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The Person | Want To Make Health Care Decisions For Me When | Can’t Make Them For Myself.
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f 1 amno longer able to make my own health care

decisions, thisform namesthe person | chooseto
make these choices for me. This person will be my
Health Care Agent (or other termthat may be used in
my state, such as proxy, representative, or surrogate).
This person will make my health care choicesif both
of these things happen:

e Myattending or treating doctor finds| amno
longer able to make health care choices, AND

e Another health care professional agreesthat
thisistrue.

If my state has a different way of finding that | am not
able to make health care choices, then my state’'sway
should be followed.
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Picking The Right Person To Be Your Health Care Agent
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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 ch oice 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 yearsor 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.
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The Person | Choose As My Health Care Agent Is:
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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:
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| understand that my Health Care Agent can make health
care decisonsfor me. | want my Agent to be ableto do
thefollowing: (Please cross out anything you don’t want
your Agent to dothat islisted 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 | 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.
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My Wish For The Kind Of Medical Treatment | Want Or Don’t Want.
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believe that my lifeispreciousand | deserveto be

treated with dignity. When the time comes that | am
very sick and am not able to speak for mysdlf, | want the
following wishes, and any other directions| have given
to my Health Care Agent, to be respected and followed.

What You Should Keep In Mind As
My Caregiver

* | donotwant to be in pain. I want my doctor to
give me enough medicine to relieve my pain,
even if that means that | will be drowsy or sleep
more than | would otherwise.

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

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

In Case Of An Emergency
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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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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;
antibiotics; and anything else meant to keep me alive.
If I 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 | want and under what conditions.
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I want to have life-support treatment.

Hereisthe kind of medical treatment that | want or don't want
inthe four situationslisted below. | want my Health Care
Agent, my family, my doctors and other health care providers,
my friends and all othersto 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):

O Ao oRZEFLELFITEA. BRZEFARBLESSEFRHRL TSN,
| do not want life-support treatment. If it has been started, | want it stopped.

J MHFAENRICIDEFDERMMNZA TSGR, EaliFaRER/ELFET, 1L

L“ FADBEERREITEROBEIC OGNS LEWMEEICIE, ERMICHE

CEEHRELFET,

EERIELTESS

I want to have life-support treatment if my doctor believes it could help. But | want my doctor to stop giving
me life-support treatment if it is not helping my health condition or symptoms.
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d AaERARERLELET,

I want to have life-support treatment.

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

If my doctor and another health care professional

both decide that | am in a coma from which | am

not expected to wake up or recover, and | have brain
damage, and life-support treatment would only delay
the moment of my death (Choose one of the following):

d AGaFAREZFLELFEA, BRZFEKBLESSEFHLTIESL,
I do not want life-support treatment. If it has been started, | want it stopped.
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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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| want to have life-support treatment.

Permanent And Severe Brain Damage
And Not Expected To Recover:

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

O Ao aREFLELT A BRERBL TV DIGESTIXPEL TS0,
I do not want life-support treatment. If it has been started, | want it stopped.
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I want to have life-support treatment if my doctor believes it could help. But | want my doctor to stop giving
me life-support treatment if it is not helping my health condition or symptoms.
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In Another Condition Under Which |
Do Not Wish To Be Kept Alive:

If there is another condition under which | do not wish
to have life-support treatment, | 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.)
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T he next three wishes deal with my personal,
spiritual and emotional wishes. They are
important to me. | want to be treated with dignity
near the end of my life, so | would like peopleto do
the things written in Wishes 3, 4, and 5 when they

can be done. | 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. | do not expect the
following wishes to place new or added legal duties
on my doctors or other health care providers. | 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



11

AL CBEZTE=HIZLTIELWLW & IE
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(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 | will be drowsy or sleep
more than | would otherwise.

If 1 show signs of depression, nausea, shortness
of breath, or hallucinations, | 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 | have a fever.

I want my lips and mouth kept moist to
stop dryness.

I wish to have warm baths often. | wish to be
kept fresh and clean at all times.

I wish to be massaged with warm oils as often
as | 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 | 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.



FASARIZK D BN

HOy T I

My Wish For How | Want People To Treat Me.

