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(ATTENTION HEALTH CARE PROVIDERS)

HITE™ (MY NAME):

W 7aH 1S (MY DATE OF BIRTH): / /

HIrAfg3 €YI™8 Uger3T
(MY HEALTH CARE PROVIDER):

Uger3T T €233 T LB
(PROVIDER OFFICE PHONE): ( )

(PLEASE HONOR MY WISHES)

HI" Afg3 TH3™® BH'E [DPOA-HC '3 sfga3]
(MY HEALTH CARE AGENT (named on DPOA-HCQ)):

AZ T =i 25 & (BEST PHONE): ( )

wor [z sredaefe[roLsT &8 wis maer g
(MY [JADVANCE DIRECTIVE [JPOLST CAN BE FOUND AT):
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ADVANCE DIRECTIVE: DURABLE POWER OF ATTORNEY FOR HEALTH CARE =

feg niger Ffedacte, Afg3 AE SHs B8 fx 2fag Ued e wegal, 3Tg e AfJS THES gHe ofFas a9 W3 A% 3fig ads o »arhr efer J|
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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.

My Information:

Ug' &' UFeg (fasud):

FULL NAME: PRONOUNS (OPTIONAL): (TS Q@
TSH HIST: / / (i.e., he/she/they)

DATE OF BIRTH: (HH/ &€/ HHHHA)
(mm/dd/yyyy)

feq Afg3 Bz s BHe § A3 II&

NAMING A HEALTH CARE AGENT

A =a3t & 7 wuE Afg3 uss ¥Fc T sfaag |i3' 3 9 o

The person | designate as my health care agent is:

U9 &' UF&E (feasus):
FULL NAME: PRONOUNS (optional):
IER gages ( ) e gn s ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

ADDRESS, CITY, STATE, ZIP:

Afgst BaF § 1 wuE 5B B @ ofFas |37 3 89 I&:

The people | designate as my alternate agents are:

Hod §uS Hot 2f8 AHE ESt 1S Afg3 & SHF's AYt ons 85 g WAHSE I A 896 ol J, ST H IS gol e M 3T g
Ww@mﬁﬁmmméﬂ?eﬁmm/ém

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 alter-
nate health care agents.

ygfer ge8

First Alternate

FULL NAME: PRONOUNS (optional):
firsm gamgss ( ) e ro R A ¢ )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

ADDRESS, CITY, STATE, ZIP:

o =TS

gecond Alternate

U9 &' Ugeg (feasud):
FULL NAME: PRONOUNS (OPTIONAL):
Ifiasm gaees ( ) ssT e s ( )
RELATIONSHIP: BEST PHONE: ALTERNATE PHONE:

ADDRESS, CITY, STATE, ZIP:

I
& . :
= Honoring Choices® &
PACIFIC NORTHWEST NAME:
AN INITIATIVE OF —mF——— H?)_H H-%T: / /
H ISR 115110 MLULTC DATE OF BIRTH: (M} ,/EC,/HHHH)

(mm/dd/yyyy)
REV OL/2021
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NAMING A HEALTH CARE AGENT

AEfIwt 7 mrfee 91 3 AaEh 36

Situations that may apply:
I ef 3 et &Y AlIF 3. I8 3 B9 I € I& §I5 € 58 HHY H3HT d9) 7 e 3 IF '3 89 31 9. € I&, §Ia 3 "I H 8ES HiE
& ¢ AaE J1 IT AEadl S8 ACP AHY weardl €4, www.HonoringChoicesPNW.org '3 776, 7 WS RIS BHIT'E Y J&F &G & a9

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.

ﬁ)—?w;ﬂﬁmﬁrwaﬁfﬂmWWHMWWW@WW/@U@WW%%W 3J<
FI5, memﬁaﬁwmer@aaaef‘ém ?ﬂm@/é@ﬁ@aﬂémméﬂzeﬁﬂﬁml

If I 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.

ﬁaﬁ#mméﬂzsmm’rmaﬁ/aﬁrmﬁﬂmeﬁwmwmmawm forg o vt et
ST T T IS Haf Traar & af I8t Bz Ifedaefs]

| 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.

fea Afg3 |ug™s BHe & 3Ma 9o

PREPARING A HEALTH CARE AGENT

N3 B8 A 3 HI3<UIS ot I?

What matters most to me?

g AaHs 396 fg Ros =fo Hee Jd9T J Jf 33 S8 A3 3 Hd 3TUIs o Oid J1 g Areardt 89« 3 & 3973 B8 278 B <fg RO ©
AIE 3 3 3073 B8 HRES THR g6— Al af 3T ATS TS B M3 IT3 Wila—a 3H AfS3 He 249 @ 2F8 YT odt 8 Aae J)
fogs’ et =fog A S96 99 Ho:

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:

IH HEAfI W3 AT 39 '3 ot S96" UAE Sae I?

What do you love to do, mentally and physically?

o 373 T8 g AEa e HI 3T I Jf 3AT S I W3 IH A B &8 I?

