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Wishes for Health Care: Short Form . @ Minnesota Health Care?
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See other side for complete directions
L o o - & & . g
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Full Name: Date of birth:
BcorpINIENY Svcdovtesio
1. lappoint the following person to serve as my primary (main) health care agent. This person will make health care decisions for
me if | cannot communicate or make these decisions myself:
Saeccc19G9UNHLEIOVBEGVADCNLIIVACCDTREWIVALEA (T1N) 29S8, UNHVDaLTLETNIL GoSvlegSuNIqus
gorwILeegges hgee  LIIWINITW BAoSvlacimcosdvee:
Name Relationship
) NIVIIVY
Cell phone Other phone
tnardusH Tnarsus
(Optional): | appoint th|s person as my alternate health care agent in the event my flrst health care agent is not available.
(199cS507): BoexcerndgundubciudocnunvacageiwivSiseassgos lnordiidiocnunmg
Name Relationship
3 NIV
Cell phone Other phone
lvarSusH VITIVS
2. (Optional): 1 give the following instructions about my health care (my values and beliefs, what | do and do
not want, views about specific medical treatments or situations): If you need more space, continue on other side
(n99c30): aav‘lmaoccv~uomluv:n;onu:mvoccosa~wouaagaav (smmcco :00r0cdoe9gee, SlidoncEo warbcieonIy, hog:
DERIJOTHUNILBLBONIINIVEWOTEWIFTENIENIDV): TacsrcTeINILBLHZILE, 230lGNNndcsen
Signature Date
298]V SuH
Notary Public in the State of Minnesota
nvsusegmazur Wwdo Hucvigem Notary seal
County of urhvmSuse9
c200ne99
In my presence on_ (date), (name)
Qothue 2hu2e92IWH ca'm)onu Suh 3

sl

o]
W

acknowledged his or her signature on this document, or acknowledged that

he or she authorized the person signing this document to sign on his or her
susowcquzagmomjzag‘lucan’muu mstﬁmmomgsaga"umo?mchqucan"s‘m
DS‘)U').U‘ZUCST) S')UD

Signature of Notary

My commission expires (date)
OYLINILINIV289208MHONIVOCIO Sk

OR Statement of Witnesses
VOHINTECNH2DYWESID

Witness 1 Witness 2
W 1 W 2
Print Name: Print Name:
2yva: 230

(Witnesses must be 18 years of age or older and cannot be your primary or alternate health care

983V 209SLSDY

ne witness cannot be your health care prowder or an employee of your health care provider.)
S)‘?DQDWﬁUS?D?OCUUQﬂmUSﬂ?DO?USQ Ld')UZB‘]CT-J') lJ'lCUDh) DT)‘:]')DQS‘)(Q‘ZU)UDT)?D Qeazar wwaajcmlo

A long form is avallable If you wish to more fully describe your health care wishes.
WOLEICLVLN T IVCIDINIVOATVIODIVUIONBVIVNIVQECIIR: W IVLDINIWITEL O VN

2
This document will not apply to any intrusive mental health treatments (electroconvulsive therapy or neuroleptic medications).
conzowivlolaBuniviviosvgeswwsvnovanues (njosunivlaluuisens:mvey vio lqendowserndvnovamnues).
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Do | have to complete this Health Care Directive?
2960129CSONIVQCCII2EWIVDBV?

No. You may complete it today or at a later date, or you can decline to complete it. However, completing this form will

help make sure you get the care you want. Putting your choices in writing helps loved ones know if they’re doing what you want
b. chaerosrcgogacSosnlnds §luwied, Gurwsmoutdegoiiagodncdosn. 81910n0w, muducuvwevbargosluicils dacalaEumvqrs
Hivancegnan. nworgmucSenasgcdactivaredndnssvargoelndningoacdacdacgadativionciooningd

What information am | being asked for?

Question 1: This question is about your health care “agent.” Your agent is someone you choose to speak and make

care decisions for you if you cannot. Consider naming a family member or friend who knows you well and understands

values. Showing your agent this document and talking about it with him or her is important. Make extra copies to

with your health care agent, health care providers, and other important people in your values. Showing your agent this document
and talking about it with him or her is important. Make extra copies to share with your health care agent, health care providers,

and other important people in your life.