(RAELGEVARLHIEEILLNGRESINTHE

LTLEZELY)
AIRERGEITIL, A& DBFELE—fEIZV D
I LTLEZE N, WOERFHNTYH
BLL W EBbd Rz 27z
O, fENICRLE —FEICWTHE b e
B,

FHEZR AT, FADS A D 0T 0 JE i
WIS LWL Y IR ZBABETH, FA
DFEIE > TEHELMIT T EE N,

FREZR G AT, Mo NIRRT EE
STHDTZDIZEBFITVZLTEHLH-T
<TEEWy,

FBMEMZ & BT DI NHRE T
bHZEHLYE, FAOTOIZBITY 2
LTREREFESTI<ND LY ITEATL
7230,

BLARNETIERLS, HAL, &L
SFLAOMmE Z T 7EEu,

AR D FOANZFADTET H AN D
HEZHi-> T ZE0,

By CHERSCHHEN TE 72 oo 28
X, RROEBEKRKE Ry R R B IHRITR
H, BNTEBAIIETE 7200 R L
LTLEEN,

REZR AL, BETHEA I T-WE R
WET,

(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 | am sick and asked to
pray for me and visit me.

| 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.
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IHAZTHARIZH>THB NN &IE
My Wish For How Comfortable | Want To Be.

(RABELGVARLHLEEE LN OHERESIVNTH

LTS

FADOFHESRNNZFLDME & %% L T =
TEEMoOTH LW E BuES,

R, FESCKN, ZTOMD N % 2145
DFTEREOZ L EFHFLTHELHWNEWnE
BouvE g,

FIHERKN., DD N2 B3FLE DT
Tl ENboT Lzn, AR HDZ
EEFLTNDEVNIZ LEZH-TH D
Wiz E BN E T,

FIERPK NI, AR EERNTE 5T,
R DY TER LS FT- R TH D &
EZTWVWDHENWIZLEEM->TH BV
W EBWET,

L L TEXNE, FAOFEDHIIC., FHELSE
WIZHEY LTH bW & BnET,

FAT. FIRSOK A, FANEIFIT 72 H Al
WCEABRBEF TR T2 E 2T, FADEHE
TSR DETOFLDEEH 2 T T b
Hnen e EnET,

FIESOK N, TN, AANFHLET D
EWRIEBELRWGATYH, HOICRDOA
LanzThH bW eE Bk,

X, FHESOKNIH LT, FAOEE
aEdZOlz2BOREORFE LTI AT
HoHWEWEBEWES, 2L o T,
FITREECEMROL D NEZEALZ L
NTEET,

(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 | have hurt
my family, friends, and others.

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

have hurt me in my life.

I wish for my family and friends to know that |
do not fear death itself. | 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 | was like before | became seriously ill. |
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.



FDIFETLEMEST L ORI ENHIIL,

I wish for my family and friends to get

FERENCA T ) T2 TH b counseling if they have trouble with my death.
W EBEWET, FAOFESESIZEL | want memories of my life to give them joy
HELELTHLOTIERLS, BE0E b0 and not sorrow.
THOTHLTUIELNEBWET,

FLOFEH . FLOKRZ (g, KZEDOWTH +  After my death, | would like my body to be
MQ) HZE Edl e KkFEL T (circle one): buried or cremated.
<&,

FLOBERE T ITEEDIROGITIZLZE « My body or remains should be put in the
FIFHEEL T EE N, following location

RO NDBFLDFHRIZ DN T DA EZ A The following person knows my
STWET, funeral wishes:

oz lZz, EOLSCLTREBIZEEDTENTHELW WML WIERRH -T2,
FAZDOWNWT, RO Z L ZEZ T TEIN,
If anyone asks how | want to be remembered, please say the following about me:

MOZEALHTHET, ROFHZFH L T ZEW

(B, M, PIRE oM, FrillomLR EZ2LN) .
If thereisto be a memorial servicefor me, | wish for this service to include the following
(list music, songs, readings or other specific requests that you have):

(ZDOMDOFLRHIVUX, FTRRORAICIHAL TS EEIW, & 2L, k. BRo—H, £
ITTRTCEEBIKRL TN E WS T HENHIVUTZ ZICREA L TLE S, RAXR O TRWGE
TR Z IR LT EE 0, )

(Please use the space below for any other wishes. For example, you may want to donate any or all parts of
your body when you die. Please attach a separate sheet of paper if you need more space.)
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[BD@FEELN ]
DEFE~NDEFH
DD DEFEADELZIL., £1F. ZADFEADET

