ADVANCE HEALTH CARE DIRECTIVE
CALIFORNIA POWER OF ATTORNEY FOR HEALTH CARE
(Appointing an Agent to Make Health Care Decisions)

NOTE:/COMPLETION OF THIS FORM IS ONLY THE FIRST STEP. YOU SHOULD DISCUSS YO
WISHES IN DETAIL WITH YOUR DESIGNATED AGENT(S).
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AGENT’S AUTHORITY
Except as limited by this document, my agent will have authority to make health care decisions for me to the
extent that I now have authority to make my own health care decisions. This authority includes, but is not
limited to, the authority 1) to accept or refuse treatment, nutrition and hydration, 2) to choose a particular
physician or health care facility, and 3) to receive, or consent to the release of, medical information and
records. If I have the mental capacity to make my own health care decisions, my agent shall not have the
authority to make any health care decision with which I disagree.




Except as limited by this document, this authority includes the authority to authorize an autopsy, donate all or
part of my body, and/or determine the disposition of my remains.

AGENT/S DUTIES
My agent shall\make decisions for me in accordance with this power of attorney for health care, any written

instructions I have provided to my agent and my other wishes to the extent known to my agent. To/the extent
my wishes are unknowry, my-agent shall make decisions for me in accordance with what my agent determines
to be in my best interegt. In detexmining my best interest, my agent shall congider my persor
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END-OF-ETFE DECISIONS: I direct that my health care providers and others involved in my care provide,
withhold, or withdraw treatment in accordance with the choice I have initialed below:

(a) Choice Not To Prolong Life. I do not want my life to be prolonged if (1) I have an incurable and
irreversible condition that will result in my death within a relatively short time, (2) I become unconscious
and, to a reasonable degree of medical certainty, I will not regain consciousness, or (3) the likely risks and
burdens of treatment would outweigh the expected benefits, initial here ; OR,

(b) Choice To Prolong Life. I want my life to be prolonged as long as possible within the limits of
generally accepted health care standards, initial here

RELIEF FROM PAIN: Except as I state in the following space, I direct that treatment for alleviation of pain
2



or discomfort be provided at all times, even if it hastens my death:
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Certain|individiials cannot serve as witnesses. Those rules are set forth in the following witness statements.

I declare urider penalty of perjury under the laws of California

(1) That the individual who signed or acknowledged this advance health care directive is personally
known to me, or that the individual’s identity was proven to me by convincing evidence,

(2) That the individual signed or acknowledged this advance directive in my presence,

(3) That the individual appears to be of sound mind and under no duress, fraud, or undue influence,

(4) That I am not a person appointed as agent by this advance directive, and

(5) That I am not the individual’s health care provider, an employee of the individual’s health care
provider, the operator of a community care facility, an employee of an operator of a community care facility,
the operator of a residential care facility for the elderly, nor an employee of an operator of a residential care
facility for the elderly.
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