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(ATTENTION HEALTH CARE PROVIDERS)
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H 2 (MY DATE OF BIRTH): / /

Lto| o| & CH 2| Q1(DPOA-HCO| HA)
(MY HEALTH CARE AGENT (named on DPOA-HQ)):

Lto| of & MH| A H| S X}
(MY HEALTH CARE PROVIDER):

41 Q18 15 (BEST PHONE): ( )

AR HEHS
(PROVIDER OFFICE PHONE): ( )

LIOIJAME 22 XIA|M  [JPOLST 22 A
(MY [JADVANCE DIRECTIVE [_]POLST CAN BE FOUND AT):

o| & 2| Q10| L= At S CHE AFRFS 0| A 2217] 213} O] 7IES XL FOHSHMAIL.
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AFH 9| & X|A|A{: DURABLE POWER OF ATTORNEY FOR HEALTH CARE

ADVANCE DIRECTIVE: DURABLE POWER OF ATTORNEY FOR HEALTH CARE

Mol 2 AP 2| & X|A|A, &, Durable Power of Attorney for Health Care(DPOA-HC, 2|2 CHZ|Ql X|H QI}THE Sdll 2| =
CH2|ls X't Z=HIAZ = ASLCE

2 QFAS QINEIR HBO| 972 F4BILICE

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.

=2 GH:

My Information:

Mo CHYAR(MER ALR):
FULL NAME: PRONOUNS (OPTIONAL):  (Of: 1/1LF/35)
JIELSEIN / / (i.e., he/she/they)
DATE OF BIRTH: (229

(mm/dd/yyyy)

o|= Ci2|2l X|’8

NAMING A HEALTH CARE AGENT

2ol2 C}2 Al 9|2 Cf2|Qle 2 X|™EtL|CL

= =
The person | designate as my health care agent is:

89: CHZAHATES AFSD):
FULL NAME: PRONOUNS (optional):
=213k A M e S ( ) Lok izt M ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

T AL F SHAS:
ADDRESS, CITY, STATE, ZIP:

o o o -
=012 C}Z AEHS CHM| 2[Rl 2 = X|g gL Ct.
The people | designate as my alternate agents are:
2/0f FA|E! ALEEO] 2010 A 22| 2HAE ZF S R 5= SiALE 22ist 2EE & APt Sle B2, 2212 Of2Hof BAIE
AlEtS S =019 A By 8L &= Bl ChA| 2| = Ch2|@le 2 X|FetL|th
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.

2 By CH A CHEl 2l

First Alternate

Hg: CHE AR AbEh):
FULL NAME: PRONOUNS (optional):
210ko| A M ot s ( ) CHOF Q12 M. ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

Fa A, F S
ADDRESS, CITY, STATE, ZIP:

5 R CHA| CHEl 2l

Second Alternate

g4%: CHEARIER Abh):
FULL NAME: PRONOUNS (OPTIONAL):
=1ate| 27; 2 ozt M ( ) CHOH o1t M. ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

R, ALF QTS
ADDRESS, CITY, STATE, ZIP:

M

< . . _
= Honoring Choices® ol5:
PACIFIC NORTHWEST NAME:
AN INITIATIVE OF ——098 Adig 2ol / /
) oo, | MU Foundation DATEOFBIRTH: ——(&/2//01%)

(mm/dd/yyyy)
REV 04/2021



AHH O] & X|A|A]: DURABLE POWER OF ATTORNEY FOR HEALTH CARE | 2/6H|O|X|

o|= Ci2|2l X8

NAMING A HEALTH CARE AGENT

AL [ St
MEE + = oz
Situations that may apply:

ot = S0|A oo B0l sigtEl= &z &off O|LIE= 7|25t HA L. 71o10)7 SHSE[X] &= ElEe R0 M=
0] X|Z = YUSLICL XfAM|BE LIE 2 Advance Care Planning(ACP, AtXI = 272]) 72 L= www.HonoringChoicesPNW.orgE
EZSIA LI O 2 MH|A HSALOIA Z2[SHAIAIL.

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.

=012 =010 i @At E= SFEl 57 IIEH E 9|8 Hi2|212 2 X|Fotl =2 0|g, ¢ #ast = HY EHE
MESHE R /A7 ASHM 2219] 2| = Th2[Ql A S H o ST,

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.

