NMPEOBAPUTEJIbHOE PACITOPA>XXEHUE
(LLUTAT OPEIOH)
(ADVANCE DIRECTIVE (STATE OF OREGON))

Ty popMy ZoIycKaeTCs UCII0b30BaTh B IIITaTe OperoH [JIsl Ha3HaueHUs JIUIla, KOTOpoe 6y/ieT IPUHUMAaTh
pelleHus 0 BalleM MeIUIIMHCKOM 00CIy>)KUBaHUH, eCJIU BBl CAMH He CMO>KeTe 3TOr0 /lesIaTh 110 COCTOSHUI0
310pOBbs1. TaKOT0 Yesl0BeKa Ha3bIBaIOT JO0BEPEeHHBIM JTUIOM. ECJIM BBl He CMOKeTe IIPUHUMATh pellleHus

0 CBOEM MeIUITMHCKOM 06CJIY>KMBAaHUHU U Y Bac He 0Ka)keTCs [eMCTBYIOIET0 JOBEPeHHOI'0 JIUIla, BAM ero
HasHayar B IIOpsIKe IPUOPUTETHOCTH, YCTaHOBJIEHHOM CBO/IOM 3aKOHOB IITaTa OperoH c IolrpaBKaMH:
ORS 127.635(2). (This form may be used in Oregon to choose a person to make health care decisions for you if
you become too sick to speak for yourself. The person is called a health care representative. If you do not have
an effective health care representative appointment and become too sick to speak for yourself, a health care
representative will be appointed for you in the order of priority set forth in ORS 127.635(2).)

BrI TakoKe MOJKeTe U3JI0KUTH B 9TOHM GOpMe CBOM IIOYKeJIaHU S, [[EeHHOCTH U yOe)K/IeHU s, Ha 0CHOBe KOTOPBIX
cJIeflyeT IPUHUMATD PeIlleHHs 0 BallleM MeTUITUHCKOM 06cay>kuBaHUU. (This form also allows you to
express your values and beliefs with respect to health care decisions and your preferences for health care.)

* Ecyiu paHee BBI yoKe 3aII0JHSIIN GOPMY IIpe/IBAPUTEILHOT0 pacIopsi>KeHUs, OHA YTPATUT CUITY, U
BMeCTO Hee OyJleT UCII0JIB30BAThC JJaHHOe IIpeiBapuTebHOe paciopsrkeHue.(If you have completed
an advance directive in the past, this new advance directive will replace any older directive.)

* YrTo0BI IpeBapUTeIbHOE PACIIOPSI)KEHUE CUUTAJIOCh JeUCTBUTENbHEIM, HY’KHO, UYTOOHI 3Ty popMy
IIOJIIMCAJIN BBl U ellle [iBa CBUeTesIs. BMeCTO CBUieTe el MOXKHO 06PaTUTHCS K IIYOJIUIHOMY
HOTapUyCy, YTOOBI OH 3aBepUJ GOpMYy. A UTOOHI J0BEpeHHOe JIUII0 II0JIYYHUJIO0 II0JTHOMOYU S
IPUHUMATh pelleHHUs 0 BallleM MeIUIIMHCKOM 00CIy>KUBAaHUH, OHO JJOJIPKHO aTh Ha 3TO
nucbMeHHoe corsacue.(You must sign this form for it to be effective. You must also have it witnessed
by two witnesses or a notary. Your appointment of a health care representative is not effective until the
health care representative accepts the appointment.)

» Ecju Ballle IpefBapuUTeIbHOE paclopsKeHHe BKIUaeT 0TKa3 0T UCKYCCTBEHHOI'0 ITUTaHUS U (MJIH)
almapaToB )KH3HeobecIlleueHUs, Bbl HMeeTe IIpaBO 0TO3BaTh 3TO PacIopsiKeHHe B JII060e BpeMs U B
J10601 GopMe, UeTKO CBU/IeTeIbCTBYIOIEH 0 BallleM )KeJJaHUU aHHYIUpoBaTh ero.(If your advance
directive includes directions regarding the withdrawal of life support or tube feeding, you may revoke
your advance directive at any time and in any manner that expresses your desire to revoke it.)

