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The Person | Want To Make Health Care Decisions For Me When | Can’t Make Them For Myself.

f I am no longer able to make my own health care

decisions, this form names the person I choose to
make these choices for me. This person will be my
Health Care Agent (or other term that may be used in
my state, such as proxy, representative, or surrogate).
This person will make my health care choices if both
of these things happen:

* My attending or treating doctor finds I am no
longer able to make health care choices, AND

*  Another health care professional agrees that
this is true.

If my state has a different way of finding that I am not
able to make health care choices, then my state’s way
should be followed.
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Choose someone who knows you very well, cares.about
you, and who can make difficult decisions. A spouse or
family member may not be the best choice because they
are too emotionally involved. Sometimes they are the best
choice. You know-best. Choose someone who is able to
stand up for you so that your wishes are followed. Also,
choose someone who is likely to be nearby so that they can
help when you need them. Whether you choose a spouse,
family member, or friend as your Health Care Agent,

make sure you talk about these wishes and be sure that

this person agrees to respect and follow your wishes. Your
Health Care Agent should be at least 18 years or older (in
Colorado, 21 years or older) and should not be:

. Your health care provider, including the owner or
operator of a health or residential or community
care facility serving you.

. An employee or spouse of an employee of your
health care provider.

. Serving as an agent or proxy for 10 or more people
unless he or she is your spouse

or close relative.

Picking The Right Person To Be Your Health Care Agent

52p5 519,75 aR1T L2071 TR W 1w N2

NP XOW WY NDWN 11X AT 12 .Mwp mudnin
1270 wan Maynn 553 anra naon 1nan
DIRNNM 710 YT ANX 20T 72100 717120 19 0 o b
TRBRYAY 773 7M1 OY Tnyd Mo inwm ana
591w 773 NP NI MOXW WM N2 ,5012 ARSI
,AMRWN 12,277 12 N2 OX 72 .35 PIPT AINK WX poob
mOX MORWN 5Y 1215 TP ,7OW MNIRTAN 1N 720 IR
1785 S1a5 PmbRwn NR 1235 010N A1 0TRY XM
21 7151p2) mnnd 18 12 nrnb PHw mKMan van by
o X9 (N IR

IR OOpan 550, Pw R Movn poo e
51970 IR D™ IR TIRMA (pan YW Syann
MR wnwnn mihp

IR D00 PO DY T LW M AR TY e

ROK AN IX D'WIK 10 MY 1N WNWNI DI e
SMRWN AP IR HW N1 ]2 KIN DR




:X17 DW NIRMAN 20¥10 9MA UK INIRY DIRA
The Person | Choose As My Health Care Agent Is:

Phone nabv  First Choice Name ANWRY MDY DW

City/State/Zip mpn/nrm/yax Address nano
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If this person is not able or willing to make these choices for me, OR is divorced or legally separated from me, OR
this person has died, then these people are my next choices:

Third Choice Name nwbw mortyaow - Second Choice Name MW Mo Tya Dw
Address nano Address nano
City/State/Zip TR/ nr /YN City/State/Zip Mpm/nrm/yaR
Phone pabv . Phone N5

If | Change My Mind About Having A
Health Care Agent, 1 Will

o . Destroy all copies of this part of the
Five Wishes form. OR

e _Tell someone, such as my doctor or
family, that I want to cancel or change
my Health Care Agent. OR

e Write the word “Revoked” in large
letters across the name of each agent
whose authority I want to cancel.
Sign my name on that page.
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I understand that my Health Care Agent can make health
care decisions for me. I want my Agent to be able to do
the following: (Please cross out anything you don’t want
your Agent to do that is listed below.)

Make choices for me about my medical care

or services, like tests, medicine, or surgery.

This care or service could be to find out what my
health problem is, or how to treat it. It can also
include care to keep me alive. If the treatment or
care has already started, my Health Care Agent
can keep it going or have it stopped.

Interpret any instructions I have given in this form or
given in other discussions, according to my Health Care
Agent’s understanding of my wishes and values.