=212 o| H2|2lS X|FoHX| HASLICL = S S Soll 2212 FHL} 7HKE SFREY2LEM, Ol= A 2= X|AIM 7t
OfL[2} 7HRIM Ol 71X Tz = Zha=EL(Ct

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.

O|= L]l F=H]

PREPARING A HEALTH CARE AGENT

=0A 7Y Sac A2 FAUR

What matters most to me?

= M2 S RRAOHA 7HY Sk 20| FARUX| d45t= O 50| ELICLIE YE= P67 A2 oz ¢ AFS
LHE 5= Bl= 8% TIotoA S ARSOl: #otel 2|z thalQl 8 A sh= AFEhO| #5HE THLsHA siE 28 S UEl=
X|Hol & == A LT

S/HE n{Sof 2 At

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:

o o =ALx =
- HoPt 4N Bl S Ho 2 ZorstE 23
What do you love to do, mentally and physically?

o HSHOI|IA| U0, FB17F +=710[0 e 27H A=X] OF= Al E2d

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

o TOHOIA| U, 7HE & ElFet oAt Sl SR

How important is communicating with family and friends to you?

o HSHOi|A| & AtCHe ZdTp &2 SH2ol o|n|
What does “living well” or “a good day” look like to you?

M

« HOPHEBEM IHE VIS FE

What do you value most in your life?

=02 Chg R4S S 71 S0P ASL|CL (P S22 FASIAAIL. 2R A] H|0[X[E FIF5HIAI2.)

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

ol5:
NAME:

NEEL / /
DATE OF BIRTH: (%/.%’/C.EE)

(mm/dd/yyyy)
REV 04/2021
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o|= Ci2|2l F=H|

PREPARING A HEALTH CARE AGENT

ey al Alsi© O
=20lo| M, M = Gl #l2 2ololv)?
What are my beliefs, preferences, and practices?

e YE= 7oA St AFES(0]: #otel 2|z i[9l 8 AFEsh= Abghat 75| ol = §lo| FI5te| A, M= = 8l
2181 TfoLSt S o QUOIA ThS SaiLICL Z7HS nesjof 3 AFe:

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:

- 0212 A|Z7[0f 7{SHOI|A X7, 92t els FE= 24

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

= o|& o OF - S CAS =T ru ra
o ot RSHALE /K| = ooty X =2(0]: oY, §F 22|, 215 SL S5)
What medical treatments would you want or not want (e.g., blood transfusion, pain management, artificial feeding)?

- Hote| X FA2|, Zebd & 7HF0| o|7 2EH oA A7 S|

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

=Ql0f|A| Sact M, Mo = 3 22 Cr3at ZELU L (PN 22 FAGHYAIR. ER2 Al H|0[X[E F2t3t4AIL.)

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

=002 2Qlo| Md, Mo = 3l BAS X| S| 2Is CFS AHEOIA| A= E AYLICL (0] AR E2 o/= 28 285 UE
Hot2 QigLlCt)

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.)

0|&: A
NAME: ROLE:
HapHs: ( ) EX
PHONE: ORGANIZATION:
0|5:
NAME:
MECE / /
DATE OF BIRTH: (2/2/95)

(mm/dd/yyyy)
REV 04/2021
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o|= Cz|el =H]|

PREPARING A HEALTH CARE AGENT

=212 Cha 20| EolTHA 2010| A Be|ef 2EE Mo Mot SREY AQLICL 202 222 oz AFS WE 5
Ble d% =00 o= tf2|9l0] 2 HES EM2 Z2¥S LHH gLCh 2012 sile =27t =218 X2t X[H0| & &
UK, 2= oM 212| oot S Yetd| B FoIK| = R == ASS Ol L Ch

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.

. . . - A .
Cardiopulmonary Resuscitation(CPR, MIj| A M =): 2Q19| o|gk
CPR: What are my wishes?
HYEHFO| BFE X[ =0 =M HYI 5 F50| HE AR S0 A CPRS MSELICE 2 42 5t ARSI 80 50|

n n S rul 3 = A
HE ZR(DE dE"2tn o) o|= T2 Q11 o| 2 MH|A MSAHFCPR = OfE-E Z7Fst= X|HO| & 4 A LICE
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”).