* B ocTaJbHBIX C/Iy4YasxX BBl HMeeTe IIpaB0 0T03BaTh IIpeBapUTeIbHOE PacIoOpsiyKeHHe B JIr060e
BpeMs U B JII000U popMe IIPU YCIOBUH, UTO BBl CIIOCOOHBI IPUHUMATh MeJUIIUHCKHUe pelreHUd.(In all
other cases, you may revoke your advance directive at any time and in any manner as long as you are
capable of making medical decisions.)

Adventist Health Portland
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1. VIHdopmauma 060 MHe (About Me)

MonHoe nmsa (Name) HaTa poxaenus (Date of Birth)
TenedoHHble HoMepa: gomatuHuit (Telephone (Home)) pabounit (Work)
Mo6unbHbIN (Cell) Appec (Address)

2. noyta (E-mail)

2. Moe posepeHHoe nmuo (My Health Care Representative)

51 Ha3zHaYyalo HMXKeyKa3aHHOro Ye1I0BeKa CBOUM [,0BEPEHHBIM SIMLLOM A5 MPUHATUS PELUEHUA O MeULIMHCKOM yXoe
3a MHOM Ha C/lyYait, eC/In 51 OKaXKyCb HE B COCTOSIHUMM NPpUHUMATb UX caMocTosTesbHO. (I choose the following person
as my health care representative to make health care decisions for me if | can’t speak for myself.)

MonHoe nmsa (Name) BsanmooTHoweHusa (Relationship)

TenedoHHble HoMepa: gomatuHuin (Telephone (Home))

pa6ounit (Work) Mo6unbHbIN (Cell)

Appec (Address)

2. noyTa (E-mail)

51 Ha3Ha4valo HUYKEYKa3aHHbIX JIloAel CBOMMM anbTEPHATUBHBIMWU AOBEPEHHBIMU 1ML, @MU Ha CJly4Yald, eC/IM OCHOBHOE
[0BEPEHHOE JINLL0 OKaXKeTCA HEAOCTYMNHO MM 1 OTMeHI0 ero HasHadveHue. (I choose the following people to be my
alternate health care representatives if my first choice is not available to make health care decisions for me or if | cancel
the first health care representative’s appointment.)

MEPBOE AJIBTEPHATVMBHOE OOBEPEHHOE NINMLO (FIRST ALTERNATE HEALTH CARE REPRESENTATIVE)

MonHoe nma (Name) BsaumooTHoweHusa (Relationship)

TenedoHHble HOMepa: AoMallHuit (Telephone (Home))

pa6ounit (Work) Mo6uabHbIN (Cell)

Appec (Address)

3. noyTa (E-mail)

BTOPOE AJIbTEPHATUBHOE OOBEPEHHOE TINLLO (SECOND ALTERNATE HEALTH CARE REPRESENTATIVE)

MonHoe nmsa (Name) BsaumooTHoweHus (Relationship)

TenedoHHble HoMepa: gomatuHuit (Telephone (Home))

pabounit (Work) Mo6unbHbIN (Cell)

Appec (Address)

2n. noyTa (E-mail)
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3. YKazaHua MoeMy J0BEPEHHOMY JINLLY
(Instructions to my Health Care Representative)

ECJIN Bbl XOTUTE AATb CBOEMY JOBEPEHHOMY JINLY YKA3AHUA MO NMOBOAY PELLIEHNM O CBOEM
MEOUUMHCKOM OBCNTY>XWBAHWUW, BNIULWNTE CBOU MHULWMABI B MPOMYCKE MEPEL OAHWUM U3 TPEX 3AABNEHUN
HWXXE: (IF YOU WISH TO GIVE INSTRUCTIONS TO YOUR HEALTH CARE REPRESENTATIVE ABOUT YOUR HEALTH CARE
DECISIONS, INITIAL ONE OF THE FOLLOWING THREE STATEMENTS:)

Moe goBepeHHOe /N0 0653aH0 B pa3yMHbIX Npejesax c/e0BaTb MOMM YKa3aHUAM.
(To the extent appropriate, my health care representative must follow my instructions.)

