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F—{EFEE — WISH 1
ERELELHBERRERFEREZTNA
The Person | Want To Make Health Care Decisions For Me When | Can’t Make Them For Myself.

j RICHEA T35 H CEHERTE » A
H HIGIE T FPTEZERE - FFHCFIEHFERTIA
HEE o JEAFHR BT T EECEEAN  (Health Care
Agent) (BEEM S INATREIFE » FIZ proxy ~
representative 5 surrogate) ° i4 N EEFAELL T
FEIFFE R IIHT - IR FHERAE -

f1am no longer able to make my own health care

decisions, this form names the person I choose to
make these choices for me. This person will be my
Health Care Agent (or other term that may be used in
my state, such as proxy, representative, or surrogate).

This person will make my health care choices if both

of these things happen:
o FRHYEAEL BB P L T F BT * My attending or treating doctor finds I am no
FE o LR longer able to make health care choices, AND
o L frEEEENE | SRS R - *  Another health care professional agrees that

this is true.

If my state has a different way of finding that [ am not
able to make health care choices, then my state’s way
should be followed.

HERASNE T T AAFE P A FEFF e
PEAIE » HINERIE M EHT T AT T »

KRN ANZBESNERREA

Picking The Right Person To Be Your Health Care Agent
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— HAREEE - BEEE RIS > SEREE
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N o SRR THCHE - AR IE RIGHE
BB > BB ST IR ELES > WHEE
i FIEE S E L EIR GRS - AR AL
TR \BR CEAEREEIIZIN » DR — 1 —
B%) i ERER

o EHVRERIEMEE o B RO R R
bt ~ meEbe st E IR T LAY AT A B
B e

o AVEHERROLER R TER THCMH -

©  EERTHEES EEAEARA - BRIE
fitr/ At 2 AT BC R TR -

Choose someone who knows you very well, cares about
you, and who can make difficult decisions. A spouse

or family member may not be the best choice because
they are too emotionally involved. Sometimes they are
the best choice. You know best. Choose someone who is
able to stand up for you so that your wishes are followed.
Also, choose someone who is likely to be nearby so that
they can help when you need them. Whether you choose
a spouse, family member, or friend as your Health Care
Agent, make sure you talk about these wishes and be sure
that this person agrees to respect and follow your wishes.
Your Health Care Agent should be at least 18 years or

older (in Colorado, 21 years or older) and should not be:

. Your health care provider, including the owner or
operator of a health or residential or community
care facility serving you.

. An employee or spouse of an employee of your
health care provider.
Serving as an agent or proxy for 10 or more
people unless he or she is your spouse or close
relative.




BMEFNERAEAR
The Person | Choose As My Health Care Agent Is:

H— NIEES  First Choice Name EsE Phone

it Address P N/ER RS City/State/Zip

E SIS EECR R SR (FE T © SESBEHROE S 2L A EAET -
LB T Bl A

If this person is not able or willing to make these choices for me, OR is divorced or legally separated from me, OR
this person has died, then these people are my next choices:

B NS4 Second Choice Name B = NGEEYES Third Choice Name
Hitik  Address Hitl Address

T N/ES RIS SR City/State/Zip Wi N/EN RS - Ciry/State/Zip
BEEE  Phone BEshE  Phone

MRRENSEANREEREANRE , [Ifl Change My Mind About Having

ES 4=t A Health Care Agent, | Will

o WA (AEFFZ) EEIASIFF Destroy all copies of this part of the
HRAEE AR - B Five Wishes form. OR

o EEFFFEA (FIHNFRAVEASNFE A ) e  Tell someone, such as my doctor or
PAEEHUH AT ES R A - family, that I want to cancel or change
B my Health Care Agent. OR

o EEERUHRENE AR L 5 ¢ Write the word “Revoked” in large
EROKHY “Revoked” (1EEE) - WiAF letters across the name of each agent
ZHEXEEFH - whose authority I want to cancel.

Sign my name on that page.
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I understand that my Health Care Agent can make

health care decisions for me. I want my Agent to be able

to do the following: (Please cross out anything you

don’t want your Agent to do that is listed below.)

Make choices for me about my medical care

or services, like tests, medicine, or surgery.

