This is a sample. Your actual document will vary depending on

the answers you provide to the form questions.

ADVANCE HEALTH CARE DIRECTIVE

(California Probate Code Section 4701)
Explanation

You have the right to give instructions about your own health care. You also have v _“rghwlo
name someone else to make health care decisions for you. This form lets y= #8 jeithé& pr both
of these things. It also lets you express your wishes regarding donation of 0x e ! the

designation of your primary physician. If you use this form, yo@ mar nlete. g modify all or
any part of it. You are free to use a different form. ; N (

Part 1 of this form is a power of attorney for health care. P
as agent to make health care decisions for you if you become
decisions or if you want someone else to make those d& s ou now even though you are
still capable. You may also name an alternate agest.to ac u if your first choice is not
willing, able, or reasonably available to make dec for You. (Your agent may not be an
operator or employee of a community care " cility idential care facility where you are
receiving care, or your supervising healtl fare” roviger or employee of the health care
institution where you are receiving c-re, Lt\gﬁ\/ur agent is related to you or is a coworker.)

Unless the form you sigﬂmits the 4‘ 'ty of your agent, your agent may make all health care
decisions for you. This has a pla r you to limit the authority of your agent. You need

not limit the authority o rger ou wish to rely on your agent for all health care
decisions that may > If you choose not to limit the authority of your agent, your
agent will have the r1

s you name another individual
sable of making your own

or other ge ats_ ¢ ysical or mental condition.
~ discharge health care providers and institutions.

e
A-nﬁ:)}e\,

(a) Consent o @ onsent to any care, treatment, service, or procedure to maintain, diagnose,

+ disapprove diagnostic tests, surgical procedures, and programs of medication.

the provision, withholding, or withdrawal of artificial nutrition and hydration and all
otE;}r)s of health care, including cardiopulmonary resuscitation.

\l\ (e) ¢ anatomical gifts, authorize an autopsy, and direct disposition of remains.

\/art 2 of this form lets you give specific instructions about any aspect of your health care,
whether or not you appoint an agent. Choices are provided for you to express your wishes
regarding the provision, withholding, or withdrawal of treatment to keep you alive, as well as
the provision of pain relief. Space is also provided for you to add to the choices you have made
or for you to write out any additional wishes. If you are satisfied to allow your agent to
determine what is best for you in making end-of-life decisions, you need not fill out Part 2 of
this form.



Part 3 of this form lets you express an intention to donate your bodily organs and tissues
following your death.

Part 4 of this form lets you designate a physician to have primary responsibility for your health

care.

r
After completing this form, sign and date the form at the end. The form must be signedgby ﬁ?n\/)
qualified witnesses or acknowledged before a notary public. Give a copy of the signed' |
completed form to your physician, to any other health care providers you may hav $\,
health care institution at which you are receiving care, and to any health care - \n:sx\gjﬂ ave
named. You should talk to the person you have named as agent to make sur %o heor e
understands your wishes and is willing to take the responsibility. @

You have the right to revoke this advance health care direct: /r 9, Qﬂﬂ) form at any time.

2

ADVANCE HEALTH Cf‘ RECTIVE

-

AR\
POWER OF * A& ORJOR HEALTH CARE

(1.1) DESIGNATION
health care decisions for m

GENMnate the following individual as my agent to make

ﬁ
John Juggler ) Home: (818) 888-8888
4321 Rightd Work: (818) 222-2222
Upnorth, C ( 9T
' 4

2 2A T'S AUTHORITY: My agent is authorized XXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
[ € inaluding. jcisions to XXXXXXXXXXXXXXXXXXXXxxxartificial nutrition and hydration and all

0\,\? of health care to keep me alive, except as I state here:

V\ ['®8 not authorize my agent to withhold artificial nutrition.

.3) WHEN AGENT'S AUTHORITY BECOMES EFFECTIVE: My agent's authority
becomes effective when my primary physician determines that [ am unable to make my own
health care decisions.

(1.4) AGENT'S OBLIGATION: My agent shall make health care decisions for me in
accordance with this power of attorney for health care, any instructions I give in Part 2 of this
form, and XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX



unknown, my agent shall make health care decisions for me in accordance with what my agent
determines to be in my best interest. In determining my best interest, my agent shall consider
my personal values to the extent known to my agent.

(1.5) AGENT'S POSTDEATH AUTHORITY: My agent is authorized to make anatomical
gifts, authorize an autopsy, and direct disposition of my remains, except as I state here or in
Part 3 of this form:

.

XXX XXXXXXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXX XXXXXX \)’

(1.6) NOMINATION OF CONSERVATOR: If a conservator of my person need %
appointed for me by a court, I nominate the agent designated in this form. If that.age t
willing, able, or reasonably available to act as conservator, I nominate the alt” #& )age

whom I have named, in the order designated. ~7

PART 2 (
INSTRUCTIONS FOR HEALT

(2.1) END-OF-LIFE DECISIONS: xxxxxxxxxxxxxxxxx XXXXXXXXXXXXXXXXXXXXX
in my care provide, withhold, or withdraw treatmeri ¥ ecoradfice w1th my choice below:

Choice To Prolong Life: I want my life B “\rohg;d, as long as possible within the
limits of generally accepted health ~are \'ﬂ*ﬁ/

(2.2) RELIEF FROM PAIJN: Excep (‘ e in the following space, XXXXXXXXXXXXX
XXXXXXXXXXXXXXXXXXXXX XXXXXXY xxxX, even if it hastens my death:

None. \%
(2.3) OTHER Y Sh\) I'#frect that:
Nor: \<,
AN g
PART 3
DONATION OF ORGANS AT DEATH

({) Upon my death:

I give any needed organs, tissues, or parts.

My gift is for the following purposes: Transplant, Therapy, Research, Education.



PART 4
PRIMARY PHYSICIAN

I have chosen to not designate a primary physician.

PART 5

(5.1) EFFECT OF COPY: A copy of this form has the same effect as the o /% )

(5.2) SIGNATURE: Sign and date the form here: {\_

N,
Joe Jester Date \\/
Address: 1234 Side Street V

City, State, Zip: Downsouth, CA 94321

PN
NOTARY A( 6‘ WL#DGMENT
A o

State of California ) / \/

County of

On , personally appeared

, personally known to me (or
proved to me on the bas atisfactory evidence) to be the person(s) whose name(s) is/are
subscribed to th ment and acknowledged to me that he/she/they executed the same
in his/her/their « ‘hori. \d capacity(ies), and that by his/her/their signature(s) on the instrument
the persor” #for upon behalf of which the person(s) acted, executed the instrument.

%\}nd and official seal.

Y N

)~

This sample represents only part of a completed document.

The remainder of the document has intentionally been omitted.