MpuHUMas pelleHns o MoeM MeaULMHCKOM 06CTy>KMBaHMMU, MO€ JIOBEPEHHOE JINLO A0XHO
PYKOBOACTBOBATLCA MOMMM yKasaHuamu. (My instructions are guidelines for my health care
representative to consider when making decisions about my care.)

Mpoyne ykasanusa (Other instructions)

4. YKazaHug no MeanUMHCKOM NMOMOLLM B KOHLIE YKIN3HM
(Directions Regarding My End of Life Care)
3amoJsiHgd JaHHBIN pasfes, yuTuTe ciaenyroiree: (In filling out these directions, keep the following in mind)

* OOpMYyJIIHPOBKA «ECJIH ITO IIOPEKOMEHIyeT MOM IIOCTAaBIUK MeJUITMHCKOIO 06CIy)KUBAaHUSI» O3HAYAET,
YTO BBl IIOpyYaeTe Bpauy NOAKJJIKYHUTE BAaC K allllapaTaM >KHU3He0o0ecIledeHHUSsI, eCJIH OH COUTET, UYTO
3TO MOJKeT BaM II0OMOYb, U OTKJIIOUHUTH OT allllapaToB, eCJIM Bpau PeIlUT, YTO OHU He 06JIeTr4aloT Ballle
MeIUIINHCKOe COCTOIHUeE Uan cuMIOToMEL (The term “as my health care provider recommends” means
that you want your health care provider to use life support if your health care provider believes it could
be helpful, and that you want your health care provider to discontinue life support if your health care
provider believes it is not helping your health condition or symptoms.)

* TepMHUH «allllapaThl )KU3HeobecIIeueHHUsI» 03HaUaeT MeTUITUHCKYUEe MeTO/IbI ITO/IeP>KaHUs YKU3HU Iy TeM
3aMeHbI, BOCCTAaHOBJIEHU T UJIU IO Iep>KaHU S )KU3SHEHHBIX QYHKITUY opraHu3ma. (The term “life support”
means any medical treatment that maintains life by sustaining, restoring or replacing a vital function.)

* TepMHH «HCKYCCTBEHHOE ITNTaHNE» 03HAaUaeT BHYTPUBEHHOE BBeJleHHe [INTaTeIbHEBIX BEI[eCTB
YeJIOBEKY, KOTOPBIY He MOJKeT eCTh U TUTH caM. (The term “tube feeding” means artificially administered
food and water.)

* OTKasbIBasiCh OT UCKYCCTBEHHOI'O IIUTAHUS, BBl JOJIP)KHBI IOHUMATh, YTO 00BIYHO TaKOH 0TKa3 IIPUBOJUT
K UCTOIIeHHUI0, 06e3BOKHUBAHUI0 U cMepTH 60bHOTO. (If you refuse tube feeding, you should understand
that malnutrition, dehydration and death will probably result.)

* He3aBHCHMO OT BaIlleTo BEI60Opa MeTUITUHCKHE PAOOTHUKY OYAYT CJAeJUTH 3a BalllM KOMQOPTOM U
rurueHoi. (You will receive care for your comfort and cleanliness no matter what choices you make.)
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A. 3asBaeHMe Mo NoBoOAY MeAULMUHCKON NOMOLLMU B KOHLLE YKM3HU. EC/1M Bbl COracHbI C 3asBJIEHUEM HUMKE,
BMNULLMTE CBOU UHMLIMABI B MPONyCKe nepej HUM. Ecaum Bbl 3TO caesiaeTe, TO NPU XKeJlaHUM CMoXKeTe
[OMNOJIHNTEIbHO YKa3aTb, B KAKMX CJlydasix Bac He c/ielyeT NoAK/Io4YaTb K annapaTam XunsHeobecneyeHus.
(Statement Regarding End of Life Care. You may initial the statement below if you agree with it. If you initial the
statement you may, but you do not have to, list one or more conditions for which you do not want to receive life
support.)