This care or service could be to find out what my
health problem is, or how to treat it. It can also
include care to keep me alive. If the treatment or
care has already started, my Health Care Agent
can keep it going or have it stopped.

Interpret any instructions I have given in

this form or given in other discussions, according
to my Health Care Agent’s understanding of my
wishes and values.

Consent to admission to an assisted living facility,
hospital, hospice, or nursing home for me. My Health
Care Agent can hire any kind of health care worker

I may need to help me or take care of me. My Agent
may also fire a health care worker, if needed.

Make the decision to request, take away or not
give medical treatments, including artificially-
provided food and water, and any other
treatments to keep me alive.

See and approve release of my medical records
and personal files. If [ need to sign my name to
get any of these files, my Health Care Agent can
sign it for me.

Move me to another state to get the care I need
or to carry out my wishes.

Authorize or refuse to authorize any medication
or procedure needed to help with pain.

Take any legal action needed to carry out my wishes.

Donate useable organs or tissues of mine as
allowed by law.

Apply for Medicare, Medicaid, or other programs
or insurance benefits for me. My Health Care
Agent can see my personal files, like bank

records, to find out what is needed to fill out

these forms.

Listed below are any changes, additions, or
limitations on my Health Care Agent’s powers.




5B (HFESY — WISH 2
BRI EEZAE
My Wish For The Kind Of Medical Treatment | Want Or Don’t Want.

CHIB B, © 5 7l B 2575 H O 7%
ShF > Hoar ELL T EBRURFqa T8
ABIEfT R I5 T FEFERF EERIEH -

jﬁ?ﬁ%ﬁ%ﬁ@ﬁ%ﬁ’ﬁﬁﬁﬁﬁg

o

BNREBEAFRUATER

o TAFEEZE - KA ERRAEREGTEH
HEEY)  BESIRAYR  BIE S LS
WREMEIEIESE S -
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Fo R B PR AR LA T Ry

«  BAEAANEBBEROTEBERYR
G o M REF S AGH R FIREE -

EESHAT

believe that my life is precious and I deserve
I to be treated with dignity. When the time comes
that I am very sick and am not able to speak for
myself, [ want the following wishes, and any other
directions I have given to my Health Care Agent, to

be respected and followed.

What You Should Keep In Mind As
My Caregiver

* Ido not want to be in pain. I want my doctor to
give me enough medicine to relieve my pain,
even if that means that I will be drowsy or sleep
more than I would otherwise.

* I do not want anything done or omitted by my
doctors or nurses with the intention of taking
my life.

* I want to be offered food and fluids by mouth,
and kept clean and warm.

In Case Of An Emergency

w ISR SR T RGE N B 52 i
ARE BB SR 5k TERRE IR
( Do Not Resuscitate ) HYEEHHE TRt -
A I D Gl A S S i O TSP NI A = b=
—iREH > WERAEFRT - EREHETR
NBEHBEAR A LM AR E R g B
B o SER e L > MR E R R RIEY
—iE TIERBIRA SR ) B -

If you have a medical emergency and ambulance
personnel arrive, they may look to see if you have a
Do Not Resuscitate form or bracelet. Many states
require a person to have a Do Not Resuscitate
form filled out and signed by a doctor. This form
lets ambulance personnel know that you don’t want
them to use life-support treatment when you are
dying. Please check with your doctor to see if you
need to have a Do Not Resuscitate form filled out.
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e~ SiaeigEy) - ré&i HiE BT BEATGE
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GIVGERIN (FH%:/&““%") LAR{EEET (CPR)
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What “Life-Support Treatment”
Means To Me

Life-support treatment means any medical
procedure, device or medication to keep me alive.
Life-support treatment includes: medical devices
put in me to help me breathe; food and water
supplied by medical device (tube feeding);
cardiopulmonary resuscitation (CPR); major
surgery; blood transfusions; dialysis; antibiot-

ics; and anything else meant to keep me alive. If ]
wish to limit the meaning of life-support treatment
because of my religious or personal beliefs, I write
this limitation in the space below. I do this to make
very clear what I want and under what conditions.

EFEIEZDT - 1E TSIVIREIE | Bt BT EZZ
HIBETTH, o Herr EHATEITEN ~ BHIRN ~ ety
EMENIAMEFIRBIENEE ~ P IHAFIE M Pr AN &S
HIEIELEIGT ©

BRAL

AR AR S — SRR N B H HE e
GERIFRIPIET - 1 H 4R B S RE T
CHYRHHE (FEEERDL T —2H)

d HAEEZELRE -

I want to have life-support treatment.

