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i
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HEALTH SYSTEM

Directive for Health Care

5§f?ﬂ%&éﬁ@i%@§5%%§5)

Respecting Your Right To:
(BEERIL FHRF: )
Choose Your Health Care Agent
GEEE BT REARZEN)

Choose the Authority Given to Your Health Care Agent
CEER T E BT REAEN BIALR)

Choose Your Preferences Related to Treatment & Care

G&# 5T AP EMH R

Printed Name ( T.¥IHE#:44)

Birthdate C(H4EHHD
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Name: (4. )

Getting Oriented (H3L5q))
You may fill out Part One, Part Two, or

PART ONE- Choose a Health Care Agent (the person(s) you both, but if you have filled out ANY
choose to make health care decisions for you when needed). section ’of s e i B B MIUST
[85—05% - P LRIT (R IR (I Tt 4 1 0 0N Ay 1 it be filled in to make it legally valid,
ITIRIETTEIIN - ] GERTLUHS B, 85y, Bk
PART TWO- Select some medical treatment preferences. PIATY, IR D IS T AR KIE
B - iR T lf- D iR sy, MBSURE FEPIESy, LMEHR

PART THREE- Guidance for your Health Care Agent HAERT. )

CB=H - MG IR AAE H 4R 7D

PART FOUR (Required)- Your signature and two witnesses.
(BB (W) - ERIEAFPE WIEN. ]

Explanation and Directions for this Advance Directive: (A& REIBBERBH: )

1. This is an important legal document.
(X2 EEAEER . )

This document goes into effect 2. This is a way to communicate health care preferences to your
only when you are unable to (or health care providers and others who care about you (e.g. friends,
choose not to) make health care family).
decisions for yourself. [3BC 2 1) 445 9 R T AR AR B AL IR s O N BB . RO
ARSI R (oA FEIA T (A i —F 7 2 ]
N E O BRI R A R 5 I . . .
R ] 3. This document does NOT give permission for your health care

agent to make business or financial decisions on your behalf

CRRSCAAS Fo v S IR R T CRABAR R AR R 85 A8 L 78 5% B0 45 15D

Steps to Take After Completing This Advance Directive: (SERATIERE R
BB )
1. Talk about your advance directive and your health care related goals and preferences with:
(5L ARSI T FE 7 DL B B 7 DR AR AR OC B bR A 22 D
U Your Health Care Agent and Backup Agent Q Your Friends

R BT ORAE AR AR 8 FAREE D IR KO
U Your Family U Your Emergency Contact
GNP (EHRE SRR O

2. Give copies of your advance directive to: ([a] LI R A SR MLE TR mBIA: )
Q Your Health Care Agent (/ST {REAIEN)
Q Your Backup Health Care Agent (1 ()8 FH 257 R4 AL B A )
Q Your health care providers (4 (#) B 7 {744

3. Keep a copy of your advance directive where it can easily be found (e.g. on the refrigerator).

PRESE TR B 7 R ASTBUE 78 B 17 (BlnvkAs £ . ]

4. If you are going to the hospital or a nursing home, take a copy of this document with you and ask that it be
placed in your medical records.
ORI B B Be BT R bt 135 Bl B #5410 X A0 SO I RUAS, IR ERIG FORAN B BT ie . )
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Name: (4. )

Remember: You may revoke this completed form (advance directive) at any time by:
[EiEAE: fanr LARER @ AR 7 sy b iy SRR s (SR 1 ]
1. Completing a written statement declaring your preference to revoke that is signed and
dated; OR
GE— A, AEA SRS, I8 EH: 83
2. Stating your desire to revoke the document in the presence of a witness 18 years of age
or older who completes a written statement of your expression within 30 days of your
declaration. The statement should be signed and dated; AND
(B A BB AE A7 18 % s L b WAE NFEI HIH 00 N3 2ot Z WAE NSRRI A
BJE I 30 RN e — I RIEKI B MRE . A NAELIHERHH; R
3. Communicating the revocation to your attending physician and other health care providers.
(5ER TR EAMIEAD T RER AR W, DR SR r. D