=Q10| US| ¥ =Z0| HE B2
If lam hospitalized and my heart and breathing stop:
[x] 2012 CPRE Al=5t7|E YBHLICE
| want CPR attempted.
o . . o " o o
[0 2212 CPRE A|=57| E ISHR| T 2010 Y ME|TF SHE(X| 981 CHE0f sHE = HR0l= CPRE A|=5H|E /K| Y&LICH
I want CPR attempted, unless there has been a change in my health, and | have:
- - — . o
o =010] 2 A0 HAIMAL 2| = CH |12t =0 H Z 5 8 7IX|0f 2£edt= &S 9
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; o
= S o S
.« 20I0| SX|HO|Lt X 4 gl AIS AT DAY 4 U B, EE
A disease or injury that cannot be cured, and | am likely to die soon; or

o« =010 HFO| CRA| FA ElC2t=: HE 7H5 0] 5|80t B2
Little chance of survival even if my heart is started again.
[0 2012 cPrRE A|=317| S 9X| &LICEL 2012 BE M3 QK| RX|0f O|ESIX| ob1 AFHALSEX} SELICE. (Portable Orders
for Life-Sustaining Treatment(POLST, 212 9| 2 7|2 A{) 2FA]0f| LA = O 2 AH|A MEALOfA Z2[3f&AIL.)

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

A8 7X| X[ =12 ok
Life Support: What are my wishes?

of2f SE2 2l= ti2| Ao A X|HS MSSt7| flot AYLICEL 2 EE0| SES SHEt s M 0] FA0] BT YE 0 et
E3 M FY X2 E BlStH L 2R AS KASHE o|2 X|AM7t E[= 242 OFEUICE AMeH L& 2

www.HonoringChoicesPNW.org S Zt&SIAHLE O| 2 MH|A M SXHOf| A 22|SHMA|L.
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.

=Q0| L5 ofZ=7 Lt RS UM Z AtYE A ZHL =2+ YEfoIM 252 A 2% §2 32, 22 2= tf2|Qlo| CHSS
+H5}7| S HEELICE
If lam 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:

[x] £010| 3|5 7t5490| AO| glHete ZE ¥Y X K25 S2st0] MBS XSS of FHA|R. 2212 Y X
SXE A8 & AL L
Use all life-support treatments to keep me alive even if there is little chance of recovery. | want to stay on life support.

O & AMB|A MSATE 20| 2|50 =Z0| & 4= ALt W25h= D= WH RX| X2 5 A= FHAL. SiE K27}
7t el 2010| ZH e 7HK|0f A0t a2 FRAY = U= 7tsg0| ot 42, 2012 dE RX| HX|2 ArgS
SIS JLICh 2= M /X FR|0f 2 E5HA] i AFAASAR} L Lt
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.

[0 210 B WH FX| ZX[0f o|FESHK| G AFGIALE o= QA Sl FHA|R. 2012 WH FX| X9 ALE S X ¥&LCL
=012 U8 FX| X2 7h AR E|AEEE ST HEL(Ch
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 =2 o= tf2|Qlo] 2212 TAlst 22 Wi2|Z HHEHLCt

| want my health care agent to decide for me.

0|5:
NAME:
IR / /
DATE OF BIRTH: (&/2/95)

(mm/dd/yyyy)
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PREPARING A HEALTH CARE AGENT

x
=7t X
Additional Directions
Q10| APTof| UuiTH AR, ol X7, MY [X| A|AH 3 XHRI0| HISECHH, 2912 O B20M 52 HFIIE
S|etL|Ct.
If 1 am dying and my medical care, support system, and resources allow, my preference would be to die:
B] RIS e APRYSHE AfREO| H(RISHs A AT E
At my home or the home of a loved one (with hospice if desired).
O|& AlA
In a medical facility.
Mo Aret Qls
I do not have a preference.
O 7IEHTHH 2 = FA[S] LA 2):
Other (please describe):

=lo] il Soj 222 o|lm AH AHYS WE + s B2 2U2 2= o2t o| & MH| A H| St 2015 Cf 41510
o|lg 2 ZFS W2 W Ch3 Arg2 12{5t7| S BHEL L

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:

ot 2| = 3|Y Afetal 25t | & O} 2| Ql, 2| 2 MH|A HIZX} EE= CHE ALRFO| R UALH St =71 EEE 7|2 sH
FHAR. H71715 3T Arga} 715 = AlM X2] Ao CisiM = B2 2ASI8H0F Stoh= HE |l FHAR.