AR A B - AIRER T R EASRE -

Here is the kind of medical treatment that I want or don’t want
in the four situations listed below. Iwant my Health Care
Agent, my family, my doctors and other health care providers,

my friends and all others to know these directions.

Close to death:

If my doctor and another health care professional both
decide that I am likely to die within a short period of
time, and life-support treatment would only delay the
moment of my death (Choose one of the following):

A eEIL -

I do not want life-support treatment. If it has been started, I want it stopped.

d ORIEAVE
Hi - A ERaVELEE AR -

TEEEINEE - AR YR BE

o (BAMER A B R R AR A S 2 A

I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.



BX , MEEHTISERIERE :

AERIRAY B AN S — SRR AN B H e
AEGIRRE - THIHECA GRE RS Hﬁwﬁaﬂ’\]
ISER A Z FHRLG - 1l H4EA B L R EHIE
TR (BREEEIL TN —2H)

d HAERZELRE -

I want to have life-support treatment.

AR AR o AIRE

In A Coma And Not Expected To
Wake Up Or Recover:

If my doctor and another health care professional both
decide that I am in a coma from which I am not
expected to wake up or recover, and I have brain
damage, and life-support treatment would only delay
the moment of my death (Choose one of the following):

TTRELHHE » BHRETFEL -

I do not want life-support treatment. If it has been started, I want it stopped.

d RIRAVEE A
B ARV K -

so iy ARG - ATE R RR o (BARMEE BRIV IEREIRN A

I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.

KAER BB ERE
BHTERE

AISRERITES A1 53— L BT
BRI S A A PN REEEARIS (A0 + R mT DA
GRS - (EARESESREL ) - FATR g
B 7T LA B AR RS TR (e
BT )

1 RELEEIBELER.

I want to have life-support treatment.

d BIFEEIMLER. IRBRTACKRE , BRFE

Permanent And Severe Brain Damage
And Not Expected To Recover:

If my doctor and another health care professional both
decide that I have permanent and severe brain damage,
(for example, I can open my eyes, but I can not speak
or understand) and I am not expected to get better, and
life-support treatment would only delay the moment of
my death (Choose one of the following):

BiFL.

I do not want life-support treatment. If it has been started, I want it stopped.

1 MRBRNVBERAREBNG  RFEEZREER. BNREEBFRARNBEBIERILRE

B, RRERNBEEF AR,

I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.
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WA HAEATERE 24 A BRI - G HE
NUTERE o BAHE - BRI T o EERRAY
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2&% F?K%EUJ@% ° QRS LA HATARNL
SRAARES - SAPREZEH )

In Another Condition Under Which |
Do Not Wish To Be Kept Alive:

If there is another condition under which I do not wish
to have life-support treatment, I describe it below. In
this condition, I believe that the costs and burdens of
life-support treatment are too much and not worth the
benefits to me. Therefore, in this condition, I do not
want life-support treatment. (For example, you may
write “‘end-stage condition.” That means that your
health has gotten worse. You are not able to take care of
yourself in any way, mentally or physically. Life-support
treatment will not help you recover. Please leave the
space blank if you have no other condition to describe.)

L SV E = UAE: A= E=aaiY il
/f[f)y“ ETHIREE » T2 E K7 I

B IFRE R A H OB
Eﬂ‘t %@% 2 I HI N BE 25 70 B B 7 75
FUIHIFE L RE - 7 T BEHAIRA
%@H@%‘fﬁﬁf/ﬂ ERIREIEIEE ~ AL
RIF M 2] 5E #5245 52 i AS L - BUE 10%
WHEZTE TR ENT » Fe A FZELLT = ERE
B nY B 4 B M B AR S 1 1 R AT
HIECEEAEEEE A E s L &
AT 1Y 5 2 B B8 R S 1E 1 P T
Pt A R IRIENT &R -

he next three wishes deal with my personal,
T spiritual and emotional wishes. They are
important to me. I want to be treated with dignity
near the end of my life, so I would like people to do
the things written in Wishes 3, 4, and 5 when they
can be done. I understand that my family, my doctors
and other health care providers, my friends, and others
may not be able to do these things or are not required
by law to do these things. I do not expect the following
wishes to place new or added legal duties on my doctors
or other health care providers. I also do not expect these
wishes to excuse my doctor or other health care providers

from giving me the proper care asked for by law.