51 He xouy, YTO6bl MO YKM3Hb NPOAJIeBasIM C NMOMOLLLIO annapaToB XU3HeobecneyeHus. A Takxe He
X04y, YTO6bl MEHS MOAKJIH0YAIN K UCKYCCTBEHHOMY NUTaHUIO. Ec/in Mol nocTaBLMK MeANLMHCKOrO
06C/TY>KMBAHUSA U eLlle OUH KOMMETEHTHbIN MeAULMHCKUA paBOTHUK MOATBEPAAT, YTO 1 HAXOXKYCh B
O/IHOM M3 NEPEYNCTIEHHBIX HUXKE MEAULIMHCKUX COCTOSHWUM, 5 XO4Y, YTO6bI MHE MO3BO/INJIN YMEPETH
ecTecTBeHHoM cMepThio. (| do not want my life to be prolonged by life support. | also do not want tube
feeding as life support. | want my health care provider to allow me to die naturally if my health care
provider and another knowledgeable health care provider confirm | am in any of the medical conditions
listed below.)

B. [lonosiHUTeNbHblE YKa3aHWUs MO NOBOAY MeAULLMHCKOM MOMOLLLM B KOHLLE XXU3HWU. HKe 13105KeHbI MOU MOXKeNaHUS
B OTHOLLIEHUM MeAULMHCKOIro 06Cy>KMBaHMS Ha CJ/lydald, eC/IM MO NOCTaBLLUK MeAULMHCKOro 06Cy>KMBaHUS

M elle oOAMH KOMMNETEHTHbIA MEAULMHCKUIA PabOTHUK NOATBEPAST, YTO S HAXOXYCb B OJIHOM U3 NMEPEYMUCIIEHHbIX
HUXKe MeAunumnHcKnx cocTosiHmin. (Additional Directions Regarding End of Life Care. Here are my desires about my
health care if my health care provider and another knowledgeable health care provider confirm that | am in a medical
condition described below)

A. TepMuHanbHoe cocTosHue. Ecnum s 6yay Ha rpaHM CMepTH, a annapaThbl XXusHeobecneyeHus CMOryT TOJIbKO
oTcpo4nTb ee, Ho He cnacTu MeHs: (Close to Death. If | am close to death and life support would only postpone
that moment of my death)

MOCTABBLTE CBOU MHULUMANDBI PAAOM C OAHWUM U3 MEPEYUCNEHHBIX HUXKE BAPUAHTOB: (INITIAL ONE)
S xouy, 4TO6bI MEHA MOAKAYNIN K UCKYCCTBEHHOMY nuTaHuio. (| want to receive tube feeding.)

S xo4y, 4TO6bl MEHS NOAKAHYNIN K UCKYCCTBEHHOMY MUTaHWUIO, TOJIbKO €CJIM 3TO NOPEKOMEHAYET
MOW MOCTaBLLMK MEAMLIMHCKOrO 06C/Ty>KMBaHUS.
(I want tube feeding only as my health care provider recommends.)

A HE XO4Y, 4To6bl MeHs nogkardanm K uckycctseHHomy nutanumio. (| DO NOT WANT tube feeding.)

MOCTABbLTE CBOW MHULMAJIBI PAOOM C OOHUM U3 NEPEYNCTEHHBIX HUXXE BAPUAHTOB: (INITIAL ONE)

S Xo4y, 4TOBbI MEHS NOAKUYNIN K APYrMM HEOBXOAUMBIM anmnapaTaM >XnsHeobecneyeHums.
(I want any other life support that may apply.)

S Xo4y, 4TO6BbI MEHS NOAKIHYUIN K anmnapaTaM >K1UsHeobecneyeHus, TONIbKO eC/in 3TO
NMoOpeKoMeHAyeT MO MNOCTaBLMK MeAULLMHCKOrO 06C1y>XMBaHUS.
(I want life support only as my health care provider recommends.)