How Often Should You Consider Making Changes to Your Advance Directive?
(BN ZEAEBELBHITRER? )
It is good to review and update your advance directive when one of the following occurs:
CHHI A TE B0, BIF EF I R BsRR: )
U Decade- at the start of a new decade of your life (every 10 years)
[ 74 - NEFHERIG (B 10 4£) ]
O Death- if your health care agent dies or if your choices have changed after the death of a loved one
(FET- - USRS R BT DR AARTE N 26 tH sl 28 N 25t R I i #4732 k)
U Divorce- if you marry someone other than your health care agent or if you divorce your healthcare agent,
then this document is automatically revoked
CEAE - MRS S R 7 REEACEEN ISP NGE A4S, B an SR 5 M BT ORI NS, 4 B
L GED)
U Diagnosis- if you are diagnosed with a chronic or serious illness
(2B - AR IEHES W B 18 I ™ FBR )
O Decline- if your health gets worse over time, especially if you are no longer able to live on your own.
(REB - AR A R L BE A I 18] O HERS T AL, JEHOR AN PR e A B 2R3 1D

Need help completing this document? (FBEHBISERMEICHE? )

Contact a Respecting Choices advance care planning facilitator at wellstar.org/acp to ask a question.
[i5H#E % wellstar.org/acp [ Respecting Choices (BLEEFR) TP H AL B I 52 530 ) f . ]
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Name: (4. )

PART ONE: My Choice for Health Care Agent ((—#4y: RIEFEMETFHFELIEN)
(Part 1 will be effective even if Part 2 is not completed)

(R F 2 i AR 5, L il AR

Who Should You Choose as Your Health Care Agent? (R iZik B HRAE 4R B BT 4R 42

REAN? D
e Someone who knows you well, and will respect your goals and values (@& 4 7 2 5 44 (1) H br A0 E
MTAD
e Someone you trust to make decisions in difficult circumstances ({15 1E 1) BE W% £ R 3 1) 475 50 T i
PSERIND

e  Someone who will be a good advocate for you and follow your decisions, even if he/she may not agree
with them  CEPAE A/ 4ty AT BE AN [ E0X Le kg, 2 B Pl O 380 15 i R 1 D
e Someone 18 years or older (18 £ u Ll FHIAD

Who Cannot Be Your Health Care Agent? GEARBSHAREKIETHREMAEAN? )
e A health care provider if he/she is directly involved in your care (EEJ7{Rf4RtE, /S5
JASEABLD)
e Someone younger than 18 years old (18 % PAL FIAD

If I can no longer make my own health care decisions (or | choose not to), this directive names the person |
authorize to make these choices on my behalf; even if | do not fill out my treatment preferences in the next
part. This person will be my health care agent.

[WERILAREFM B CRBRT IR e (IR FEAMIE) , HIRRIRE T BRBBACRIAM X L £ 1
N BUERBAAE T —H MG R Wi, AR SOy M BT fREEARHEN . ]

The Person | Choose as My Health Care Agent: (REFBAERNETHEAREABNAN)

Name (¥4 Relationship (X&)

Telephone (Cell) #1f (FHL) (Work) (TL/E) (Home) (fE%)

Address (Hhhlk)

Email Address (optional) [FE-F BBl (AT ]

If my health care agent cannot be contacted within a reasonable time period or for any reason is unable or
unwilling to act as my health care agent, then | select the following back up health care agents to be contacted
in order of choice.

CUnSRICIEAE & BRIV I (8] Y IR BB IN BT AR AEMREEN, B3 i TR IR B, HTEVE B I B AR SR BT R f
REEN, A FIEFALIE LLR 15 R F A 26 F BT ARAEAAEEN . )

Back-Up Agent # 1: (ZHAREAN—)

Name (#:4) Relationship (&)

Telephone (Cell) 15 (FHL) (Work) CTAE) (Home) (%)

Address (Huhib)

Email Address (optional) [HFHEEHEE (ATiED ]
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Name: (4. )

Back-Up Agent #2: (ZHAREA)

Name (#:4) Relationship (% &)

Telephone (Cell) #H1i (FHL) (Work) (TAE) (Home) (fE%)

Address (k)

Email Address (optional) [HL-FHEfFHubE (FTiED ]

Q By checking this box, I'm indicating that | do not have a health care agent. Instead,
please allow my selections on Part Two to guide my health care decisions.

G MAERSREE BT REREN . BARZ, & RITFERERES B2 1EERES
REIBESTHRE. )

What My Health Care Agent Can Do: (IRAEFRERBEATMEH4: )

I understand that | have chosen a health care agent to make decisions for me related to my health care.
He/she will have the same authority to make any health care decision that | could make. For example:

(FRT AR, ROEEBFELT RNy 5 T BT ORIEAH SR E o A/t K 316 AR [ A SAefi H BT
DA HS B AT B2 7 OR AR R RE o 4B

e Take my instructions and what he/she knows of my preferences/values to act in my best interest.
(i AR R 73 BA B A/t 5ok 38 ) i 47 AT BLAR B T 8, SRR & e KM 23 94730 D
e Authorize, request, refuse, withdraw, and/or withhold any and all types of medication, treatment,
procedures or health care.