10
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PRAEEE N a7 — WISH 3
FAEEMWEE

My Wish For How Comfortable | Want To Be.

(FBEEEAETRENER., )

BARERZE - PR ERAVEERESE e
SR > BESERAYIR T - RISy Er

WREMEEIERES -

SOSIHITERE - L~ P RIL R
Mok FRFSEIRGYIEE \ BB A AEscE
B

BRI - P EAEEREE BB
RN EAT ©

A A BRI e CRi 08 - Rz
fee o
BAEKE KR - AL RS
HIEZ5 o

WA ANRDREEERE I -
4 e

4:

b

A A RERTRS > A IR R BRI 2L
HEBLRLE -

g

WURA E SRR A BT IR ES > FRATEERE
PRIFIE A A > P& IS T ~ BIHER ~ MiBH
SERIRIE -

A AR - B
RIS -

BN RBRE M

BAEHIE AL 2 S IR IR B AE Ry FRAIE L
B NTEILERIEE ~ BRI 17 Y e

(Please cross out anything that you don’t agree with.)

I do not want to be in pain. I want my doctor
to give me enough medicine to relieve my pain,
even if that means I will be drowsy or sleep

more than I would otherwise.

If I show signs of depression, nausea, shortness
of breath, or hallucinations, I want my care

givers to do whatever they can to help me.

I wish to have a cool moist cloth put on my

head if I have a fever.

I want my lips and mouth kept moist to

stop dryness.

I wish to have warm baths often. I wish to be

kept fresh and clean at all times.

I wish to be massaged with warm oils as often

as I can be.

I wish to have my favorite music played when

possible until my time of death.

I wish to have personal care like shaving, nail
clipping, hair brushing, and teeth brushing, as

long as they do not cause me pain or discomfort.

I wish to have religious readings and well-

loved poems read aloud when I am near death.

I wish to know about options for hospice care to
provide medical, emotional and spiritual care for

me and my loved ones.



FEVUEFESE — WISH 4
BRERABEFRNSN
My Wish For How | Want People To Treat Me.

(FEEEMETEENEE, )

BA LA AREISET, - KA SR
FITRESEC O » B ATEREE -

AL R Re A AR EE AT
BIPGREE > RIEEE R B S Ra 2 (1
PERLE

R LBIRA NEREE BB -
BTt S N PR B BT 510
B > PR, - BT R BT - 1 EACHE
R -

B LSRRG i A iREE - 1A 2R

% -

R SR TR — T L
AR -

RPN AIMEREE > FAZRAVRDINIR

BAREIRRTRF - W HAE EMHER R e
REA NERTRE A -

R AHEATRE » A LIRS -

(Please cross out anything that you don’t agree with.)

I wish to have people with me when possible.
I want someone to be with me when it seems

that death may come at any time.

I wish to have my hand held and to be talked
to when possible, even if [ don’t seem to

respond to the voice or touch of others.

I wish to have others by my side praying for

me when possible.

I wish to have the members of my faith
community told that I am sick and asked to

pray for me and visit me.

I wish to be cared for with kindness and

cheerfulness, and not sadness.

I wish to have pictures of my loved ones in

my room, near my bed.

If I am not able to control my bowel or
bladder functions, I wish for my clothes and
bed linens to be kept clean, and for them to
be changed as soon as they can be if they

have been soiled.

I want to die in my home, if that can

be done.

12
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=5 HAEFEEE — WISH 5
BIBETOENARIGE

My Wish For What | Want My Loved Ones To Know.

(FEEEMETESNEE, )

B ERAIR AT LS » FEMAT -

WIERT G L EFBEIATZA ~ FIAAHEA
AHYEE > A EIES R -

MRB—ETEARA - PHANEMA S
FBE > BAEMAIHE - BT -

WA E RN Z AT HIE » FATASE -
SEC ARG AR » (&5
ELG:I °

AR ATRERTRS » BAEEIILZAT » FTA
AR NERRERTER MR - AISPALRE -

B EAVF AT A RE [ AR HR A 95 AR
HIBET - TWEATILZIZ » IS
BRI T

BIERRAIZR A ~ B NITREE A A [F R TR
2R REEREMMESERIERH -

WA EIATR AT IR AT ST E
EEEANRE > BIERECEN - Bk
GH BB LE T RRERNHBGER

==
B|FEk

(Please cross out anything that you don’t agree with.)

