 FORM3.1
ADVANCE HEALTH CARE DIRECTIVE
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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¢/& &5 77 (work phone) T (F&E7%  (celllpager) F 1/ (HIF [
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Name of individual you choose as first alternate agent:
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Address:
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i
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Name of individual you choose as second alternate agent:
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Address:
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Telephone:
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RS - (WA FE D A& R s Sm EEELLER T i i e -
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EoEMD - BTEBEIEM (R4 DONATION OF ORGANS AT DEATH (OPTIONAL)
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(Health and Safety Code Section 7158.3)
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FMED - REBEE  GEIEM) PRIMARY PHYSICIAN (OPTIONAL)
HHEE MY EERARK R L

Name of Physician: Telephone:
WA A
Address:

Hutik -

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

Name of Physician: Telephone:
BAAE 2, i
Address:

HitE -

FEHES - FA SIGNATURE
KEEVEEEMAUAT 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 BHEh
Address:

itk

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

Name: Telephone:
1, T
Address:

Huk

Signature of Witness: Date:

S NGNE £ H 14

BALBAEN - D LI LA E YIRS

R ATEMINE B A BT T SIS FRRE T A S 0\ 04% - 15
A+ SRABEATBNR - RSTRATAL - (E I BB S A T S B R
s BB I 85 -

CIC 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:
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FRERMG - 4RI ABZER  SPECIAL WITNESS REQUIREMENT
A2 ERLREERE oy ) i o
mAES (B S E AT EZ R EIR 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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