TIToTLSEE,

F 1%, FADOFHE, [EHT,
M DEWEIFR KN, FDOMDTXTDAZEDR, FhD~I/LX
TTEN (BB ICHEEN 2454 L TEY, TOMHAPRA
FRVBZEE) HEE, ZOEHDOGHFIEZE L TR
ONBHDFGHEENRZ TSNEL IITHIELET, ZOZH
1T, FhASEH 5 TEHEIEZIT 00 HARand 52 LB
BEIZ 72 2 o B TN 2t SIS 0 F9, = OZHD—H
S (EDHE N BIFE R <) BRI EI TR A[EE 22 35
BN, FRLSDGEET X TIZONT, BOFHEE02z2 T
SADLEDITIHKIEL F T, F/mo RNIEBIZ L > TER L=,
T _RCDONNLR T TN T BIER L ET,

E4  dgnature:

Signing The
Five Wishes Form

Please make sureyou sign your FiveWishesformin the
presence of the two withesses.

l, , ask that my

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

fEfF Address:

s Phone

Hft Date:

SIE A o> P HA .
GEMZZAMETY)

FAE, GEAE LT, ZOFEHICEA DD WVITEREZRGELE
AN (Zille TAM) LRl Z2EARICm->Tkh, =
DINHBFLDO BRTT, DO~V AFTREABLIOY B
77 1 )V ESH(Health Care Agent and/or Living Will form)]iZ 5544
L. 7o, WERIIME LB EERREMREBICH Y | RESCRE
K, TOMOREREN FIZHLRFIIRZT oo T
ZEHEZZICESLET,

F7o. RAOFEERITISKLL ETH Y, ROHERITHY LW
LEESELET,

o ZOIGETHREEA, 772 HAgent/Proxy/Surrogate/
Patient Advocate/Representative) & L T4 ST\ 5
A, F 7T F 73 e O%AkE

o ZOAMIZERY—EAEREE L TV D ERKE -
ERRAEE (22X, RANCH—ER 274 L T
WD EFREREC IR, 2 2 =T 0 7T OFTA
FEROEEE R ELEENET)

. ;@A%K@ﬁ#—fx%%ﬁbfwégﬁ%%@
gk 2

o ZONYD~IVAT TR L TTRIEHI R BTEA A S &

o DO AWITAMBERE TITENR - EHRR A TRAE L
TV o 2tEOE

o ZONWE MR, WIH, EoITBETFRAMBERICHLE

o BOHBDIRY T, EHEIZELY . ZOANDOBHER,
Floid, BERLESMHERD DWITERTED B
§\ﬁit@&ﬁ®ﬁ%®4%ikméﬁéﬁﬁﬁé

EETIN

Oz o Tl FEADERIZ DU TOBLEDPFE 7R
BEHbH D FTD, BEEDDWDHESF Z1EH TR
oG kDB EIC IS TS 720, )
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Witness Statement-
(2 witnesses needed):

I, the witness, declare that the person who signed or acknowledged 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 | am over 18 years of age and am NOT:

e 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 gtates may have fewer rules about who may be a witness.
Unlessyou know your state'srules, please follow the above)



FEAN 1 OFE4 dgnature of Withess #1 AEAN 2 OFE4  Sgnature of Witness #2

AEADAHET (TEFE)  Printed Name of Witness AEANDAHT (EFA)  Printed Name of Witness
T Address 77 Address
Hafidk s Phone HHafitk s Phone

2NEE -

Notarization-
SX=UM, /=RAWBSAFM, $IRAB 51 FIM.
DIRMN=DZFMIZEFEFTODOEEICIERAIVELLY FT,
Only required for residents of Missouri, North Carolina, South Carolina and West Virginia
I X =V IIZBEE DG EIL, HRTEDEF DHBNGF . If you live in Missouri, only your signature should be notarized.
PUETT,

S=R LI, ORI, R poN—
D= TIICBEE ODBAIT. Bl DELEBE N TAD

If you livein North Carolina, South Carolina or \West Virginia,
you should have your signature, and the signatures of your

GENDES DIFEA IS, witnesses, notarized.
STATE OF COUNTY OF
Onthis 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