I wish to have my family and friends know that

I love them.

I wish to be forgiven for the times I have hurt

my family, friends, and others.

I wish to have my family, friends and others
know that I forgive them for when they may

have hurt me in my life.

I wish for my family and friends to know that I
do not fear death itself. I think it is not the end,

but a new beginning for me.

I wish for all of my family members to make
peace with each other before my death,

if they can.

I wish for my family and friends to think about
what I was like before I became seriously ill. I
want them to remember me in this way after

my death.

I wish for my family and friends and
caregivers to respect my wishes even if they

don’t agree with them.

I wish for my family and friends to look at my
dying as a time of personal growth for
everyone, including me. This will help me live

a meaningful life in my final days.



AR R AR AT IR HTSEA RERR IR Y
a0 B EMMIAE A - RAmEHHE
THYEIBREE ARG > MARES -

FERIET. - T EIRAVERGRE (R
W) k3L KE-

WHYIRAG BT IRIEIT
BAELL M HES

PUN A ERIEHAE
AU 256

I wish for my family and friends to get

counseling if they have trouble with my death.

I want memories of my life to give them joy

and not sorrow.

After my death, I would like my body to be

(circle one): buried or cremated.

My body or remains should be put in the

following location

The following person knows my

funeral wishes:

WERAERARGE - BAEAEANTTILH P MRS - S -

If anyone asks how I want to be remembered, please say the following about me:

WA N BBETERER - iS5 E h R

(FIHH R ey S5 ~ Flh - BISHECH AR 25K )
If there is to be a memorial service for me, I wish for this service to include the following
(list music, songs, readings or other specific requests that you have):

(BHAE T 522 H BRI R HANREEY - G4« AR ESEURHEH S & FE s e B
A e — (2 R AR - LRI EASHES - SFRAS—REMLE - )

(Please use the space below for any other wishes. For example, you may want to donate any or all parts of

» JATRE

your body when you die. You may also wish to designate a charity to receive memorial contributions. Please

attach a separate sheet of paper if you need more space.)

14
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= Signature:

Signing The
Five Wishes Form

Please make sure you sign your Five Wishes form in the
presence of the two witnesses.

1 , ask that my
Sfamily, my doctors, and other health care providers, my
friends, and all others, follow my wishes as communicated
by my Health Care Agent (if I have one and he or she is
available), or as otherwise expressed in this form. This form
becomes valid when I am unable to make decisions or speak
for myself. If any part of this form cannot be legally followed,
I ask that all other parts of this form be followed. I also revoke
any health care advance directives I have made before.

it Address:

EEE Phone:

HHH Date:

REE A= -
CHIEAFIN

AANERARFEN  GENZHESFAERIAEREZ
A (LU "B ) B AR - W AAAE
Gl B SREE A TR AN/ A TR
& - FEANZWEFE - HoRZEEE - WERSUE A E
EHIRE -

REREEY] » RACENT/ 0 TR

o HIESARFrEE R RERAAE IR AR ARE
TR A AR AR

* R ANZBEERG RS > B REE AZRR
BRI » R EAM Tt A
DHYFTE ABELEH

s R ANZERRGREEENET

c REBNQEBFEHZA

© R B NRISEREUERER Z R AFIVE T -

s AN - RS - DU

« BAAATA > HZEANZGHEASHEBHITNZ
TETERAN

(L) TGN ATETEHE PTFER IS FRR = 148
BRIEEHFZEHIINE - A FEIEL LEIE )
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Withess Statement-
(2 witnesses needed):

I, the witness, declare that the person who signed or acknowl-
edged this form (hereafter “person”) is personally known to me,
that he/she signed or acknowledged this [Health Care Agent and/
or Living Will form(s)] in my presence, and that he/she appears
to be of sound mind and under no duress, fraud, or

undue influence.

