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ADVANCE DIRECTIVE

YOU DO NOT HAVE TO FILL OUT AND SIGN THIS FORM }

PART A: IMPORTANT INFORMATION ABOUT THIS
ADVANCE DIRECTIVE

This is an important legal document. It can control critical decision about ‘
your health care. Before sighing consider these important facts: it

Facts about Part B (Appointing a Health Care Representative)

You have the right to hame a person to direct your health
care when you cannnot do so. This person is called your
"health care representative.” You can do this by using Part
B of this form. Your representative must accept on Part E
of this form.

Facts about Part C {Giving Health Care Instructions)
You also have the right to give instructions for health care
providerss to follow it you become unable to direct your
care. You can do this by using Part C of this form.

Facts about Completing This Form
This form is valid only if you sign it volluntarily and when
you are of sound mind. If you do not want an advance
directive, you do net have to sign this form.

Unless you have limited the duraation of this @advance directive, it will not
expire. If you hve set an expiration date, and you become unable to direct you

are
able to make those decisions again.
Ygu may revoke this document. To do so, netify your representative and your
health
care provider of the revocation. %’ 3
L
Despite this document, you have the right to decide your own health care as long a1
as =
you are able to do so. a
(™}
If there is anything in this document that you do not understand, ask a lawyer to ﬁ”}
explain g
it to you. m
You may sign PART B, PART C, or both parts. You may cross out words that
don't

express your wishes. Witnesses must sign PART D.




Print your NAME, BIRTH DATE and ADDRESS HERE:

JEéi;g:J!a:gizs_iz__jinauv‘- Meo e

Name

24 Sepremaga 1915
Birth Date

10 MoorE PALLs RoAD

Address

Unless revoked or suspended, this advance directive will continue for:

INITIAL ONE

_&__My entire life

Other period ( years)

£7 jo ¢ aiieg
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PART B: APPOINTMENT OF HEALTH CARE
REPRESENTATIVE

I appoint Peires 2. moaeg &« my health care representative.
. _ ) ’ 7
My representative’s address is /8 + Moorza Fries RodduALho JGh p¥id § &7

My representative’s telephone number is (5033585-1697.
(S$39 835~ 50 oL s1000

I appoint KATHLERN MOORS corpFNBRock. my alternate health care
representative.

My alternate’s address is 77«&/5/%&4(}:/., WV@W” L
Uy Fes2

7

My alternate’s telephone number « 76 /q{7 ~7aWt
72zl /Gy

I authorize my representative (or alternate) to direct my health care when I
cannot do so.

NOTE: You may not appoint your doctor, an emiployee of your
doctor, of an owner, operator or employee of your health care
facility, unless that person is related to you by blood, marriage or
adoption or that person was appointed before your admission into
the health care facility.

1. Limits

Special conditions or instructinne: y,

Aeceqaen, @ remation, Mofuneral

INITIAL IF THIS APPLIES

I have executed a Health Care Instruction or Directive to
Physicians. My representative is to honor it.

£7 o ¢ afieg
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2. Life Support

“Life Support” refers to any medical means for maintaining life,
including procedures, devices and medications. If you refuse life
support, you will still get routine measures to keep you clean and
comfortable.

INTTHAL IF THIS APPLIES

My representative MAY decide about life support for me. (If
you do not initial this space, then your representative MAY
NOT decide about life support.)

3. Tube Feeding

One sort of life support is food and water supplied artificially by a
medical device known as tube feeding.

INTITIAL IF THIS APPLIES

My representative MAY decide about tube feeding for me. (If

you do not initial this space, then your representative MAY

NOT decide about fube feeding.)

Date

SIGN HERE TO APPOINT A HEALTH CARE REPRESENATIVE

A éz‘ . pa

AN DASSEMKO

'QU(W“MH=iMooRm./¢ﬁ;v
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2. Life Support
“Life Support” refers to a‘ny medical means for maintaining life,

including procedures, devices and medications. If you refuse life
support, you will still get routine measures to keep you clean and

comfortable. ( 2" herose Ma)
INTITI IF THIS APPLIES

My represéntative MAY decide about life support for me. (I '
you do not initial this space, then your representative MAY
NOT decide about life support. )

3. Tube Feeding

One sort of life support is food and water supplied artificially by a
medical device known as tube feeding.

INTITIAL IF THIS APPLIES :
yd 2% ;;My representative MAY decide about tube feeding for me. (If

you do not initial this space, then your representative MAY ‘

NOT decide about tube feeding,)

18 Fer o5

Date

SIGN'HERE TO APPOINT A HEALTH CARE REPRESENATIVE

[NAN-DASSENKO
Ry naomws Moore

£1 40 9 albiey
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PART C: HEALTH CARE INSTRUCTIONS

NOTE: In filling out these instructions, keep the following in
mind:

e The term “as my physician recommends,” means that you want you
physician to try life support and then discontinue it if it is not helping
your health condition or symptoms,

¢ “Life support” and “tube feeding” are defined in Part B above:

* If you refuse tube feeding, you should understand that malnutrition,
dehydration and death will probably result.

¢ You will get care for your comfort and cleanliness, no matter what
choices you make.

* You may either give specific instructions by filling out Items 1 to 4 below,
or you may use the general instruction provided by Item 5.

Here are my desires about my health care if my doctor and another
knowledgeable doctor confirm that I am in a medical condition described
below.

1. Close to Death. If I am close to death and life support would only
postpone the moment of my death;

A. INITIAL ONE:
I want to receive tube feeding.

I want tube feeding only as my physician recommends.

