NAMING A HEALTH CARE AGENT

FANEE FHIASHFANBEREEREA:

The person | designate as my health care agent is:

2% K25 () :
FULL NAME: PRONOUNS (optional):
ERARARARR: BmigEE: ( ) BAMHEES: ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

b3k ~ T~ N~ BRE ISR -
ADDRESS, CITY, STATE, ZIP:

BANEE FHIASBEANREEAEA:

The people | designate as my alternate agents are:

& bl A BERE TR A A BRURE  BEAAIEE Pl A B AAARE—MNE &R mER A
If the person 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.

SRR EREEAEA

First Alternate

ik KaH (AR) :
FULL NAME: PRONOUNS (optional):
RAARIR e () wEMEEE ()
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

Hodik 3T ~ N BRIERSE
ADDRESS, CITY, STATE, ZIP:

B mEEREEAEA

Second Alternate

fack &5 (12)

FULL NAME: PRONOUNS (OPTIONAL):
BAARRR mschiamiE () wEmEEE ()
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

bk~ T~ N~ BRR ISR -
ADDRESS, CITY, STATE, ZIP:

I
= Honoring Choices® P

PACIFIC NORTHWEST “ﬁ;;ﬁﬁ, / /

ol Vo reeocaeon | ASHEY Foundation RATEICHEIRTLE (#/5/H)

(mm/dd/yyyy)
REV 04/2021
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HEEZREIENIEA

NAMING A HEALTH CARE AGENT

THIERERA :

Situations that may apply:

& T I B35 LIt R EF A o RIS B A R E AR E1E - AFTHEAEE S &Al - B85)
www.HonoringChoicesPNW.org » 225 Advance Care Planning (ACP » AT/ Z8/&H T 518]) Hl - BL558/FHIEEIRFEIEIRE -

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.

_ BEAANEERANERESGIRAEEHEFRAANERERNRIEA - AMERFIES 2 @R T BIRRER « E5EIHE
R GIEDE - AANDHZMFHEREARANEREENIEA

If Iname 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.

— FATEEBFEEREA - FAEARRHLIZNEENEER - ER AR ABEABERER - MIFFRLEFER

Iam 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 os GEIR IR A YT 5 0B

PREPARING A HEALTH CARE AGENT

= = | =]
HRAEAME - REENEMHE?
What matters most to me?
AEHSEB R EHEREENSIE - ELEABEEHTIFEERNA (LLNEMEREIERIEANBRA) EREER
ITHHERATENERLT - KEMHERRE -
ERIZEEDE *
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:

5D LIRS - BRI 7

What do you love to do, mentally and physically?

HIEME  AREACEMREMET EREZER?

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

HEMsE  BRANMPRBEBEZER?

How important is communicating with family and friends to you?

B33k MEREE ) B TR —XK ) BREIER ?

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

S RERNEMHE?

What do you value most in your life?

THRRHREANRREE : (FRAFEARE - FREFZIENEH )

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

gt

NAME:

HAEEHA / /
DATE OF BIRTH: (%£/8/8 )

(mm/dd/yyyy)
REV 04/2021
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RS PRGEIR IR A YT 25 (R

PREPARING A HEALTH CARE AGENT

FARED - ENFRITHRBREMNE?

What are my beliefs, preferences, and practices?

TEREHITIFRER A (HANEREEIEANEN ) UREERER - BAERTAYEN - SIFRITAZE - BRZRENE -

Itis 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:

o TEFEARIERT - HEEREEIG S EBI AR - BETRNE ?

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

o BARLH A RZIRZMPLEE (Flandmm ~ b ~ ATERE) ?

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

« EEAILE  SUEEYRES @ BE S AA M EERRE ?

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

TIEMD - EFRITABRENFANIEREE : (FZ AR - AREFEIENEE °)

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

FAFBEBBTIAS - UREFARNIEN - EFRITHERE : (MfIEENLERRE )

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

wE Al
NAME: ROLE:
B|E ( ) AR -
PHONE: ORGANIZATION:
gt
NAME:
HAEEHA / /
DATE OF BIRTH: (%£/8/8 )

(mm/dd/yyyy)
REV 04/2021
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S RREIR TR A (T HE (i

PREPARING A HEALTH CARE AGENT

ANEBEETIIRHERE > HZEBRSENEME - EAANEEBTHMHERATE » AARZEFANEREERIEASEZEL
Bl EEMPIRAAMHEERRE - AAERE  ELEAASHAANGRER —EEE - BFEEEMEL T
ERBAANNBREHTT -

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  (f{8EF ) - BN SERME?

CPR: What are my wishes?

£ BE OMIFIR(Z LR - FEREMNAIEELRRTTEERBEEIROMER (CPR) - AEIAIEEARAVEREENIEAME
RIS IR A EE R BRI S L DR ANIFIRIS LR - B R B CPR (XA " SRRIERE, ) -

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”).

SN ERIE LB FIFRESLE :

If 1 am hospitalized and my heart and breathing stop:

O AAREEZ CPRo

| want CPR attempted.

O FRIFRESSE AR ARVRBGRN - DRIRATE FIVIER FTAREERS CPR ¢

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

o EFARWFEHY - 58 LR ARNANTEARRBHPAIRE L R/ REREIRNIEAFEE 2 BIEMEEBNEE 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

o TRESIEEIAGR  PIRERIRGEL 5 2L

A disease or injury that cannot be cured, and | am likely to die soon; or
o BMEDBEIRTE « EFRRMETEMY
Little chance of survival even if my heart is started again.
O RATHEES CPR - KARLZBRBEH o (FFLHEAIERIRFFIEME  BEfAZERFFS " Portable Orders for Life-Sustaining
Treatment ( POLST » [Bp8 4 aott /6 /B0 Al 1 zCEENG ) | ZehE o)

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

EwRELR  BNERRME?