Consent to admission to an assisted living facility, hos-
pital, hospice, or nursing home for me. My

Health Care Agent can hire any kind of health care
worker [ may need to help me or take care of me.

My Agent may also fire a health care worker,

if needed.

Make the decision to request, take away or not
give medical treatments, including artificially-
provided food and water, and any other
treatments to keep me alive.

See and approve release of my medical records
and personal files. If I need to sign my name to
get any of these files, my Health Care Agent.can
sign it for me.

Move me to another state to get the care I need
or to carry out my-wishes.

Authorize or réfuse to authorize any medication
or procedure needed to help with pain.

Take any legal action needed to carry out my
wishes.

Donate useable organs or tissues of mine as
allowed by law.

Apply for Medicare, Medicaid, or other programs
ot insurance benefits for me. My Health Care
Agent can see my personal files, like bank
records, to find out what is needed to fill out
these forms.

Listed below are any changes, additions, or
limitations on my Health Care Agent’s powers.
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My Wish For The Kind Of Medical Treatment | Want Or Don’t Want.

believe that my life is precious and I deserve

to be treated with dignity. When the time comes
that I am very sick and am not able to speak for
myself, [ want the following wishes, and any other
directions I have given to my Health Care Agent, to
be respected and followed.

What You Should Keep In Mind As
My Caregiver

e I do not want to be in pain. I want my doctor to
give me enough medicine to relieve my pain,
even if that means that I will be drowsy or sleep
more than [ would otherwise.

e Ido not want anything done or omitted by my
doctors or nurses with the intention of taking
my life.

e [ want to be offered food and fluids by mouth,
and kept clean and warm.
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If you have a medical emergency and ambulance
petsonnel arrive, they may look to see if you have a
Do Not Resuscitate form or bracelet. Many states
require a person to have a Do Not Resuscitate
form filled out and signed by a doctor. This form
lets ambulance personnel know that you don’t want
them to use life-support treatment when you are
dying. Please check with your doctor to see if you
need to have a Do Not Resuscitate form filled out.

In Case Of An Emergency
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What “Life-Support Treatment”
Means To Me

Life-support treatment means any medical
procedure, device or medication to keep me alive.
Life-support treatment includes: medical devices
put in me to help me breathe; food and water
supplied by medical device (tube feeding);
cardiopulmonary resuscitation (CPR); major
surgery; blood transfusions; dialysis; antibiot-

ics; and anything else meant to keep me alive. If I
wish to limit the meaning of life-support treatment
because of my religious or personal beliefs, I write
this limitation in the space below. I do this to make
very clear what I want and under what conditions.
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Here is the kind of medical treatment that I want or don’t want
in the four situations listed below. I want my Health Care
Agent, my family, my doctors and otherhealth careproviders,
my friends and all others to know thése directions.

Close to death:

If my doctor and another health care professional both
decide that I am likely to die within a short period of
time, and life-support treatment would only delay the
moment of my death (Choose one of the following):
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I want to have life-support treatment.
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I do not want life-support treatment. If it has been started, I want it stopped.
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I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.



In A Coma And Not Expected To IR Mpnn noy X5 nnTIna

Wake Up Or Recover: SWWINND
If my doctor and another health care professional both 0w 10750 701 IR PIXPN WK HW KON DX
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the moment of my death (Choose one of the following):
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I want to have life-support treatment.
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I do not want life-support treatment. If it has been started, I want it stopped.
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I want to have life-support treatment if my doctor beliéves it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.

Permanent And Severe Brain Damage 21139X1 011 11521 N0 TR prn Saw

And Not Expected To Recover: “WWIRNAD MDY
If my doctor and another health care professional both DIIW 105N RO AKIM PIYpN WK W XMA DX
decide that I have permanent and severe brain damage, 5139 21X ,AaTh) ;75 M MmN P b 0w

(for example, I can open my eyes, but T.can not speak
or understand) and I am.net expected to get bettet, and
life-support treatment' would only delay the moment of
my death (Choose one of the following):
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I want to have life-support treatment.
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I do not want life-support treatment. If it has been started, I want it stopped.
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I want to have life-support treatment if my doctor believes it could help. But I want my doctor to stop giving

me life-support treatment if it is not helping my health condition or symptoms.



