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ADVANCE HEALTH CARE DIRECTIVE

RN

#AH INSTRUCTIONS

AFAGHIF — B — R LR IRE B UERIRT T e e e —E A
RAE B R R ERIRBEA » B (R 17 S0 A S AN A 55 A il o 2 20 L i 2R 1
HATIHRESIBIE o Gt ] DIFEE — (i M B - s RS — R GENIE -
AEES - BAEFEIG I N AREES R M B REIE R - & m B A ] DU (R
o

SR i RS B . O U IR AR B A A B R (E T R B P DR & Bl A
BB IEAE R 2R PR B R R B N B B - PRIFEROCHE B A i B
REGEFEH -

PRIFIEAENETRAE S EBI » TR A 61

1. [AREEERE T AREE - 00t - HRPS - SIELIERs - 20 - s e B S ek ik
DUHIREFY -

2. REFUEEE N B R BRI -

3. B SCERZ R - SRR - R BRI

4. PEERERL B T RUER (1 > Bk - Bk A T BB K e HE
AR HEETE - ARG O R RET -

5. fAlges s BGH - BeREEREEEE - RirrER R -

B - BHIAEEANRESIE RO ERE ARrE T 0 - s U A R B 16 % (convulsive

treatment) » FEAIMRLTT RIS T MnGERRE ) - 188 S TiRUE

RAGHEE B SR AR B U B R B % 7 IS TR e Nam B e &

T AEA - B @R LR LIFGE TR At » Gl - simbRikEsr &

A ain Bk AR AR B th nl (£ E MR el MEmH AR -

i BRI H OB BN AL B ar R RS T R MR - B IR A SRR

28 a0 -

Oy BRI e E g AHIRIS 2ta fEnUee A4 - HALRBUEREE AR » EIEERZ

BRI - RAEMIEEEE RN o GRS a2 RO ARHEE f/

IR B SRR LU B R B I E AT

BALFTRF R AR T R BB B R EF R TRERXBEABAR o

California Healthcare Association ATTE/
Translated & Proofread by Kaili Liang & Angela Chen; Approved by CPMC Patient Relations 10/19/04
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Iy ETERENASAZIEE POWER OF ATTORNEY FOR HEALTH CARE
REBAREE : RANFEE T ATEBIRACEE AR ST B FRRE -

Name of individual you choose as agent:

EEER R A
Address:
ik -

Telephone:
WaE -

(home phone) 5¢/% &zt (work phone) TEEEZE  (celllpager) F [/ 1EIT (%
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Name of individual you choose as first alternate agent:
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Name of individual you choose as second alternate agent:
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EoEMY - BTEBEISM (GRiEM) DONATION OF ORGANS AT DEATH (OPTIONAL)
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(Health and Safety Code Section 7158.3)
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FMES - REBEE  GEIEM) PRIMARY PHYSICIAN (OPTIONAL)
HHEE MY EERARK R L

Name of Physician: Telephone:
B A
Address:

Hutik -

SR 5 DLERFHE e B ENRE - AeEH - SHESHIFTL M A A ERERIR
RERRE - Hdae MYIBAEERHRRERS L

Name of Physician: Telephone:
BAEAEF, i
Address:

HitE -

FHEH - FA SIGNATURE
KEEVEEEMAUAF S ESIIE AR S BEAE NERTEE -
#FE: EMELREFHE -

Date:
H A
Name:

1+

(sign your name) g2 EHHES (print your name) /- 16 2 & B IFEE
Address:

itk
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% A FIRST WITNESS

Name: Telephone:
4 AL
Address:

itk

Signature of Witness: Date:
PN 2 H i
SE—& A\ SECOND WITNESS

Name: Telephone:
1, ik
Address:

Huk

Signature of Witness: Date:

S NGNE £ H i

BALBAEN - D LI LA E YIRS

R ATEMINE B S BT T SIS FRR T A S 0 R 04% - 15
A+ SR EATBIR - RASTRATAL - (E I BB G T S B R
R B 85 -

IC T

LT G PR R Y

State of California }
}SS.
County of }
On (date) , before me, (name and title of officer)

personally appeared (name(s) of signer(s) )

o personally known to me OR o proved to me on the basis of satisfactory evidence

to be the person(s) whose name(s) is /are subscribed to the within instrument and acknowledged to me
that he/she/they executed the same in his/her/their authorized capacity(ies), and that by his/her/their
signature(s) on the instrument be person(s), or the entity upon behalf of which the person(s) acted,
executed the instrument.

WITNESS my hand and official seal. (Civil Code Section 1189)

Signature of Notary:

276 ,,E/ California Healthcare Association
Translated & Proofread by Kaili Liang & Angela Chen; Approved by CPMC Patient Relations 10/19/04



Form 3-1 Advance Health Care Directive

FRERMG - 4RI ABZER  SPECIAL WITNESS REQUIREMENT
A2 ERLPEEERE Oy ) i o R
mAES (B S E AT EZHEIF STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN

I declare under penalty of perjury under the laws of California that I am a patient advocate or
ombudsman as designated by the State Department of Aging and that I am serving as a
witness as required by Section 4675 of the Probate Code.

Date:

Name:

(sign your name) (print your name)

Address
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