I also declare that I am over 18 years of age and am NOT:

* The individual appointed as (agent/proxy/surrogate/
patient advocate/representative) by this document or
his/her successor,

* The person’s health care provider, including owner
or operator of a health, long-term care, or other
residential or community care facility serving
the person,

* An employee of the person’s health care provider,

« Financially responsible for the person’s health care,

« An employee of a life or health insurance provider
for the person,

* Related to the person by blood, marriage, or
adoption, and,

* To the best of my knowledge, a creditor of the
person or entitled to any part of his/her estate under
a will or codicil, by operation of law.

(Some states may have fewer rules about who may be a witness.
Unless you know your state’s rules, please follow the above.)



F—NrHEEANE L Signature of Witness #1 B LR ANFESL Signature of Witness #2

FIFFEEE 25 \E4L  Printed Name of Witness FIFFEEE H2E A4k Printed Name of Witness
Hitl  Address Hitik Address
L Phone B Phone

INFE -

Notarization -

AR ER N ~ IR ~ FREEARGIN b4 & o 2 JE R
Only required for residents of Missouri, North Carolina, South Carolina and West Virginia

o R BRZE FH ), V5 4 SEHE N o . If you live in Missouri, only your signature should be notarized.
RSB B A BINER » HBEH %75 H
o YRR IR - Ry NE a4 S BTSN > = . If you live in North Carolina, South Carolina or West Virginia,
B A NS DR B2 A 1 s R A5 o you should have your signature, and the signatures of your
witnesses, notarized.

STATE OF COUNTY OF

On this day of , 20 , the said
, and , known to me (or satisfactorily proven) to be the person named in the

foregoing instrument and witnesses, respectively, personally appeared before me, a Notary Public, within and for the State and County aforesaid, and

acknowledged that they freely and voluntarily executed the same for the purposes stated therein.

My Commission Expires:

Notary Public

BHTRFMNNERLERE (RERE) ZREEMN L—0 (RHTEFEMNASEH)
(Wisconsin notice statement)o

Residents of Wisconsin must attach the Wisconsin notice statement to Five Wishes.
ERZ (NEEH) WEZSEM , 55 R wwwagingwithdignity.org.

More information and the notice statement are available at www.agingwithdignity.org.

AN, RIDERM, BAuRM, FRDM, BN, JLERHMEMNAE-FER
Mz B RSB ELRETRENREERE.,

Residents of Institutions In CALIFORNIA, CONNECTICUT, DELAWARE, GEORGIA, NEW YORK,
NORTH DAKOTA, SOUTH CAROLINA, AND VERMONT Must Follow Special Witnessing Rules.

TR IEEAE LI E NI —LLpgefg T ( ?%‘?Z% H At B0 2 & e pT 77*”?@?"'{‘
RJEBEE I E T BOES ﬁ?%??/éz) AR IR T, - SR
1Y (ZLEEE ) XL - HIFFE 2“‘%%’%/5/?7“ I LB EE TSN -

If you live in certain institutions (a nursing home, other licensed long term care facility, a home for the

mentally retarded or developmentally disabled, or a mental health institution) in one of the states listed
above, you may have to follow special “witnessing requirements” for your Five Wishes to be valid. For
further information, please contact a social worker or patient advocate at your institution.

16
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o BUKIHE T R 2 NERE - Tk .
Z1& - AT (LR ) BEa AL T -

o AR ZTTERIEFCEEA ~ IAFT o
HAFCIEHIN -~ IAFoE/H (Zefe
&) BRG] -

SR IE LR P — (A EHY
W7 o P BRAE— M LA ErfsrE T o 72
EIE— 2K ZE - LUERT ZhF > 5l
NBEFIHLEE - .

* REESEFET (LR ) BIAK
FELUFAL: -

HZLL TS - ST - 2SI
BLEHIE I (L) A -

NREIRHIFE - s TR ET A E

£ AWHEEA— 75K 5 et
ERCEEATRIET - S AHTEE THELT
AR - i1 HFRE B EY - a5 t/atd
%&%ﬁ@éf‘%ﬁ%‘iﬁ P BRI T E

HPRI LB e B el s — 17 (1L
@555{5’)) HIEFIAR - SEALIPTF E AT
JEEL o

I have given the following people copies of
my completed Five Wishes:

(RS ) < AREEBEETERA - T EtefAEE R - Tl TS LIS TIPS

AJEEAAEINIPT A TERE o FHIANA LA - ARTOFAN TS  JES) - DA B I

° JIRHE

B ERIEE R - 7 e F o e AR ST -

Five Wishes is meant to help you plan for the future. It is not meant to give you legal advice. It does not try to
answer all questions about anything that could come up. Every person is different, and every situation is dif-

ferent. Laws change from time to time. If you have a specific question or problem, talk to a medical or legal

professional for advice.