Mo NOT WANT tube feéding,

B. INTITIAL ONE:

I'want any other life support that may apply.

I want tube feeding only as my physician recommends.

E\/ vant NQ life support.

£1 40 ¢ aleyg
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2. Permanently Unconscious. If I am unconscious and it is very unlikely that
I will ever become conscious again;

A. INITIAL ONE:

I want to receive tube feeding.

I want tube feeding only as my phy%mn recommends,

Gy Sz

DO NOT WANT tube feeding!

i S S e—

B. INTITIAL ONE:

I want any other life support that may apply.
I want life support only as my physician recommends.

I'want NO life support.
e

3. Advanced Progressive Illness. If I have a progressive illness that will be
fatal and the illness is in an advanced stage, and I am consistently and
permanently unable to communicate, swallow food and water safely, care for
myself and recognize my family and other people, and it is very unlikely that
my condition will substantially improve;

A. INITIAL ONE:

I want to receive tube feeding.

I tube feeding only as my physician recommends.

- |
/%\! I DO NOT WANT fiibé feeding. £8
sn
B. INITIAL ONE: -
ta |
i
I want any other life support that may apply. a
(r
. I want life support only as my physician recommends. § ‘

_ /%1\{ I want NO life support.




4. Extraordinary Suffering. If life support would not help my medical
condition and would make me suffer permanent and server pain;

A. INITIAL ONE:
I want to receive tube feeding.
o lwant tube feeding only as my physician recommends.
_ /@A '1DO NOT WANT tube feeding.
B. INITIAL ONE:
I'want any other life support that may apply.
I want life support only as iny physician recommends.

ﬁiw\\rlant NO life support.

5. General Instructions.
INITIAL IF THIS APPLIES:

N /%K _Idomnot want my life to be prolonged by life support. I also do
* : not want tube feeding as life support. I want my doctors to
allow me to die naturally if my doctors and another
knowledgeable doctor confirm I am in any of the medical
conditions listed in Items 1 to 4 above.

6. Additional Conditions or Instructions.

I S 4

(Insert description of what you want done.)

£7 40 4 aling
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7. Other Documents. A “health care power of attorney” is any document
you may have signed to appoint a representative to make health care
decisions for you.

INTIAL ONE:

I have previously signed a health care power of attorney. I want
it to remain in effect.

I have a health care power of attorney, and I REVOKE IT.

% I DO NOT have a heaith care power of attorney.

“ _/{ Fok. 2008

Date

SIAN HERFE TO GIVE INSTRUCTIONS

%05, Winvess

Wz’oﬁ W iTNESS

£1 o g1 olieg
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PART D: DECLARATION OF WITNESSES
We declare that the person signing this Advance\Directive:

Is personally known to us or has provided proof of identity.

td

b. Signed or acknowledged that person’s signature on this Advance
Directive in our presence.

c. Appears to be of sound mind and not under duress, fraud or undue
influence.

d. Has not appointed either of us as liealth care representative or alternative
representative; and

@

Is not a patient for whom either of us is attending physician.

Witnessed By:

\) O D XRG

Printed Name of Witness

%a:'i) d Lekbm 2.22-05 ) .
Signature of Witness/Date Printed Name of Witness

NOTE: One witness must not be a relative (by blood, marriage or
adoption) of the person signing this Advance Directive. That
witness must also not be entitied to any portion of the person’s
estate upon death. That witness must aiso not own, operate or be
employed at a health care facility where the person is a patient or

resident.

£1 40 11 afey
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Part E: ACCEPTANCE BY HEALTH CARE REPRESENATIVE

I accept this appointment and agree to serve as health care representative. I
understand I must act consistently with the desires of the person I represent,
as expressed in this Advance Directive or otherwise made known to me. I
understand that this document allows me to decide about that person’s
health care only while that person cannot do so. I understand that the person
who appointed me may revoke this appointment. If I learn that this
document has been suspended or revoked, I will inform the person’s cusrent
health care provider if known to me. If I do not know the desires of the
person I represent, I have a duty to act in what I believe is good faith to be

that person’s best interest.

_eﬁz/pg'

Signaturé of Heatfh Gafe Representative/Diate

%/g%mm - |

Printed Name

AWy

S -
SOl B0l

Signature of Alternate Health Care
Representative/Date

Printed Name

E1 Jo 21 afing
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2.44.100

WASHINGTON SHORT-FORM INDIVIDUAL ACKNOWLEDGMENT - .

State of Washington <
é/m'fmu
/

County of //

| certify that | know or have satisfactory evidence that Den
Name of Signer
is the person who appeared before me, and

said person acknowledged thay heiShe

signed this instrument and acknowledged it

to b¢ higfer free and voluntary act for the

uses and purposes mentioned in the

instrument.

ot fos

\\\\\\‘\\\\\‘" "
) v
M L Dated:
MontivDay/Year

\ L

K/
=
-
a

ll'

re of Notary Fublic

MMM H t

N
™
&

1L

Title (Sygh as “Notary Public”)

My appointment expires:

2/33 /07

Month/Day/Year of Appointment Expiration

Place Notary Saal Above

OPTIONAL
Though the information in this section Is not required by law, it may prove valuable to
persons relying on the document and could prevent fraudulent removal and reattachment of .

this form to another document.

Description of Attached Document
Title or Type of Document; 3 / 07( fﬂfo 6;[0[’ 63%762%[&’

Document Date:-z / { 05/ Number of Pages:

Signer(s) Other Than Named Above: /7 /a,

£1 40 g1 afieg
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