DA XAV VMDENK TS DOFEW (204 A3V VNBETOBEFANERMNT 22
ENHYET,

Residents of Wisconsin must attach the \Wisconsin notice statement to Five Wishes.
BEFEAXOFFMIE www.agingwithdignity.org 2B LTLF &L,

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

AYTAIL=ZTM, ARXFhY MM, TIOTM, O3 —CFM, Za—3—2
M, /—=REAZM, HOXABSAFM, N—F2 MMICERELH DHEFDEA
(TR DIEENRACHE S BENHY FT

Residents of I nstitutions|n CaLiForniA, CoNNECTICUT, DELAWARE, GEORGIA, NEW YORK,
NorTH DAkoOTA, SouTH CAROLINA, AND VERMONT Must Follow Special Witnessing Rules.

LIS SN D SHEDMR (7= Vih—h, ZOMORAEZ} 7R
B, TR H TR H IR, % T (A S MR) T LT
NBHE, [5DDR ) PERICH I EFFOL 5 ICT BT OIC (L, HR O TN
fF) &l TRERH D ET, FMERICOEE L CIE, BEEOOERD ) — >+
N —BET FRA MBI EDEL L&D,

If you livein certain institutions (a nursing home, other licensed long term care facility, a homefor the
mentally retarded or developmentally disabled, or a mental health ingtitution) in one of the states listed
above, you may have to follow special “ witnessing requirements’ for your Five Wishesto be valid. For
further information, please contact a social worker or patient advocate at your institution.
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wowﬁmjwﬁké%z#&lTA% Elx

KEDIFRICUW > TAFAN DRI TES % L,
ANDELZHH- TS EI0, ZHAPE
T 93T, 50D 7 LZIFER-IIIZ G %) &
DENET,
FKEZ DM, HREDZEFKGICHS T
DAL EDHRIEDHFLET ST EIZONT
Frl, ol [5oDfE) DaE—3F
PLTSZEI,
EHAND DR 7, T HEDFRDZFTIC
RELTSEE0, BELBHEIZIZTAITT,
NI BN GE DB OIT D 2 ENRTES
LN, BURBANICRE L TS S0,
FrE D — FE AL, WObEFD
B ENCL TS XD, SRENEZIC

Fhid, FrEDANYIZFENFARD [5DODfHE
V) EELFELE,

[5ODRE )] ZRE L TS0,
RBEIZT <P ET,

RICERRIZE D FFIZ, [ERE Z DiFe LT,
R [5DDfEV ) D2 —5 L TS /EX
M)%LT‘:@:H~é%@t@E%%ﬁ
—FEICIRE T DL DI L TS ZX 0,
E%%%&f@ﬁ FHREL, €DFHLBIZHE
ST EFHRL TS X, F2 bRF
VAT B DERIC & & 727 Dy B 5 BEd -
BEINNER DL DITHIEL TS 720,

INTESE eI 3 NGRS e
5OV Dabv—%#FE LTS
VW, ZOabt—%&bRl-oEELEE
WCHRETHEIITKIEL T2,

LA

| have given the following peopl e copies of
my completed Five Wi shes:

[5ODREVY] DAL, DRIEDIFRICST L CFHBEILTS Z & & FHhitd 52 & Th

D, BEHIREET S ETIIH IV EFEA,

N1Fo000 LAZNT X TOFEZE

LTECEET S ZEZERL TP TbD D EEA, ANid, BRLRTHNTHER-
TWEFT L, BEPATHSRES THTATT, FRDITIIZHE> TEEOE> TH&EE
T, AEaIRIECE I & B 6 D5 Gt [ERSPUEEDBEIFIC ZHAES 720,

FiveWishesis meant to help you plan for thefuture. It isnot meant to give you legal advice. It doesnot try to
answer all questions about anything that could come up. Every personisdifferent, and every Stuation is dif-
ferent. Laws change fromtimeto time. If you have a specific question or problem, talk to a medical or legal

professional for advice.