In Another Condition Under Which |
Do Not Wish To Be Kept Alive:

If there is another condition under which I do not wish
to have life-support treatment, I describe it below. In
this condition, I believe that the costs and burdens of
life-support treatment are too much and not worth the
benefits to me. Therefore, in this condition, I do not
want life-support treatment. (For example, you may
write “end-stage condition.” That means that your
health has gotten worse. You are not able to take care of
yourself in any way, mentally or physically. Life-support
treatment will not help you recover. Please leave the
space blank if you have no other condition to describe.)
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he next three wishes deal with my personal,
T spiritual and emotional wishes. They are
important to me. I want to betreated with dignity
near the end of my life, so I would like people to do
the things written in Wishes 3, 4, and 5 when they
can be done. I understand that my family, my doctors
and other health care providers, my friends, and others
may not be ableto dothese things or are not required
by law-to do these things. I do not expect the following
wishes to place new or added legal duties on my doctors
or other health.care providers. I also do not expect these
wishes to excuse my doctor or other health care providers

[from giving me the proper care asked for by law.
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My Wish For How Comfortable | Want To Be.

(Please cross out anything that you don’t agree with.)

I do not want to be in pain. I want my doctor
to give me enough medicine to relieve my pain,
even if that means I will be drowsy or sleep

more than I would otherwise.

If I show signs of depression, nausea, shortness
of breath, or hallucinations, I want my care

givers to do whatever they can to help me.

I wish to have a cool moist cloth put on my

head if I have a fever.

I want my lips and mouth kept moist to

stop dryness.

I wish to have warm baths often. I wish to be

kept fresh and clean at all timés.

I wish to be massaged with warm oils as often

as I can be.

I wish to have my favorite music played when

possible until‘'my time of death.

I wish to have personal care like shaving, nail
clipping, hair brushing, and teeth brushing, as

long asithey donot cause me pain or discomfort.

I wish to have religious readings and well-

loved poems read aloud when I am near death.

I wish to know about options for hospice care to
provide medical, emotional and spiritual care for

me and my loved ones.
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My Wish For How | Want People To Treat Me.

(Please cross out anything that you don’t agree with.) (.omp oraon (IRw DDwon 5y NR PRn XIX)

* I wish to have people with me when possible. Jmw ny 523 a0 0w,
I want someone to be with me when it seems ) 1IN TWRD YD

that death may come at any time. Bobhl

* I wish to have my hand held and to be talked D2 ,17W NN 29K 1027 T X PN
to when possible, even if I don’t seem to .OMNX

respond to the voice or touch of others.

AR VTW OX1M X
J0W DY

* I wish to have others by my side praying for

me when possible.

W NIMNXN TR0 MAnw 0¥ K
WpANM 19N XKW W TNwn
MK P,

e I wish to have the members of my fai
community told that I am sick and a

pray for me and visit me.

1,ANnw K5n 27X H1ovwdb moth v X
.maxy

e [ wish to be cared for wi

cheerfulness, and not sadn

o I wish to have "S5 0MP DWIARM SW mnnn Piw v K
Jnom Tyd i

my room,

AW ¥ IR ,0MN02 01PWH HNnon KR ox
195N ,07P1 1w DY nomn Syw Dyynm
2955501 D DX MWaNT 0TpnA

JAWAHNX 1270 OX ,)N°22 mnS ¥ MK
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5 NOXwWNn — WISH 5

JUPNAVTIY AXIN AKXRWY "nb vaaa MHONYN
My Wish For What | Want My Loved Ones To Know.

13

(Please cross out anything that you don’t agree with.)

e [ wish to have my family and friends know that

I love them.

e I wish to be forgiven for the times I have hurt

my family, friends, and others.

* [ wish to have my family, friends and others
know that I forgive them for when they may

have hurt me in my life.

e I wish for my family and friends to know that T
do not fear death itself. I think it is not the'end,

but a new beginning for me.

e I wish for all of my family
peace with each other be

if they can.

e I wish for myfamily and friends to think about
what I was like before I became seriously ill. I

want them to remember me in this way after

my-death.

fam iends and
ec wishes even if they

gree hem.

e [ wish for my family and friends to look at my
dying as a time of personal growth for
everyone, including me. This will help me live

a meaningful life in my final days.

