Instructions for completing the
California Advance Health Care Directive form

An Advance Health Care Directive has 3 parts:

Part 1: The health care agent.

A health care agent is a person who can make
medical decisions for you if you are too sick to
make them yourself.

Part 2: Health care choices.
You can have a say about how you are treated.

Part 3: Signatures and Witnesses.
It must be signed and witnessed to be legally binding.

Getting Started

Go to Page 1, Part 1

. i i CALIFORNIA ADVANCE HEALTH CARE DIRECTIVE
1A: Print your first name, Ia_st name, it Fonwer of Atiomay for Health Cons -
date of birth, address, city, state,
iti i PARET 1: APPOINTING AN AGENT TO MAKE HEALTH CARE DE/
andk.Z|P ﬁOdg SO Ij[ is clear who is MOTE: You should dizcuss yourwishes in defail with your desighated agerd(s)
making this directive. — My i Deate of Bisth:
- Wl address 1s:

In this domument [ appomt an agent. I want this personto help make my x
decis 1ons.

e -

Whom should | choose as my health care agent?

Choose a family member or friend who: Your agent cannot be

* is at least 18 years old your doctor or someone

* knows you well .
« can be there for you when you need them who .W.OI’kS at your hospital
or clinic where you get

* you trust to do what is best for you

« can tell your doctors about the decisions health_ care, unless they are
you would want made a family member or your
co-worker.
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Goto 1B

1B: Write in the name of your agent. Your
agent is the person who you want to
make medical decisions for you

In case the first person cannot do it, write in
who should help make your medical
decisions.

m

PRIMARY AGCENT:
Agert’s Mame:
Address:

Fhone

. [Indicate: horne, wark, pager, ahd cellular phone)

1" ALTERNATE AGENT (If Azert 15 not walling, able, or reascnablyr ax

sarve.

Mame of fivst altemate aget:
Address:
Phome:

[Indicate harme, wiork, pager, and celular phane]

-

Your health care agent can start helping with your medical
decisions right away; or you can ask that they get involved only
if you cannot make your own decisions.

Goto 1C

1C: If you want your agent to start right
away place an “X” in the first box and
sign your initials in the space.

or, if you want your agent to start only when

you cannot make your own decisions,
place an “X” in the second box and sign
your initials in the space.

WHEN WILL MY AGENT MAKE DECISIONS:
[Put an X nextto the sertence you agree with )

O My health care agest can riake health cave dacisions for me noer.

O Moy health care agert wall rake health cave dacisions for me ONLY wh
the mertal capacity to make nor own health care decisions. [ mtial ]

e

What kind of decisions can my health care agent make?
Your agent can agree to, say “no” to, change, stop or choose:

* doctors, nurses, social workers
* hospitals or clinics

» medical treatment (including artificial feeding), medications or tests
* what happens to your body and organs after you die

If you do not want your agent to be able to make all these kinds of decisions, this
is probably not the right advance health care directive form for you.

Becoming your agent does not mean that he/she assumes financial

responsibility for you.
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Go to Page 2, 1D

1D: Sign your initials to indicate that you
understand that your agent will be able
to make all these kinds of decisions.

\.\/—/W,
WHAT MY AGENT MAY DO
My agermt will be alleered to make health care decisions for me nist as [ can prese:
make nyr owm For exanple, my azert may (1) accept or refiase treabmerd foe me,
inchiding accepting or discargnoung atificial mabdtion and fhad that 15 Ziventheo
atube 1o ny stomach or pto 2 vem. (2] Choose fhr me a patioular plyssician or
health care facility. (31 Fecelve or revissr nor medical infonmation and records, ar
permit release of oy records fhr others* reviewr. [(mitial here]

Is there someone you DON'T want to make the decisions?

Is there someone who might argue with your agent and you don’t want that
person to interfere with your agent’s decisions?

Go to Page 2, 1E

1E: If there is no such person, check the
“No Exclusions” box and sign your
initials.

If there is such a person, you can exclude

that person from making health care

decisions for you by writing their name in

the space and signing your initials.

"\/_h—/\f

WHO MAY NOT MAEKE MY MEDICAL DECISIONS
O Mo Exchisons initial hewe

or O The follbvenng mmdividnalls] areto be EXCLUDED ficen avr part of health o
decision-makmg for me:
[iritial ]

R_/\,ﬁ/\

After Your Death
Your health care agent can:

» decide if any of your organs will be donated. Donated organs can save lives.