(AL WK B4 BURAI/ BN AR AT A KB 250, J697 . B EET R 2. D
e Consent, negotiate and/or contract for any health care facility or service for me, such as assisted
living, skilled nursing facility, hospital, hospice or nursing home. These actions will not make my
health care agent liable to pay for these services. CHIRFIR . p 7 A/ LI AT AT B2 7 CR f A7) Bl AR
%, GlanFE AR O . LB R, IRARMEYT IR . REAT AFFA SR EST R4
RIS NIX LRSS AT R T D
e Review and release my medical records as needed for my medical care.

CRIRYE A BT 7 B s ZE A AP R B BT e 3. )

Note: Under Georgia law, a court can take away the powers of your health care agent if it finds he/she is not
acting in accordance with your preferences. Your health care agent DOES NOT have the power to make
decisions regarding behavioral treatment, sterilization, treatment or involuntary hospitalization for mental or
emotional iliness, or addictive disease.

G ARIEVIE MR, dn SRkl g B BT R AR NG 2 B I 0 4R AT 3, VAR T BASIRF AL
o I BEST ORAE IR NSO 0 300 B0« BB YRR I AT R TT . 88 . 1T BE B IR 557
HHIRE . )
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Name: (4. )

What My Health Care Agent Can Do After | Die: (REIETFEREBALR MG MR
H4: )

| understand that my health care agent can make decisions about the following (unless | have initialed to
indicate | do not want him/her to have that authority/ability):

(3 7, BRI BT ORAEACE R LA BT IS P (BrARE O Btk 2 8 5 RS 44 LR W A B L AT %
BURIGEST) = ]

1. Autopsy- My health care agent WILL have the power to authorize (give permission) for an autopsy

(PR - ZATETF IRIECEEARF G IRIER (T iF) #7772

2. Organ Donation and/or Body Donation- My health care agent WILL have the power to donate my body
for use in a medical study and/or donate any of my organs

(B B TR ER S TR - A H91ST (RIS CEENFE T B AGHI T[T 5 15/ T 0T R 2GR 1 (1T 75 D

3. Final Disposition of My Body- My health care agent WILL have the power to authorize the final
disposition of my body including funeral arrangements and burial or cremation
(RS BARE - N7 IR CTEN R IS NG AT IRAELL B (AFTFEA 2 FILEFE
k1t

Only initial those things that you DO NOT want your health care agent to be able to do after you die
(UL B FREE, URGENFLENET RN ELE LG ER I FIE)

1. Autopsy: (Initial) I do NOT give the authority to my health care agent to authorize an
autopsy (unless required by law).

[PH: (2 T R4 TR B BT R AR BEBUIAT R (BRIRI:
R . ]

2. Organ Donation and Body Donation: (ESE3EMEAE kB0 : )
a. (Initial) 1 do NOT give authority to my health care agent to donate my body for use in a

medical study.

[ EHE R BRI IEEST (R SRR R I & 1 T2 ]

b. (Initial) I do NOT give authority to my health care agent to donate any of my organs.

[ (E#E RS REBH BRER NS R AR R . ]

3. Final Disposition of My Body: (Initial) I do NOT give authority to my health care agent to
make decisions about final disposition of my body.

[REAEFREAE.: (W42 i BERE AL ) B BRI BT SR A AREE N 3R
DRI B A S B RE - ]

I want the following person to make decisions about the final disposition of my body:
(RATE LT A GO 5 1 1 e 28 Ak B A S oRE - D

Name (#£44) Phone C(HLiF)
Address (M)

Initial your preference for the final disposition of your body:
(LN R4, BNERT Gk 24 B I w T - )

(Initial) 1 want to be buried. (Initial) I want to be cremated.

[ (WA E TR REELRE. ] [ (A E TR REE kL. ]
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Name: (4. )

PART TWO: My Treatment Preferences 334> RGBT IRG)
(Part 2 will be effective even if Part 1 is not completed)
(AT L gl AT, 552 il tHAF A2

This is your opportunity to make your preferences clear. Your health care agent and your doctors will refer to
this section as a guide when you cannot make informed decisions. If you did NOT name a health care agent or
back-up agent or if he/she cannot be reached, you can direct your care with the choices you indicate below.
WITH ANY CHOICE BELOW, | understand | will be kept clean and comfortable and continue to receive
medications for pain control and comfort.