(.omp oraon (IRw DDwon 5y NR PRn XIX)

LOMKR MK ARW 19T M2Mm 2 X1

MPAD DAY Dpna Sy TR wpah axn AR’ e

0NN ,"12[3 2 AnNAwna

ANGRIRALS
50 ARY
21 7onna

THID APRXW 1WT M2AM "NNOYNY 11X 7N
ROX ,10N AT PXW 2N IR aNXY NNnNnnm
J12Y IwTn nnnn

‘T DY AT Mhw Mnown 712 53w A AKX
.02127 071 DX ;’Mn

2185 N1 TYID 1AW MM TNNDWHY A 1K
T T2 NN 1O AW AN X WP AN
2N anxb

D">00NN DWIRA 191 2M "NNYYNYW X1 "X
X 000N DX OX DA "MSRWN X 17227 12

nY "NIN2 IR MM NNDWHY A IR
"5 Py 927 2mIX 5510 ,05195 DR anxpnd
DMK M DU MYnWn 0PN NnD



I wish for my family and friends to get DS w2 OX Y1y N5ApH D Mam NNOwNY XM AR e
counseling if they have trouble with my death. ANNW DS PP PMHN MM TY ¥ IR M oY 3
I want memories of my life to give them joy LYY XN

and not sorrow.

After my death, I would like my body to be :(NNX MIWDX 9pA) NONWAINT IK MMANKD,

(circle one): buried or cremated. Jawn axd 1apn
(cremated) (buried)

My body or remains should be put in the K27 DIp) MAPY "TARAR NI .

following location

The following person knows my PN TS YA PMORWA DAN YT KAN OTIRA e

funeral wishes:

;0N 02T X "737 TMNNX RIX ,‘DT’TI'? Y AR TY SR nwm ox
If anyone asks.how I want to be remembered, please say the following about me:

IR TIX™MP WOP 407,120 D“U'I) DA 02T DR 915 T DPOYW MY "IN ,’WDTY? MN2IX DPU 1717 DX
:(75w mnx mInrn mwpa
If there is to be a memorial service for me, I wish for this service to include the following

(list music, songs, readings or other specific requests that you have):

NRIX DM2RO1NS wpad 501N ,nnaTS nwhs NN mbXwn navind 190 pa1on 01pNa WRNw KIX)
1718401 DIPAD PIPT ANX OX 1NN N9AR5 TYNR ApTY PAK YD 03 NXN 7 1907 M0 anxS 1o 5o
(.7 7Y

(Please use the space below for any other wishes. For example, you may choose to donate any or all parts

of your body when you die. You may also wish to designate a charity to receive memorial contributions.

Please attach a separate sheet of paper if you need more space.)
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Signing The Sy Annn

Five Wishes Form MSRWNA wnn Jnon
Please make sure you sign your Five Wishes form in the DY W MINONA 77w MYKRWNAT Wi 7non S 0inny 1opn
presence of the two witnesses. woan, X
1, , ask that my XD AN 591 a0 ,0INK RN DI NNV RO P NNDWNW

family, my doctors, and other health care providers, my friends,
and all others, follow my wishes as communicated by my Health
Care Agent (if I have one and he or she is available), or as other-
wise expressed in this form. This form becomes valid when I am
unable to make decisions or speak for myself. If any part of this
form cannot be legally followed, I ask that all other parts of this
form be followed. I also revoke any health care advance direc-
tives I have made before.