Life Support: What are my wishes?

TR T ANEEE BTN EREERIEARMEIES - AIZMBELTEREEAREIRATELEEIER (BMKIEERIEMNE
f?- ERFRIEL T TBE B LREE G aRIETR ) - NFEREE Z & - 55&55 www.HonoringChoicesPNW.org
AR B RAR TS IR M E

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.

EFARBEUBBEHE - EBFATEFRAEESHAEAESEREMBERE  WFAFEZSANEREEAEA :

If 1am 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:

O RAMBEGSZERARRMEFRNE S - BMERERZEMNT - AARZREXKBEGIRAE
Use all life-support treatments to keep me alive even if there is little chance of recovery. | want to stay on life support.

O EREERBFREHEIEVEGNAARENFABEGZIEAE - BAERESY  BAGHRENTE  BEELFS
KAE*%DF‘EEEE’JEE BIR AT R EZREERBEDZIRAE o ZIF08F » F5:EA A B AR o

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 FEAABREEHH - AATHERZEGZIEAR - BECHIREREGEAE  FARZILZENFLE -

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.

O AARERAREREIBALIEAXEAMLERE o

| want my health care agent to decide for me.

gt

NAME:

HAEEHA / /
DATE OF BIRTH: (%£/8/8 )

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

Hithig

Additional Directions

EFABREERE  EXEANEE - ERXERERERERAFNBERT FAKFE:

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

O BESNTEBCEERANKDREE (NFR - AJRHERERIR) -

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

TEERILIERELH -

In a medical facility.

O
O AAHBEHETATERE o
O

I do not have a preference.

Hith (FEEEERAA) °

Other (please describe):

EFXANEZ HEZETHLERRE  FAFEFANBRREREANBERSRHEEFEATAMRLERRER
EETIEIR:

If | am 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:

HREMERSEH FRTCREERREAREA - ERRFREHESHOABRBNEIAEGER - 58 - BNSEER
BEEEMEREE 'I"UI.‘E EIEECER -

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.

gt
NAME:
HAEEHA / /
DATE OF BIRTH: (%£/8/8 )

(mm/dd/yyyy)
REV 04/2021
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RS REIEACIEA

AUTHORIZING A HEALTH CARE AGENT

FANEFEREEACRAN—RERMENER : AARE  FAANBRERNIEATERNAERELZBTHHERRER
KAARZR BB AENER - AAE#E  AAMNEFEECEATRITAARBRE G ZIBARNWERE - 205A CPR -
IR « BRRE ~ M RE BN - AP EIERZHIA - #EsSIEAE

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.

FAEMTRE - AABBEABRKAREEILE (DPOA-HC) HEEMMERE - ARKI/IR 7 AANEFEIBNIEAREE
RANWER - BEELSHE - AACEEEBARSE - AAER T REHRE - AANERE > AARIFERHIEEE - AAR
B - RARIRERS ISR AN E ARG - AA T BEH AR EMERKARERASE - EBEHHROERERERNRFRE
NBEITHHERRTE @ BIRAAZERBRKAREERIEE (DPOA-HC) &3 - REAANBEBITHMHERATE » ATRIIERE
R ERAERR

| attest to the following: | understand the importance and meaning of this durablelpower of attorney for health care (DPOA-HC). This form reflects my health care agent choices and
my %oals, values, and Ipreferences. I have filled out this form willingly. | am thinking clearly. | understand that | can change my mind at any time. | understand | can revoke and replace
thistform at any time. [ revoke any prior durabIeJ)ower of attorney for health care.Twant 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.

FARER B :
MY SIGNATURE: DATE:
Hodk ~ 3T M BREESE ¢

ADDRESS, CITY, STATE, ZIP:

HREANAREENEXK AR ARIIRTE :
Witnesses or Notary Requirement Rules for Witnesses:

(R R AR RS AR ATE B FEED - O WRLER 18 MARBITAMEN -

You must have your signature either witnessed by two people or acknowledged by a notary public. Mustbe at [east 18 years of age and

competent.
HEAE1-maE O musmrsEEEIRAEATES
OPTION 1-TWO WITNESSES TEMBMAIR - IEIRRAREAEINEEPS
BARE  AABH  AATEEA—REANEE - EMEEEFHERATR ©

Cannot be related to you or your health

Witness Attestation: | declare | meet the rules for being a witness. ’
care agent by blood, marriage, or state
BA1ZEEL: HES : registered domestic partnership.
WITNESS #1 SIGNATURE: DATE: O FHRENFERERIEIEHEN
IEfERE EEERR A Z R R HE RS
NAME PRINTED: RIGEIRRR IS IR E o
s sty - . Cannot be your home care provider or a
BA2%H - B - care provider at an adult family home or
WITNESS #2 SIGNATURE: DATE: long-term care facility where you live.
EHpES O THERGIEEMBEREIRRITA -
NAME PRINTED: Cannot be your designated health care
agent.

HEHRE2-1EE
OPTION 2 - NOTARY

STATE OF WASHINGTON )

HERGHEM )

COUNTY OF )

This record was acknowledged before me on this day of

KA ARG HAEE N

by (name of individual):
NFEE (EAMR) :

Signature: Title: Exp:
R RS - BREE -
e
NAME:
HAHHR: / /
DATE OF BIRTH: (#/5/8)

(mm/dd/yyyy)
REV 04/2021