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

¢ 33 B USRS 3 THI &8 JIBT'3 FIG' Fo' HI ITYTS I?
How important is communicating with family and friends to you?

« IT3 TE "IN 399 & Afge A T g9t wfs” T St H3ww I?
What does “living well” or “a good day” look like to you?

o 3H w2 Hies =fo Jff O & A8 3 20 aTd ade J7

What do you value most in your life?

N3 8 Io* efFt I A9 3 HIITYSs & (T30 38 ©H 8F UT 37 US HHE d3)

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

IS
NAME:
DATE OF BIRTH:  (HH,/T©C€/HFHHA)

(mm/dd/yyyy)
REV 0L4/2021
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PREPARING A HEALTH CARE AGENT

A3 =fiae™d, 390g" W3 THI3T ot IS?

What are my beliefs, preferences, and practices?

A 8 393 B HESIHE I&—HfR df I3 AT THT'S Brc W3 3II3 Wrlld—3 3I3 A3 SHIS AN, 89&' § II'3 2fHaH,
39" W3 THZS I3 UT' I HI 32YTS J| o AE =foe A 396 99 HO:

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

* 3T% Y M BF% JTF T ATS, WMIH W3 IH3 YIT'S A0t 97
What provides you support, comfort, and strength during difficult times?

« 37 TR It fog d9T@E TgR I A ad TR I (BTTUTs BH, Yo 93T, TIE € YIHT, Teed! I IHG TE)?
What medical treatments would you want or not want (e.g., blood transfusion, pain management, artificial feeding)?

« 3T IHBIE, Ao 7 udfed 2fg AfI3 T SHI'S Fall 2As8 af B8 A% I&7?

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

N3 B8 I&* ©f3 =firen, 3o’ W3 THZT HI3TUTS T6: (TH3T 58 EHI BT 4T 37 US A™HS JJ)

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

# grgerel o af 13 fiHew, IIHITY, W3 TAZT § AT B BE JoF Tf3 TMEdie) &8 Auea di3 A=
(BTe™ 38 ATz € EHF's AL SR8 B= € AI51 391 JLIN)

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

& dH:
NAME: ROLE:
5 ( ) HAE:
PHONE: ORGANIZATION:
&
NAME:
DATE OF BIRTH:  (HH,/ &€,/ HAAF)

(mm/dd/yyyy)
REV 0L4/2021
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fea Afg3 |ua™S BHe & 3 ST

PREPARING A HEALTH CARE AGENT

Jo' T3 AT © ALY 29, ¥ WUESh AfJ3 RHsS 39d19' & A g9 IfTT/Idt Il A ¥ U Be Afg3 T U™ Aad 278 & 8 Haer /T IF,
?ﬂ%@/ﬁ@ﬁwmmmmmémwﬁnmémmlﬁmrs?/é@afféameﬁﬂéfmaﬂué
Aot S, U3 g9 AEft =fg N gt & gag uss a3 Five He & J=

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.

At »rg. (CPR): Adh figre &t 957

CPR: What are my wishes?

A 3 T B8 W3 7 I AT J 3 THMICS IH =g HIWS! DS §I& § TISIGUBHEST FHATEHS (cardiopulmonary resuscitation
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Standard care in Washington state is to provide cardiopulmonary resuscitation (CPR) to people if their heart and breathlng 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”).

Ad9 ? TAUSS Tfg THs I w3 AT Tf8 W3 79 g4 AT & 3¢

If | am hospitalized and my heart and breathing stop:

[X] ¥ oger /& gt af CPR & IR ST A=

| want CPR attempted.

[ » oge /<t It af CPR & aAfT iS5t AR, AT 39 Nt Afo3 =fg I8 STEa™ & Wit 2, »3:
| want CPR attempted, unless there has been a change in my health, and | have:
* NI 3% oA g9 28 HI ©a" ER I8 AT w3 degi-aHs' W3/7 N9 Afg3
TE B &8 A3 =fT9-TTEs &8 NB vE Y fies Afge & Agees 93 we I3, 7
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
* " JE AR =it 7 He 9= A T fos™ odt i3 7 AaT, W3 WS A% I HIo ©f ASeE J=; o
A disease or injury that cannot be cured, and | am likely to die soon; or

IR NI ©f% 3 TIT SH JI&" HY Id & ©f 3" I= 3 & NI Hoe T HI<E 93 We IR

Little chance of survival even if my heart is started again.
[ A =<t oger /< af cpr & anfir A3t 721 A Fea=t 39 '3 1o & wiarhr Iger/& I (POLST EaH 59 WS AT SHFs YTers™ &5 I8 )

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

T'® S96E SH AJ™IT (Life Support): AT fagr<t &t 9572

Life Support: What are my wishes?
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Your response below is intended to guide your health care agent. Answering th|s 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.
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If | 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:

[ & Afeer Sus 56 7 998s @8 A eH € 293 33 92 39 J¢ O HIes 993 We Jt g & 921 1 /s 998 @8 Ao '3
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Use all life-support treatments to keep me alive even if there is little chance of recovery. | want to stay on life support.
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Jafe grger/<t R T, N Ied3t 39 '3 HIs < it =8

Try all life-support treatments thatvmy 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 7= a=ast 39 '3 1o & wmarfr =f51 % 76 998% @8 Ao9 '3 &dt Jafe Ige /| Add A SUgE T8 e Ag i3 I8 I6, 3 A
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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.