OX) "W MMM X0 5P NN TOXRW 18 "MORWN NX
DANW 73 NONX 112X, (D771 XAR Riox1 f12 S wr
mobnn Saph 1wa UK WX PN, 0333 AT TR0N.LT TRona
5w 1wHa pSn AN X5nS npin 1021 RS DR nypawanaTd I
1K 12 112 12w 01X 0PN Y2AnR Xonb wpan X ,nT Jnon
2X1971 919705 Paa nnIw Mnmp nPnan 5o nxra Svan

: Signature  nnnn
- Address nan>

: Phone nabo :Date 7xn
W!tness Statement- Ty NAnxn
(2 witnesses needed): I(D"W 2 D"(U'ﬁ'l')
I, the witness, declare that the person who signed or acknowledged ("oIR" 155) AT ©2V WX X DANW DIRAW VYN STV IR
this form (hereafter “person”) is personally known to me, that he/ X1 0910 | 715K 07NN DY MNN K/XIM WK D 10N
she signed or acknowledged this [Health Care Agent and/or Living X1/ RN AN DMK WK IX [07N2 ARNY IR/ MRM2
Will form(s)] in my presence, and that he/she appears to be of sound X5 [yown IX 1mNn ,0MNR YIS QNN DPRY T9HY YT 02RN)
mind and under no duress, fraud, or undue influence. Jann
I also declare that I am over 18 years of age and am NOT: MKW ONW 18 Syn "Hnw nYn X 12 12
* The individual appointed as (agent/proxy/surrogate/ (5mvn Sw 1"y/opn Xonn/1910/2¥1)3 NMnn OIRA e
patient advocate/representative) by this document or WA IR 71T 0N -y

his/her successory

* The person’s health care provider, including owner or
operator of a health, long-term care, or other residential
or community care facility serving the person,

5wanm IR 09Pan D513 ,07X MK S X190 Ma7on pao e
D197 X MM 1PRN IR TR IS MK jpnn bw
,OTX MK DX wnwni nip

* An employee of the person’s health care provider, 0N MK HW X197 519°07 paD HW T *
* Financially responsible for the person’s health care, ,0TX AMKX SW 2X1377 512705 Noarn IXANX e
 ‘An employee of alife or health insurance provider for ,OTR IMX DW DN MO 2 IR X197 1072 pH0 5w 121y e

the person, ,021 717K IR LPRIP ,0T 1WpA OTR IMKD 211pn e

* Related to the person by blood, marriage, or adoption,
and,

* To the best of my knowledge, a creditor of the person
or entitled to any part of his/her estate under a will or
codicil, by operation of law.

MWD PHAS ARITIX DTR IMK HW 7w eX NPT 20mD e
.71 85 1nwha MHo1 X AXNY 15 1w bw

(Some states may have fewer rules about who may be a witness. DYWARD TWRI DIPIN MIND DMPPY 120 MHNon M Tn1)
Unless you know your state’s rules, please follow the above.) RIX ,27 T 7PINA X7p2 17 DX XOR 0719 Nnd 09w
(55 mmxn by T1opn

15



Signature of Witness #2 #2 Ty nnNn Signature of Witness #1 #1 Ty nnnn

Printed Name of Witness D197 YN QW Printed Name of Witness D197 YN DW
Address nano Address n21n9
Phone nabo Phone N5

- 279011 MW
Notarization-

1772771 2YMm MITOMP D1NT LMD NAY MR AN Ay P winT
Only required for residents of Missouri, North«Carolina, South Carolina and West Virginia

. If you live in Missouri, only your signature should be notarized. 200 MRS PIRT TNNTA P LN WA ANX DX .
° Ifyou live in North Carolina, South Carolina or West Vzrginia, ,nuv'.ﬁﬁ APNIR ﬂJ”bﬁP DT ,FIJ”‘?'HP 19X "NNN TNX OX .
you should have your signature, and the signatures of your bw 0Ty MR ,INRnn Sy SN K Saph Thy

witnesses, notarized.

STATE OF COUNTY OF

On this day of , 20 , the said

, and , known to me (or satisfactorily proven) to be the person named in the

foregoing instrument and witnesses, respectively, personally appeared before me, a Notary Public, within and for the State and County aforesaid, and

acknowledged that they freely and voluntarily executed the same for the purposes stated therein.

My Commission Expires:

Notary Public

05w NSRWAN WRAS PONpoNT NV NNAYA DR 975 Dann PoNpo™ awin
Residents of WisconsiN must attach the WiscoNsIN notice statement to Five Wishes.