SooHNTILMIZNLNEY?
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Question 2 (Optional): This question is about health care and other wishes you may have. You may be as specific or

general as you like. You may include:
E)’)TT)JJU) 2 (1/17369877) E)‘)T]‘)UDCCUUT))OT)UT)‘)DOCCQS2 WIVCCALOOIVUINTE U)D‘)SD‘:]U)CQ‘)S‘)O’:D £0. CQ‘)S‘)O’:D T]‘).L)CUUSvCh)‘)u U)U)OZUC')‘)J.)U) CQ‘)C’)S‘)J’)‘)D

C’cD‘)S')O’chQO.L)E).

0 your goals, values, and preferences about medical
00099, O, (CATOH0IVDNZ2D9CHINIONUVNIVLWO

1 the types of medical treatment you would want or not
[SE CwO2893’)‘)1)’.5DOOU)"I‘)T)‘)DCCL;)OU)CGJ‘)C’)S‘)T)‘)DU)U

o how you want your agent or agents to decide
cmme‘)n')u?mmoccmummoccmnaegcmmosjn%ccuo?o

0 where you would like to receive care (such as at home or a hospital)
UenitiancigniniieoSuNWQE (aovmcseum?sgmu)

0 whether or not you would like to donate your organs, tissues, and eyes
UO"IC’Q‘?GJ D’)CQ‘)UE")T)QQ‘)T)@ 20&) o, CCLI)QQ"] CCe C7‘723")C®‘7

Notary Public or Witnesses
NIVSULSDYIFINIVEVLERNWESID)

A notary public or 2 witnesses must verify your signature on this Health Care Directive. The witnesses must be 18 years of age
or older, and cannot be your primary or alternate health care agent. At least one witness cannot be your health care provider

or an employee of your health care provider.
mususajamm:) D 2 W emmagesjQuowcauaajcm‘lumsgmuocco32~w‘>uu wreciodery 18 BEig9ns, warbzII0ctnAOCLNIVQED

ot mumum Fucdondnasgcdala. gmnmiesSwremmuhydvdzwiacdneElivdnmqragatwivasgcdlciiwingmaegd i 3nwacagewa
209c59.

What should I do after | complete this Health Care Directive?

SaenoncEaccuo oMY IMNSDBCEOFCD09597 30FHVLNIVOECITBTWI

Tell the people you named as your primary and alternate health care agents, if you have not already done so. Make sure they
feel able to do this important job for you in the future. Give a copy of your health care directive to your health care provider.
Keep additional copies for your records and to share with your health care agents and family or others as you wish.
U8T)E)UU)U)‘)UC’)‘JQCUDC’)OCCU)UT)‘)UOCCQS2°w‘)U2DC’)DCCD 3‘788328‘3(:’«9‘) T]‘)CQ‘)E)‘)UZOCSOCCUOUU ?U)CCU?’«DO‘)(:)OT)C2‘)SSJ’)O‘)S‘).U‘)OCSOOJT)U)S‘)E)DDS‘)QU
C@‘)?DS DIOO. ?D’)EJ‘)C'L)‘?E)‘)CCD D"IT)"IUOCCQEJQ b.)‘)U28‘jlﬂ‘7D?U)T)UG{ZU)UOT)‘)DOCC.’\)52 w‘)U28‘jC’5)‘) CT)US3‘)5‘73%D‘)Cb.)UCC’)UE}‘)QUUDU)T)&SSU)‘)DCCQ CCU‘)UD
T)UC')OCCU)UT)‘)UQCCQS‘2~11)‘)U28‘)(.0‘)1)((?3~E)SUE)OU)_E)Ual)O‘)UU)U)‘)DC)e‘)T)‘)U.

Who can | talk with if | have questions?
Zo039190307V letrgee HHITIL?
Your health care provider can answer your questions or concerns. He or she may refer you to an Advance Care Planning

Facilitator for help.
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Use the space below to continue your wishes about your health care (question 2 from front page), or to add
comments.
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