[X] % orge /& T af N Afg3 Suss gre N9 B8 2AST J9)

I want my health care agent to decide for me.
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PREPARING A HEALTH CARE AGENT

Tg gerfest
Additional Directions

A9 A HI IV I W3 At Iacdt /YIS, ATEST YITE!, w3 AIS Wi efe g6, 37 At 3avte:

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

[X] "2 wa 7 3w © w3 (e I= 3T IAUTH © &%) HIs & J=df

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

AYS3 2fg HIs T J=n|

In a medical facility-

[] »<t 3t 357 &<t 31

| do not have a preference.

[] 93 (afour g9a =g=a =9):

Other (please describe):

Aag 1 I9g<3t IF w3 WU B8 Afg3 AEH fUIS © SR8 &dl 8 Aadl, 3T 1 gra<ial af 19T Afg3 fug® 8 W3 Afd3 24UIs
Yge'3" Adt 39¢ Afg3 Suzs @ ens 3 mi Js 5fi 3 ufrs =fg JuE:

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:

Afg3 & Suss AE wruEh et 53 wAfR A6 & o7 Areardt 3 7 3t grge J af 3973 Afg3 uas 8re, Afg3 Suss
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TAZ?H gy T Tod 3" AE grdter Ji

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.
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feq Afg3 U grc & afdg B
AUTHORIZING A HEALTH CARE AGENT

A3 Afg3 SHTS e T WK wfag w3 At T g5fs: 1 WU AfJ3 SUs™s Bric § Socd! fegm o8 68 AIfH3t T o8 nafag
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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.

1 I sfufut Tt IATE JITRT T N A3 DS 38 o7 <far@ ueg W'g Wegat (DPOA-HC) ® HI'3T W3 WIE § AnsT /3 I fig gad
NIt AfT3 QuFs B e T I W3 NS AT, Sedi-dH3T, W3 SIridt & BagAge J1 § g gaH WS HaAl &% safr I 7 Aure guU
=fg A9 Ifgr/3dt I 7 mse /& I Jf 7 S & 7 IS He TeS AT/ I 1 e /S I Jf 1 SR & T iR 290 6 I J9a feaet
g &< I/gH 39 AATT/AdD! If 1 AFTS € fugs wedl SR @ yIret efar@ ued wig weddt & I dder/al If W gger/dl If Jf g 8
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| 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 thinkinlg clearly. | understand that | can change my mind at ani{1 time.’ | understand I'can revoke

and replace this form at any time. | revoke any prior durable ﬁower 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.

NI THIHS: HiS:
MY SIGNATURE: DATE:
ADDRESS, CITY, STATE, ZIP:
T 7 I A 8F I G Bl
Witnesses or Notary Requirement ules for Witnesses:
o W2 We 18 7% S §HI W3 Wat I
Tt I I T3 TA3H3 7 37 T B € et =Y I3 918 I 7 IR STt UEsla e UIes3 i3 I Agt 3
. . . . 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.
=famy Y& © I3, g, 7 I 3%
1-2I=Y IAMHCTS WIY UIeaIH BT
OPTION 1-TWO WITNESSES mwwmmmm
WEI'E"I'31IE'|E|):'[ 35 EIBE/éTaTaf\ﬁ dI< aagE;éE;lG) §);|8T ElSE/éTGTI grr?\otberelai)e_(c?toayouorlyourhealthcare
Witness Attestation: | declare | meet the rules for being a witness. agent by blood, marriage, or state registered
domestic partnership.
JI=TT #1 THIHS: HiSt: Q Tz =& It usfeas wa 7 B9
WITNESS #1 SIGNATURE: DATE: M < SHFS AgS3 Al 3H IIfe
grufor gifr & J, T 3T7 w3 =fo T
.  JE TS YIT'S' &t I A
NAME PRINTED: Cannot be your home care provider or a care
#2 Iprovider at an afdullt famirl1y home (|>r
CIS0] TH3H3: H 3 : ong-term care facility where you live.
WITNESS #2 SIGNATURE: DATE: O 3= 1313 iz Afgz Suss vHe
: Cannot be your designated health care
NAME PRINTED: agent.

OPTION 2 - NOTARY

<fasy 2 - St

STATE OF WASHINGTON )

THfES I+ )

COUNTY OF )

g3

This record was acknowledged before me on this day of ,
L:SSICISERICRASHER 2| HiSt , @ fegst erg ygere3 di3T arfr Ht
by (name of individual):

g (st T &):

Signature: Title: Exp:

SLECES ye: WEIE:
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