Jo%wa % www.agingwithdignity.org nmnaa xiynb 1nm aymnn nanym qon yrn
More information and the notice statement are available at www.agingwithdignity.org.

191, 7137510 BT L,AVIPT 1IDY ,PA1-17 L, A A ANDT ,0PTONP L,MINDSH MR NITONA DT
.07 TP I oo by Siyab orarn v

Residents of Institutions In CALIFORNIA, CONNECTICUT, DELAWARE, GEORGIA, NEW YORK,
NortH DAKOTA, SOUTH CAROLINA, AND VERMONT Must Follow Special Witnessing Rules.

oY DWARD 12 ,MN0 TNX 919705 7wmn ANK pRn ,MAR 072) D701 MT01MA ANN ANX DX
WA 275 MnIwnn mMrTan Anxa (woan mxXmad Tom I, MMaNonn IR MHow nmbann
AWP MY RIR ,q01 Y5 Pw mbRwnn wnnb apin and T nrnen Ty et Sy mapnd 7oy
J70N ANX 12 TOmMa 050101 Sw 1T 7Y IR ORWI0 Ty 0y

If you live in certain institutions (a nursing home, other licensed long term care facility, a home for the

mentally retarded or developmentally disabled, or a mental health institution) in one of the states listed
above, you may have to follow special “witnessing requirements” for your Five Wishes to be valid. For
further information, please contact a social worker or patient advocate at your institution.
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MSRWN wnn qron NX nnbwnw anxd meyd on

np .S A¥nn pIRS 000 DR XOn e

R MW 10K 127 T DWAK 7D JNK MK
THw nbRwnn wnn

10 .AXDINA X2 P2 POW XA 0P AT
MSRWN wnn Tnon Sw pny Hw xomb
JRID77T PN DY XITW XTMID Tapn L Pw
55 19m TR DX AN XOMAW KN
0°X2115 11D MINN IX 1NN wpa a by
JOIX 172w 2 0500na 0MInX

TOINA IX O9IM N2 THOWKRNN 1NK DX
JPW NORWNA wnn AR AR 1P Y0
2N PN MR D535 wpa

* [ have given the following people copies of my

completed Five Wishes:

9-5y P1712 TNONS MITY PRSI DINND TAp .

Tow MSXWN wnn 7 .N1PNIna MK
I N 1Hap

oY , oW "MKRMAN 2N oY ROXwn 5P aaT
10 .07 MWN NNKY DNX 0P Nnawn 1A
X5nn nbRwnin wnn Jnon Sw.apmy omnbd
o

D1pn2A YHY NNANW Mpni Py IX NPY
TNW .NDDI2 IMX NNWN SR JNEa T
MIX XXM 7777 1MW 7T T AW MK
2O PIPT INR AWK

wnn YW opniy 0°Ran DwaRS NN
25w MbRWwN

17

TRERY 5 5Y MIYS [N PR 202WN PIvR T5 RIS NS PX RN DX 13005 75 yod 11 nbRwn wnn
IR TOXW mMYNN oKX .NYS NP 0NAwR.0 RN AN X0 axn 5o ,nnw Kin 01X 52 wnannd wyn 525 paa
7 nHapH 0wawN 1R AXIDIN DINNA YI¥PN WX OY MY ,NnNon 2

Five Wishes is meanit to.help you plan for the future. It is not meant to give you legal advice. It does not try to
answer all questions about anything that could come up. Every person is different, and every situation is dif-
ferent. Laws change from time to timexdf you have a specific question or problem, talk to a medical or legal

professional for advice.