[5ODfEV ] R I—F

O

Important Notice to Medical Personnel:
| have a Five Wishes Advance Directive.
[EPRREFE D BB, Fhld [SODf ) FRiiEZE > THET,

Sgnature 4

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

BAIRENE =
ZE, BOMFAL,

Name 4

Address /L7 City/SatelZip i/ B e %

Phone #:7# %

SLEBEIE, ZOFHEMET D5 RO T REEAZHZ#EL TS

My primary care physicianis:
FLOPCP(Av—4 K2 4 —=) (%,

Name t#

Address /L7 City/SatelZip i/ i/ B e %

Phone #Z:7% %

My document is located at:
FD [BODJF | DEFEDRE B TIL,

77 REGD P, ZRICRET D022/ 8> T 7 IF7— PILLTSEE0,



[BDOMEELY] IZHFEONhf-F

RERTES o THEEIZ R D F9, AHE. BODFENWT B 2D pb] 5o TWE LD T, FEZEICITRDS
iz L TIEL D DD TOELE, FEOEROIFHIT O E &, Bl 3z T NE 005 HREIZHE
ESHTHELEDT, LDFLZEROEENTEELE,

Cheryl K. Longwood,

a=g/p e

ISODEVN ) 1FFIVLE LWERNWET, 170 00T < EPATHWET DT, FHEHICHET S = &
NTEES, [EEDELEHIRIEIZ S TOFHMTITR S . KYICEELRLA[FE L TOT TIZO0TEDPA
TWET, AREZGDEDIZ, LT, FADEDIZ SODMEI) FFENVE L,

Susan W. Flagstaff,
T YT

HDOFHIEBIZIE, BAIEDZDIZTO THSDEFLL 9 RRBHT S VLS RV EBNET, ZHIZFETZ
S SADESEDBEIRE D S E 1T840 FEA TLE, DI D ITHIL TR D 126 /= ZEFH DI 00T T,
BOTN&EZ &3, FBICFEAL THHREDIEDIZRE L TES LI THODTY,

DianaW. Hanover,

I AW
(6 DDFEVN | TN & DSEVVRKUT D302 To RIS 32 Five Wishes was created by Aging with Dignity, a
FT=WEFITS - NEICOWCEHEA T, Zan nonprofit organization with a mission to help people plan
ZTOND LT HOOEEZHNE LIZIEE and receive the care they want in case of a serious illness.
FIHUA, Aging with DignitylC KXo TIERLSILE L Development of Five Wishes was made possible by a grant
2o T DDAV | OBH¥EIEThe Robert Wood Johnson from The Robert Wood Johnson Foundation.

Foundation?>»H DO EATEIZ L > CTEBRLE LT,

Aging with Dignity Y Ochsner:

Healthcare With Peace Of Mind"

P.O. Box 1661
Tallahassee, Florida 32302-1661 Questions?
www.agingwithdignity.org 504-842-WISH (9474)
1-888-594-7437 Last updated 07/2011
54045
5 SOREV ] OFERIL TR D Translations of Five Wishes made
TEICKDFEHRLE LT, possible through support from

J

United Health Foundation

FRRIZ, TReoHEMFRY — e ASthic kvt anE L, Professional translation services provided by

Language Services Associates

[5ODfFY ) (FAging with Dignity D BaR 17 T3, HEBREY. - Bl 2250 F 97, RATTHONEDEIERIL, Aging with Dignity. 23774 L Tur £ 97, Aging with Dignity D227/~ J:
SR LICKFITHO RN, Fioid—ilz, HERFEIZHET 5 2 LIZTETHIFECERIFE, #E, ikt OfoFE, BE/MbT, T_XCHIESATHNET, KF
DABITEIEIER: TIRFES N TNET D, AFLD SO0 ) D2~ E 5T, MLE Ni#E, ~ X0 TN FKE TOMDESTZANLIZHES = EITFTIR
TNFET, TOMD AR TARZEZ IG5 4550%, Ading with Dignity D2 1= J- 5 A&423 224, Aging with Dignity/,  [EV 2 DJFEIZERE L T < 72 & - /=Oregon Health
Decisions, 5 J- OVl L #7207 < 72 - /-Kate Callahan G, Charles Sabatino/C, Tere Saenz/C/Ci#fEia ZIHS W T2 & F 9,
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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 formor 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 formto your physician, care provider, Health Care
Agent, family members, or other loved ones. All other reproductions or uses of Five W shes require permission from Aging with Dignity. Aging with Dignity wishes to thank Oregon Health Decisions
for contributing to the drafting of wish number two, and Kate Callahan, Charles Sabatino, and Tere Saenz for their help.
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