CHE AT DATE X 3 B A I oo A evi R At voe iy, S8 0 BT AR AAREE N R I R AR 1 2 2 A A N
163 WHREBA e T (AR A s AR, B0 W SR TEVR I R BV A BT (R AR ER N, & mT LA
AE T e S PR R I BT . B AR TS AR, IR T MRS IR TS AT ISR, R4k
SRRk b SIPL ST RIS S )

Initial each statement you choose as your treatment preferences if you are in these situations:
(R EATXEER, BEBEFEENBT MIFHREXREREIE AL 5 FREL: )
If | have a terminal illness (incurable or irreversible condition) and my attending physician and another
physician believe (and write in the medical record) that | will die within a short period of time, this is my
choice:
(R EGHEE COVER BB R I HIREIREEM R — A EA VN GRHEERTidskH
) FOR RN I L, MEUR R ]

1. | want to extend my life for as long as possible using all treatments that the doctors believe
are reasonable. Some examples are a machine that breathes for me (respirator/ventilator),
feeding tubes, blood products, medications, and/or fluids given to me through an IV or
treatments for chronic medical conditions. (FAEfH AN AA BRI AIRTT 7%, RTREEKR
Wiy . Bl E s AN TP AL (RPIRES/PIRL)  PREE . MRS 25900 EE
FBKAR, BB IESIRIATT . )

OR (E&)

2. | want to allow my natural death to occur by refusing or stopping all treatments except any |
choose below: (FA @I L4807 IEFTARITRERBASET, (H2RA FHEBREIAETIRITRRIM

a. If I cannot get nutrition by mouth, | want to receive nutrition by tube/other medical means.
(WA RS R NE TR, BARR I EE AT 77 APAFE TR D

b. If I cannot drink fluids by mouth, | want to receive fluids by tube/other medical means.
CHZRIBANRE L DN, FRARIE I8 A B2y 77 SN sk . )

C. If | need assistance to breathe, | want to have a ventilator/respirator used.
CO R PR A By, FRARAE P L IR 25 o

d. If my heart or pulse has stopped, | want to have cardiopulmonary resuscitation (CPR) used.

[ R I DAL B 7 1E, FARBEAT LI E IR A (CPR) . ]
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Name: (4. )

If | am in a state of permanent unconsciousness (an incurable or irreversible condition) in which my

attending physician and another physician believe (and write in the medical record) that | am not

expected to recover the ability to know who | am, who my friends and family are or where | am, this is

my choice:

(R AE TRA BRRE (ARG AT RPRGD , JF AR FIREAEMS M EEINN
OFSERITIERT) T RASKE MERE Ol ROPAME AR, B AW AR

T T PR AL - ]

1. | want to extend my life for as long as possible using all treatments that the doctors believe
are reasonable. Some examples are a machine that breathes for me (respirator/ventilator), feeding tubes,
blood products, medications, and/or fluids given to me through an IV or treatments for chronic medical
conditions. [FRAEAE A EZ AN NG B ITAIRIT 7%, RATREKRP AR, ~OIaE. H A LB
FOBLES CRPIER/RRIbl) « MREE . MR 2500 e kR, SRS EERIRIRTT . ]

OR (BF#&)
2. | want to allow my natural death to occur by refusing or stopping all treatments except any |
choose below: (EAEES H4 8T LA ET LR BASET, (ERERA N HIEFRAEMEIT RS D
a. If I cannot get nutrition by mouth, | want to receive nutrition by tube/other medical means.
i RFA RS DHNE TR, A @ AR T 77 R E TR D
b. If I cannot drink fluids by mouth, | want to receive fluids by tube/other medical means.
CanSRFA GBS DN A, FRAR @ B AR =7 7 2 ik . )
C. If I need assistance to breathe, | want to have a ventilator/respirator used.
Can SRR ZE P A By, JRAEAE FH IR/ IR A% D
d. If my heart or pulse has stopped, | want to have cardiopulmonary resuscitation (CPR) used.

[ RO I Bk 7 1E, FRARHEAT LI E I5R (CPR) . ]

My additional preferences and wishes regarding my health care: (FRX}ESTARME K F Al
frRIFFEE)

Attach Additional pages about treatment preferences (signed and dated) as needed

(A2 i KB LK T 7677 2 I T (3525 79 A ]
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Name: (4. )

PART THREE: Binding Guidance for Health Care Agent
CE=3: METRERBEARLRERER)

When making health care decisions for me, my health care agent must think about what action would be
consistent with past conversations we have had, my treatment decisions as expressed in PART TWO, my
religious and other beliefs and values | hold, and how | have handled medical and other important issues in the
past. If what | would decide is still unclear, then my health care agent should make decisions for me that
he/she believes are in my best interest, considering the benefits, burdens, and risks of my current
circumstances and treatment options.