PR D00 - NbXWwn wRn

S I

Important Notice to. Medical Personnel:

JNISRYN Wnn DY DN ARIX 0910 NI SRIDIN NIXT NAIYN nyTIn

Signature nn'nn

. in.an emergency. My Agent is

E PR 'Y NIRDAN A'XIN NIFNINYT DRNNA IX/1 AT 0N DXNNA 19V9 KX
. NIN "I 2NN .0

Please consult this document and/or my Health Care Agent

Name nw

Address naind

City/State/Zip Tipm/nrmm/yr

i Phone 119170

My primary care physician is: :Xin @ "wxIN 19000 9NN

Name ov

Address naind City/State/Zip Tip'n/ny/yx

Phone 1910

My document is located at:

72 K¥N) 'Y qnonn

OY MWD YIS MK 15X D5p 07019 IR NN






InbRwn wnn' by ommR 0w on

1127pNN XD .NORWA wnn Sw orna axny m5 0ntnw 1on f¥ K0 a0 2P 0001 MR 18D 13w Xonn oyn Ty
"apm1 vpw 15 N .MwYS HY N NN PITA UYT IR NN 0D

Cheryl K.
Longwood, Florida

biaon bw orwmnn DRI Prynn 1K1 ,Ma05 P 102 Jnoni NDRWNN wnn AR N2MK KR
"5 2P MY Tnona NwnNwn X JWIRD D190 - nnRa oawn

Susan W.
Flagstaff, Arizona

11271 72 52 MnTpw Ny T XS 0P X R Map 5aph nydbRi XKW mMobnan nx 5aph 1onoye o7
" 75 12 P51 MR X5nh viws 15127 X .awnnm w72 52 qnon by mn S1pwb xw e

Diana W.

Hanover, Illinois .

,Aging with Dignity ™»-5y myu 'mbxwn wnn'
120n5 EwIRd Prob TP Meyh 0w TwX M1 nond XHw X
wnn' Sw mnen .awp nbnn bw mapna 0w onw Mavon nx Haph
Robert Wood Johnson 11pn payn myynxa awaxnn 'mbxwn
.Foundation

Five Wishes was created by Aging with Dignity, a
nonprofit organization with a mission to help people plan
and receive the care they want in case of a serious illness.

Development of Five Wishes was made possible by a.grant
from The Robert Wood Johnson Foundation:

wBDignity
==
P.O. Box 1661
Tallahassee, Florida 32302-1661

www.agingwithdignity.org
(888) 594-7437

Translations of Five Wishes:made WaRN MOXWn wnn 5w oaan
possible through support from AN MYYNXa

J

United Health Foundation

Professional translation services provided by *-5Y 1PDIOW DMPIXPN DN TWN

Language Services Associates

X 590wb px .Aging with Dignity mbpaa oyw nmoam 1mn amn X ar mons 1m0 .mmnw nmnar 53 .(mana mipTin) Aging with Dignity Sw inon 1o xin (mbxwn wnn) Five Wishes
Tnon 10w mya .Aging with Dignity nxn anaa anaon X5 ,pm MmxS nonxb nown 531X ,n05pn ,0non 057 5513 2191 X MOphK sy¥nX 511X Ay 531 ar ;s Swnwhs phn ted
WnHA'a K WINTW IR NXK 9190w 53 .0MnKa TR X answnn Mand xioan M1eon b boonb ,xonb Hw Xonn ‘mbxwnn wnn' 0910 Sw pmy ppod 12 1K 055 15 1mn ,0mEr nmMana an

,Charles Sabatino ,Kate Callahan -1 ,2 7non nbxwn moea> nnnnn 5y Oregon Health Decisions -5 mmnb nwpan Aging with Dignity. Aging with Dignity -n mwx 2mm 'mbxwn
.ty may Tere Saenz -1

Five Wishes is a trademark of Aging with Dignity. All rights reserved. The contents of this publication are copyrighted materials of Aging with Dignity. No part of this publication may be reproduced
or transmitted in any form or by any means, electronic or mechanical, including photocopy, recording, or any information storage and retrieval system, without written permission from Aging with
Dignity. While the contents of this document are copyrighted, you are permitted to photocopy them to provide a copy of your completed Five Wishes form to your physician, care provider, Health Care
Agent, family members, or other loved ones. All other reproductions or uses of Five Wishes require permission from Aging with Dignity. Aging with Dignity wishes to thank Oregon Health Decisions
for contributing to the drafting of wish number two, and Kate Callahan, Charles Sabatino, and Tere Saenz for their help.
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