* request, consent to, or refuse an autopsy. An autopsy can be done after death
to find out why someone died. It is done by surgery. It can take a few days.

» decide what happens to your body, such as burial or cremation.

Go to Page 2, 1F

1F: If you want to leave these decisions to
your agent after your death, check the
box “No Exceptions” and sign your
initials.

If you do not want your agent to make

these decisions, you should put in writing

your own decisions about what should

happen to your body after death.
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AFTER MY DEATH

Moy azertwill be able o athorize a1 atopsy. My azet will be able to donate all
of nor body. My agert will be able to detennme the dispostion of nor ramains, I
written awall or made arangements forwhat happens to nor body after nor death,
agent should ol those mstmctions.

O Mo Exceptions [mitial here)

or O T want to make exceptions to this anthoraty. [ wette them here:

[initial

or 0T want to make exceptions to this adhoty. See the attaclomert to this fonm.
[Sign and date the attached pages when this document is nwineszed )
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Go to Page 2, Part 2 _ 00— @O0
HEALTH CARE INSTRUCTIONS
PART2: HEALTH CARFINSTRUCTIONS [Cross outthe sectio
2A: You may write extra pages in your own = Ih?ggmd; s e R oL

words, or use a values history form to guide o s  FHACHER pages When TS foctment (& limesse!

your agent in making difficult decisions W

Attach the extra pages to the Advance Health Care Directive. Sign and date the
attachments and have them witnessed or notarized at the same time you have
your form witnessed or notarized.

Talk to your agent(s) and doctor(s) about your specific health care instructions to
be sure they understand your wishes.

2B: Some personal care decisions are not PERSONAL CARE DECISIONS: I wart my agentis] to decide pes
automatically given to your health care agent. ‘;mﬁfm@ﬁ iﬁﬁfﬁmmx ﬁbfmhf;“ﬁﬁ
If you want your health care agent to be able agent may make lother d.ecisijmrgjfffpemmlnahuemt, mchuded ;
to make personal care decisions, initial this health care. ___(initial here)
paragraph. . —

Part 3: SIGNING THE FORM
You must sign the form, and you will need witnesses or a notary public to sign too.

Go to Page 3, Part 3

3: Sign and date the document in the presence PART 3: SIGNATURE OF PERSON WHO IS MAKING
. Sign the documment in the prezence of the wiheszes ar:
of the witnesses or the notary |—|3
Data: Signatire:

Your witnesses must:

* be over 18 years of age.

* know who you are.

* believe that you are the one who signed the form.

Your withesses cannot:

* be your doctor, nurse, or social worker.
» work at the place that you live, if you live in a care facility.
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The person you chose as your agent or alternate agent CANNOT be a witness

Only one of the witnesses can be related to you by blood, marriage or adoption,
be named in your will, or be someone who would benefit from your estate.

GO to Page 3_’ 4A EﬁFﬁstWﬁmss: _
Witnesses Signatures Marne {prirted]
Diate: A ddress:
4A: Have the witnesses read the witness e
statements before they sign. Diate: Address:
OHE OF THE PRECEDING UWATHESSES AL S0 MUST SIGH THE FO
. i DECLARATION:
4B: On(.a witness must be somegne O¥her than [ further declare under penalty of perjury under the lznes of Califomi
family and must not benefit financially (get any the individual executing thiz advance heatth care directive by bload
money or be named in your Wi||) after you die. and, o the best of oy knowledge, | am not endiied to any part of th

hiz ar her death under a will nom existing or by aperations of law.

Iﬂ" Diate: Siznatme:

/\V~

Have that person sign again at 4B

If you live in a nursing home:

* You will need an additional witness. California law requires nursing home
residents to have the nursing home ombudsman as a witness of advance
directives.

* In addition to the ombudsman, you will need either a notary or one other
witness who will meet the qualifications listed above.

Go to Page 4, 4C

4C: If you do not live in a nursing home,
check the box next to “I do not reside in a
skilled nursing facility” and sign your initials.

01 do not mumrertly reside i a skilled mpsing facilty. | [ izvitial be

What do | do with the form once it is all filled out?

Keep the original yourself. Make copies of the form to share with those who care
for you. Keep a list of who has copies.
o family « friends * doctors * nurses * social workers

What if | change my mind?

» Complete a new form. Give out copies of the new form to all the same people.
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