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.

ol5:
NAME:

Mg, / /
DATE OF BIRTH: (-‘?E-J/OEI/C‘EE)

(mm/dd/yyyy)
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AUTHORIZING A HEALTH CARE AGENT

=Q10] X)’det o = CHE|QIo] UHHHQI Mk 2012 AL O K|z #EH AFS LE + IS [ 2= CH2(210] siE X| =0
SolotE As SQUYLCEL =012 2= L{2[QI0| CPR, 2 57|, BY S5 8 A AT FMIF 22 4T RX| X| 2ot 25

o - s o o o —
=212 5| At S O| At & SR LICE O 7[0f= 2fstH X| 29| A%, X|& 2= SEO)| Lot 52| = ZetElL(Ct
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.

2012 C} 22 ZHEHL|CE 2912 £ Durable Power of Attorney for Health Care(DPOA-HC, 2| & CHz[ Q! X|H 2|&hel &4 1t
O|0|E O[sigtLict 2 YAl2 2019| o= 2|2 X8t 2010 R, 7HK| A M3 =5 BrFetL|Ch 212 Xto|of| 2ofs &2

= — L
S S UG LICEL =012 Aot ATt 7HSTILCE 2012 QM= s OJALS HHE &= US S OSiELICE 2212 2X=

o PV a=] [y - T
= A2 He| A Mg 5 ASS OlshetLCh 2212 O|Hof 2ot o| = Chz|Ql XY Y-S HLLCh 2212 QA E=
S| E XS 2|0 ofdf =2010| AA 2 o|7 AYES LR 50| gt EHEHE|0fX|= Z20i| £ DPOA-HCZ R E|7|E

[ 2% o g = [ )
HEFEILICE 2 XIA[M= 2Q10] A &3HA 23 2F S LR S30| ¢t &= o X2 AYLICE
| attest to the following: | 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.
=01 M3 EE
MY SIGNATURE: DATE:

= = OTIL .
TN, FRHEES:

ADDRESS, CITY, STATE, ZIP:

=0| e =0| Xt} QA U %4:
O L - OOL O 24 Rules for Witnesses:
Witnesses or Notary Requirement
Sl TL=0| &} HO| S HEZ{L} =0| = mHo| ATHS HIOLOE SH|C J 18M Ol &to| X UX}.
:|1|0 T ool o— -IOE = -I |' oL T o—l _102 [= |' I: = | I' Must be at least 18 years of age and
You must have your signature either witnessed by two people or acknowledged by a notary public. competent.
Sl fE= O|2 CH2[Qar
g411- = 2o Zol Vs de AR e
OPTION 1 - TWO WITNESSES E?{ﬂﬂgxﬂﬂ = eTe
= |2 =0] O-‘I'é'l-()-” I-I_Q_El L N =ASGIS A10-|‘<'5I-|_||:|- Cca;nno'z_be rél_ated to.you or your health
=0| Moq. 20| = = o 1x=¥
© = == - oL 1= 10 -EL.O = TTHO=E -LH ) care agent by blood, marriage, or state
Witness Attestation: | declare | meet the rules for being a witness. registered domestic partnership.
91 #1 M2: ELAE O ztol My zHol = ot
WITNESS #1 SIGNATURE: DATE: HFEot= 2l 7 Ee &
O[S (S RHA)): QA A[Ho| ZHHOI X[ 2|.
NAME PRINTED: Cannot be your home care provider ora
care provider at an adult family home or
S0l #2 AH: ELUE long-term care facility where you live.
WITNESS #2 SIGNATURE: DATE: @ Fo7F X"t o| 2 CHE|2! M| 2.
O|E(HAA|): Cannot be your designated health care
NAME PRINTED: SOSnt
2M - 2m=0|
[= L O O -
OPTION 2 - NOTARY
STATE OF WASHINGTON )
AYEF )
COUNTY OF )
FH2E|
This record was acknowledged before me on this day of ,
2718 o Hojl 2elof &t stof| S AS L CL
by (name of individual):
SAXHS XL O E):
Signature: Title: Exp:
ME: A QM s:
0|5:
NAME:
=Rl / /
DATE OF BIRTH: (-‘?E—J/‘%I/C‘EE)
(mm/dd/yyyy)
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