"OPTIONAL ADVANCE HEALTH-CARE DIRECTIVE

Explanation

You have the right to give instructions about your own health care. You also have the right to name someone
else to make health-care decisions for you. This form lets you do either or both of these things. It also lets you
express your wishes regarding the designation of your primary physician.

THIS FORM IS OPTIONAL. Each paragraph and word of this form is also optional. If you use this form, you
may cross out, complete or modify all or any part of it. You are free to use a different form. If you use this
form, be sure to sign it and date it.

PART 1 of this form is a power of attorney for health care. PART 1 lets you name another individual as agent
to make health-



PART 1

POWER OF ATTORNEY FOR HEALTH CARE

(1) DESIGNATION OF AGENT: | designate the following individual as my agent to make health-care
decisions for me:



(3) WHEN AGENT'S AUTHORITY BECOMES EFFECTIVE: My agent's authority becomes effective
when my primary physician and one other qualified health-care professional determine that | am unable to
make my own health-care decisions. If I initial this box [ ], my agent's authority to make health-care decisions
for me takes effect immediately.

(4) AGENT'S OBLIGATION: My agent shall make health-care decisions for me in accordance with this
power of attorney for health care, any instructions I give in Part 2 of this form and my other wishes to the extent
known to my agent. To the extent my wishes are unknown, my agent shall make health-care decisions for me in
accordance with what my agent determines to be in my best interest. In determining my best interest, my agent
shall consider my personal values to the extent known to my agent.

()



(8) RELIEF FROM PAIN: Regardless of the choices | have made in this form and except as | state in the
following space, | direct that the best medical care possible to keep me clean, comfortable and free of pain or
discomfort be provided at all times so that my dignity is maintained, even if this care hastens my death:

(99 ANATOMICAL GIFT DESIGNATION: Upon my death I specify as marked below whether | choose
to make an anatomical gift of all or some of my organs or tissue:
[ 1 [1CHOOSE to make an anatomical gift of all of my organs or tissue to be determined by medical
suitability at the time of death, and artificial support may be maintained long enough for organs to be
removed.
[ 1] 1CHOOSE to make a partial anatomical gift of some of my organs and tissue as specified below,
and artificial support may be maintained long enough for organs to be removed.

| REFUSE to make an anatomical gift of any of my organs or tissue.
| CHOOSE to let my agent decide.

— —
—_

(10) OTHER WISHES: (If you wish to write your own instructions, or if you wish to add to the
instructions you have given above, you may do so here.) I direct that:

(Add additional sheets if needed.)

PART 3

PRIMARY PHYSICIAN



If the physician | have designated above is not willing, able or reasonably available to act as my primary
physician, | designate the following physician as my primary physician:

(name of physician)

(address)  (city) (state) (zip code)

(phone)
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(12) EFFECT OF COPY: A copy of this form has the same effect as the original.