A HE XO4YY, yTobbl MeHs1 NoAK/It04aAM K annapaTaM XXusHeobecrneyeHus.
(I DO NOT WANT life support.)
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b. 3anpepenbHas koma. Ecin 5 okaXKycb B KOMe 1 byaeT KpaliHe MaJIoBEPOSITHO, YTO sl U3 Hee Koraa-Hubyab
Bbiay: (Permanently Unconscious. If | am unconscious and it is very unlikely that | will ever become conscious again)

MOCTABBLTE CBOU MHULUMANDBI PAAOM C OAHWUM U3 MEPEYUCNEHHBIX HUXKE BAPUAHTOB: (INITIAL ONE)
S xouy, 4TO6bI MEHSA MOAKAYNIN K UCKYCCTBEHHOMY nuTaHuio. (| want to receive tube feeding.)

S xo4y, 4TO6bl MEHS NOAKIHYNIN K UCKYCCTBEHHOMY MUTaHWUIO, TOJIbKO €CJIM 3TO MOPEKOMEHAYET
MOW MOCTaBLNK MEAMLIMHCKOrO 06C/Ty>KMBaHUS.
(I want tube feeding only as my health care provider recommends.)

A HE XO4Y, 4To6bl MeHs nogkardanm K uckycctseHHomy nutanumio. (| DO NOT WANT tube feeding.)
MOCTABbTE CBOU MHULLMANBI PAOOM C OOHUM U3 MEPEYNUCTIEHHbIX HUXXE BAPUAHTOB: (INITIAL ONE)

A xo4y, YTO6blI MEHS NMOAKIHOUUAN K APYTMM HEOBXOAMMbIM arnnapaTaM »Ku3HeobecrneyeHus.
(I want any other life support that may apply.)

A xo4y, YTO6bI MEHS MOAKIHOUUAN K anmnapaTaM XXnsHeobecneyeHus, TOJIbKO €C/IM 3TO
NMOpeKOMeHAyeT MO NOCTaBLMK MeAULLMHCKOrO 06C/Ty>KMBaHUS.

(I want life support only as my health care provider recommends.)

A HE XO4Y, 4yTo6bl MeHS NOAKAO4aAM K annapaTaM XusHeobecrneyeHus.

(1 DO NOT WANT life support.)

B. lNMporpeccupytouiee 3aboneBaHme Ha nosgHen ctaguu. Ecnm s 6yay ctpagaTtbh OT MPOrpeccupytoLLero
CcMepTesIbHOro 3abosiIeBaHMs B TEPMUHAILHOW CTaANM U HAaBCeraa rnoTepsito CnocobHOCTb KakMM-1M60 obpasom
obuLaTbes, r10TaTh NULY M Boay 6e3 onacHOCTU A1 )KM3HU, YXaXKMBATb 3a COOOM, Y3HaBaTb CBOMX POAHbIX U
ApYyrux noaen, u byaet KpaHe MaJlIOBEPOSATHO, YTO MO€E COCTOsSIHME KorAa-HMbyab 3HaYUTENIbHO YAYYLLINTCS:
(Advanced Progressive lliness. If | have a progressive illness that will be fatal and is in an advanced stage, and | am
consistently and permanently unable to communicate by any means, 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)

MOCTABBTE CBOU UHULLUABI PAOOM C OAHUM U3 MEPEYUCSIEHHBIX HUXXE BAPUAHTOB: (INITIAL ONE)
S Xxo4y, 4TOBbI MEHS NOAKIHYUIN K UCKYCCTBEHHOMY NuTaHuto. (I want to receive tube feeding.)
S Xxo4y, 4TOBbI MEHSA NOAKIHYNIN K UCKYCCTBEHHOMY MUTAHUIO, TOJILKO €CJ1M 3TO MOpeKoMeHAayeT
MOW MOCTaBLMK MEAMLIMHCKOrO 06C/Ty>KMBaHUS.
(I want tube feeding only as my health care provider recommends.)

A HE XO4Y, uTo6bl MeHs nogKao4Yanm K uckycctseHHomy nutaHuio. (| DO NOT WANT tube feeding.)