(ZLERE ) WG F—iER PR EarEE N AT — 0 (LlRE ) LRI

O

i Important Notice to Medical Personnel:
v I have a Five Wishes Advance Directive.
\ BEBARIIEZENE A0 (LAEE) LRI -

v Signature ##

i Please consult this document and/or my Health Care Agent in an
E emergency. My Agent is:

\ AEEZIT » SHBIE N SR 2P B (AR E S - FerI N -

E Name &%
© Address it City/Sta te/Zip it/
\ Phone &%

NG FIT T~ BT > LUGELRTF -

My primary care physician is:
FHIRERSEAE ©

Name #:4

Address  #4F City/State/Zip s/ E5 i E

Phone #&:%

My document is located at:
FRHIX EICESE ©







BN (EfERZE) WES :
CBRIBGE 1 T - BRI AE BT ERE - AR —17 (ZEREE) AT - &
HHESRS - BEFERIFE 2T GO - Bl T S RTAF -
FF] - EITE — HHEEZN

P HEAIES » HIREBIIER (LEFEE) - EFE - 5% - ETEER—IR—IRAYE
P - TTEH IEE B — NEE o BIE LA 17 °
FRH » FEA LI — Ra RS

HAELELE TISVERE OB T o B 75 BAE E AT AT Bl B LU BTG Heh 2 T/ -
L8y R — PHEEN]

(AEFASE ) H Aging with Dignity #I{E - Aging with Five Wishes was created by Aging with Dignity, a non-
Dignity fIEEF4HEE - HoE 5 2B R GETEHIERE profit organization with a mission to help people plan
HEET A RS - (FAEEEE) &5Z Robert and receive the care they want in case of a serious illness.

Wood Johnson Ei4 &8 B JTRESZ AR - Development of Five Wishes was made possible by a

grant from The Robert Wood Johnson Foundation.

*

g
Dignity, \/Ochsner'"

Healthcare With Peace Of Mind"

P.O. Box 1661 Questions?
Tallahassee, Florida 32302-1661 504-842-WISH (9474)
www.agingwithdignity.org Last updated 07/2011
(888) 594-7437 54050
(AEREEE) SEARREARSLUT SEALHELE D) | Translations of Five Wishes made
uJ possible through support from
United Health Foundation
BCEREE IR SR bt - Professional translation services provided by

Language Services Associates

Five Wishes /2 Aging with Dignity BYEGFZ o (RE]—LIFEF] o KF-M = A 2549 % Aging with Dignity f#GHRFE> ZH + 4K Aging with Dignity 22 Z B/ & + FFLUE T 8T 2 P =0

(EHFTRE ~ $FRY (T (TP R 24T ) BRI KT (F—E81 o ARSI B HREIR G » (A AR LR FES ) EREEE » LUEREI KR LS T B
A~ TR IEE - BB ~ RABCHEMEOEIIA » BREM R ERTES (ZEEE) B/ Aging with Dignity [FEZ 467372 - Aging with Dignity TEIHZE R Oregon
Health Decisions 27 PTE#EG S HIANZ » LR Kate Callahan ~ Charles Sabatino ~ Tere Saenz H{717 ©
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Five Wishes is a trademark of Aging with Dignity. All rights reserved. The contents of this publication are copyrighted materials of Aging with Dignity. No part of this publication may be reproduced
or transmitted in any form or by any means, electronic or mechanical, including photocopy, recording, or any information storage and retrieval system, without written permission from Aging with
Dignity. While the contents of this document are copyrighted, you are permitted to photocopy them to provide a copy of your completed Five Wishes form to your physician, care provider, Health Care
Agent, family members, or other loved ones. All other reproductions or uses of Five Wishes require permission from Aging with Dignity. Aging with Dignity wishes to thank Oregon Health Decisions
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