(IR BA S B 7 R s i, BRIV BT G QN 2075 R R L AT 3 S BA 1 2 it RSB ZFarhx
EHNEYT E  FRAV SRS A AR AZ AR B AL 3 2 A0 B 7 A0 JHLAth B 2 (o) U 7 20AH — 3. an SR IR o
SEATIRANIE R, FRE BT ORAEACEE NI N 12 09 Bt F O AT & Jde KA 2t (O, (RN =5 R 2038 B A B 15 0 AN
BIT TR Z AL SRR . D

If I have appointed a health care agent who gives instructions that differ from my treatment preferences in
PART TWO of this Advance Directive, then | direct that (Initial only one of the following):

(U SRR 58 A BT PR A AR S AR R S RAEA TR R B 3B P AT ImiF AR, AR Uk
FIJUOFU R FRES) |

Follow Advance Directive: This Advance
Directive will override instructions my Health
Care Agent gives about prolonging my life.

(Initial) - CRESH 7R354 GU IR 7. A FAE R e TR
B (R AR 06 T KR
{_\‘o)

Follow my Health Care Agent: My Health Care
Agent has authority to override this Advance
(Initial) (W48 74D Directive.

CEPEFRA BT REABEN : FRAJETT REEAR
HNA BUERI AT IR R )

PART FOUR: Making this Advance Directive Complete and Legally Valid
CEUE: EAMBR 2B ERFERYM

Sign and date (or acknowledge signing and dating) this form in the presence of two witnesses. Both withesses
must be emotionally and mentally capable and at least 18 years of age, but the witnesses do not have to be
together or present with you when you sign this form.

[FEPI A4 WAE NAES 1 DL S 2528 IR A TR T Y] (BURRA RS Z AE R 0D o PIAL WA N 5 0 50 O B RTRS
i bfEA, JFHEDEN 18 ¥, (B HEEE RN, WIE AL SEE BT, ]

A witness: (WAEAN: )

e Cannot be a person who was selected to be your health care agent or back-up agent(s)

(ABERPOENE R BRIT IR B FAREEA IO
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Name: (4. )

e =l

e  Cannot be a person who will gain financially from your death (A& Rl 4 £ A7 SR A5 25 R 25 B )
e  Cannot be a person who is directly involved in your health care (ANfEfE B S 5 E BT R D
Only one of the witnesses may be an employee, agent or medical staff member of the hospital, skilled nursing
facility, hospice or other health care facility in which you are receiving health care (but this withess cannot be
directly involved in your health care).
[RA— 4 WAk NPT AR 2 7 RAE I B e« LMV BRI S PRNLAY At BT LA PR e 52 . ARERN
BES AR (HIZWIEAAREES SERETRE) . ]

My Signature and Date (FRIZ4LZF B

This form revokes any advance directive for health care, durable power of attorney for health care,
health care proxy, or living will that | have completed before the date indicated beside my signature.
This form does not revoke an advance directive for behavioral health treatment.

(LR RIS FUFTR B i G REME TR KIIERNETERS. BT REHR
ARTRIE. WREASEEONMT AR RIS THL KB ER. )

| am emotionally and mentally capable to make this advance directive and | understand its purpose
and effect. | agree with everything written in this document and have completed this document of my
free will.

(RELEAFMH T RS, AR ERRER, FARTHEILBONRT. RABREXHFRFEA
%, HEBERAEIH. )

Signature (%£44) Date (H )

My Witnesses (IR IEAN)

The maker of this Advance Directive signed this form in my presence or acknowledged signing this form to me.
| believe this person to be emotionally and mentally capable of making this advance directive. | am at least 18
years old and | signed this form willingly and voluntarily.

CATRBAR R B2 F ARG 0L 28 7R, s 3Rl 72 F 3R . U A O BARS #H 7
HfE4, RERSME TR R . FROEHW 18 ¥, Bt HHEAEFILERK. )

Witness Number One: (JiEA—)

Signature (%:4) Date (HHD

Printed Name of Witness ( WiF AR THRIE S #:42)

Address (k)

Witness Number Two: (WIEA=)

Signature (%:4) Date (HD

Printed Name of Witness ( WiF AR THREE#E:42)

Address (Hiudik)

w5 This form DOES NOT need to be notarized (R ATIEAIE) *rrerx
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