MOCTABBLTE CBOU MHULUMANDBI PAAOM C OAHWUM U3 NEPEYNCNEHHBIX HUXKE BAPMAHTOB: (INITIAL ONE)
A xouy, 4TO6bI MEHS NOAKIKYNAN K APYTMM HEOOXOAMMbIM annapaTtaM »XMsHeobecneyeHus.
(I want any other life support that may apply.)
A xo4y, 4TO6bI MEHS NOAK/IKYNANM K annapaTaM KnsHeobecneyeHms, TONbKO eCc/in 3TO
NopeKoMeHayeT MO MNOCTaBLMK MeANLLMHCKOro 00C1y>XMBAHUS.
(I want life support only as my health care provider recommends.)
A HE XO4Y, yTo6bl MeHS NoAKA04a M K afnnapaTaM XusHeobecrneyeHus.

(I DO NOT WANT life support.)
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I. Tsvxkenenwmne cTpaganus. Ecnm annapaTbl XKMsHeobecnevyeHus He obaervyat Moe MeULMHCKOE COCTOSHUE U
Npu 3TOM NPUHYAAT MeHs UCMbITbIBaTb CUJbHbIE Henpexoasumne 6onu: (Extraordinary Suffering. If life support
would not help my medical condition and would make me suffer permanent and severe pain)

MOCTABbLTE CBOU MHULWANBI PAOOM C OOHUM U3 NMEPEYUCIEHHBIX HUXXE BAPUAHTOB: (INITIAL ONE)
S Xxo4y, 4TOBbI MEHS NOAKIKYUIN K UCKYCCTBEHHOMY NuTaHuto. (I want to receive tube feeding.)

S Xxo4y, 4TO6bI MEHS NOAKIHUNIN K UCKYCCTBEHHOMY MUTaHUIO, TOJILKO €CJ1M 3TO MOPEKOMeHAyeT
MOW MOCTaBLMK MEAMLIMHCKOIO 06C/Ty>KMBaHMSI.
(I want tube feeding only as my health care provider recommends.)

A HE XOUY, 4To6bl MeHs NOAK0YaAN K UCKyccTBeHHOMY nuTaHuio. (| DO NOT WANT tube feeding.)

MOCTABbTE CBOW MHWULMAJIBI PAOOM C OOHUM U3 NEPEYUCTEHHBIX HUXXE BAPUAHTOB: (INITIAL ONE)

A xo4y, 4TOObI MEHS MOAKIKYNAN K APYTMM HEOOXOAMMbIM annapaTaM >XM3HeobecneyeHus.
(I want any other life support that may apply.)

51 xouy, 4TO6bI MEHS MOAKOYNIIM K annapaTaMm XKusHeobecrneyeHus, TO/IbKO eC/in 3TO
nopekoMeHayeT MOW MOCTaBLLMK MEAULIMHCKOTrO 06C/Ty>KMBaHUS.
(I want life support only as my health care provider recommends.)

A HE XO4Y, yTo6bl MeHS NoAKA04a M K annapaTaM XusHeobecrneyeHus.
(1 DO NOT WANT life support.)

B. JonosHuTeibHble MHCTPYKLUU. Bbl MOXKeTe NPUNOXKUTb K 3TON popMe AOMNO/IHUTE/IbHbIN MUCbMEHHbIN AOKYMEHT,
ayamno- MU BUAEO3aMnCh C 3asiBJIEHMEM O BalUUX LEHHOCTAX N y6eXXAeHUAX, Ha OCHOBE KOTOPbIX MeAULMHCKNE
pPaboTHUKM AONXKHbI BYAYy T NPUHUMATb peLleHns O BalleM MeAULMHCKOM 06Ccny>KmnBaHMU. Hanpumep, Bbl MOXKeTe
onmcaTb, Kakyto cyabby Bbl 6bl MPeAnoYiv, eCIN BAPYT OKaXKeTeCb Ha FrpaHU CMepPTH, B 3anpeesibHOM KoMe, Ha
TepMMHaJIbHOM CTauKU Nporpeccupytollero 3ab6onesaHus Uan 6yaeTe UCMbITbIBAaTb CUJIbHbIE 60JIU, OT KOTOPbIX
MeMLMHA HUKorda He cMoxKeT Bac nsbaeutb. (Additional Instructions. You may attach to this document any writing
or recording of your values and beliefs related to health care decisions. These attachments will serve as guidelines

for health care providers. Attachments may include a description of what you would like to happen if you are close

to death, if you are permanently unconscious, if you have an advanced progressive illness or if you are suffering

permanent and severe pain.)

5. Mog noanuce (My Signature)

Mos nognuck (My signature) [aTa (Date)
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6. Ceuaetenn (Witness)

3ANOJIHATE OAUNH U3 NYHKTOB (A NN B) U MOCTABBLTE NOANMUCH.
(COMPLETE EITHER A OR B WHEN YOU SIGN.)

A. HOTAPUANBbHOE 3ABEPEHWNE: (NOTARY)

LLraT (State of)

Okpyr (County of)

MoanucaHo UaM NOATBEPXKAEHO B MoeM npucyTcTBum (Signed or attested before me on)

2(2) roga rpaxxa. (by)

NYBJINYHBIN HOTAPUYC — LUTAT OPEFTOH (NOTARY PUBLIC - STATE OF OREGON)

b. 3ACBUOETE/IbCTBOBAHWE (WITNESS DECLARATION)

51 MMYHO 3Halo YesioBEKA, KOTOPbIN 3aNoJIHUA 3Ty dopMy, Unum Buaesn(a) ero yaoctopepeHue AM4YHocTu. A
NoATBEpPXKAato, YTO 3TOT YE/I0OBEK B MOEM MPUCYTCTBUMU Nognucan 3Ty GopMy UK NOATBEPANII, YTO MNOAMNMUCH Ha
HeWn NpUHaANEXKUT eMy. HacKo1bKO 1 MOTy CyAUTb, 3TOT Y€JI0BEK NMOHMMAET Ha3HavyeHMEe JaHHOro AOKYMEHTA,
nocaeAcTBUs ero NOAMNMCaHUS U He HaXOAUTCA Noj NpUHYX AeHneM. KpoMe Toro, s He ABASCh HU OCHOBHbIM,

HW a/IbTEPHATMBHbIM JOBEPEHHBIM JIMLLOM 3TOMO YesioBeKa. S TaKXKe He SIBJIIH0Cb HM Ero JieyallMM BpauoM, HU
MeAULNHCKUM paboTHUKOM, OCYLLLECTBASALWINM yxoq 3a HUM. (The person completing this form is personally known
to me or has provided proof of identity, has signed or acknowledged the person’s signature on the document in my
presence and appears to be not under duress and to understand the purpose and effect of this form. In addition, |
am not the person’s health care representative or alternative health care representative, and | am not the person’s
attending health care provider.)

MonHoe numsa cemnaetens (nevyaTHbiMm 6ykBamn) (Witness Name (print))

Moanucek (Signature) [aTta (Date)

MonHoe umsa cemnaeTtens (nevyaTHbiMm 6ykBamn) (Witness Name (print))

Moanwucsk (Signature) [aTta (Date)
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/. Cornacme Moero J0BepeHHOro imua

(Acceptance by my Health Care Representative)

A cornatwatoch B35Tb Ha cebs1 06593aHHOCTU JOBEPEHHOIO NMLLA.
(I accept this appointment and agree to serve as health care representative.)

OOBEPEHHOE JIMLUO (HEALTH CARE REPRESENTATIVE)

Nmsa n damunma (neyatHbiMu 6yksamu) (Printed name)

Moanuck naun gpyroe noaTeep>kaeHue cornacus (Signature or other verification of acceptance)

Jata (Date)

MEPBOE AJIbTEPHATMBHOE JOBEPEHHOE JINLLO (FIRST ALTERNATE HEALTH CARE REPRESENTATIVE

Nma n damuansa (neyatHbiMu 6ykBamm) (Printed name)

Moanuck nnu apyroe noaTeep>KaeHme cornacusa (Signature or other verification of acceptance)

JaTta (Date)

BTOPOE AJIbTEPHATUBHOE OOBEPEHHOE /JINLLO (SECOND ALTERNATE HEALTH CARE REPRESENTATIVE)

NMa n damuansa (neyatHbiMu 6ykBamm) (Printed name)

Moanuch nnu apyroe noaTeepykaeHue cornacus (Signature or other verification of acceptance)

JaTta (Date)

AHPL21907888RU 2/22
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