Minnesota Health Care Directive I\\l O R T H

[ oBepeHHOCTb Ha NPUHATME MEeOULUHCKUX peLueHUun B MEMORIAL HEALTH
wTtaTte MuMHHecoTa

* This document replaces any health care directive made before this one.
[aHHbIi LOKYMEHT 3aMeHsIeT cobol Bce paHee 0(pOPMIIEHHbIE LOBEPEHHOCTU HA MPUHATUE MEQULIMHCKMX PELLEHUNA.

» This document is for health care decisions; it does not apply to financial decisions.
[aHHbIi OKYMEHT npeaHasHaveH AN NPUHATUS MeAULMHCKUX PELUEHNIA; OH He MPUMEHUM K (PUHAHCOBBLIM PELLEHUSIM.

* This document does not apply to electroconvulsive therapy or neuroleptic medications for mental illness.
[aHHbI LOKYMEHT He pacnpoCTpaHSETCS Ha Ha3HaYeHWe SNeKTPOCYAOPOXKHON Tepanny Umn HEMPONEenTUYECKMX
npenapaToB ANs NeYeHNs NCUXMYECKMX 3aboneBaHui.

« 1 will give copies to my health care agents and health care teams when completed.
Mo 3anonHeHny JOKYMeHTa st nepefam ero Konum Moum MeauLMHCKMM NOBEPEHHbBIM U KOMaH4aM nevaiinx
cnewuman1cToB.

« | will make a new health care directive if my agents, goals, preferences, or instructions change.
B cny4ae nameHeHnst MOMX MEQULMHCKUX NMOBEPEHHBIX, Lenen, NpeanovTeHniA U MHCTPYKUMIA 1 0DOPMITIO HOBYIO
OOBEPEHHOCTb Ha NPUHATNE MEOULIMHCKUX PELLEHMN.

My Full Name: My Date of Birth:
Moe nomnHoe nvis Mos pnata poxageHus
My Address:

Mon agpec

My Phone Number(s):
Mo Homep(-a) TenedoHa(-oB)

My Health Care Agent(s)
Mon megULIMHCKMKX NOBEePEHHbIN

My health care agent is my voice if | can’t make health care decisions myself. My agent(s) are at least 18 years old.
Mol MeguUMHCKUIA NOBEPEHHbIN OyaeT 4eNcTBOBaTb OT MOEro MMEHW, ECMU S HE CMOTY NPUHUMATb MEANLIMHCKNE peLLeHs
camocTosiTenbHO. Moemy MeanUMHCKOMY NOBEPEHHOMY He MeHee 18 neT.

Health Care Agent
MeguMuUMHCKU NOBEepPeHHbIN

Name: Relationship To Me:

MonHoe nms KeMm s1BriseTcs N0 OTHOLLEHUIO KO MHE
Address:

Anpec

Cell #: Home #:

Homep mobunbHoro [omaluHnin Homep

First Alternate Health Care Agent — If my health care agent is not willing, able, or reasonably available.
MepBbIN 3aMecTUTENbL MEAULIMHCKOTO NOBepeHHOro — Ecnv Mo MeanLMHCKNA NOBEPEHHbIN He XKenaeT, He cnocobeH
WKW He JOCTYMEeH No pa3yMHbIM OCHOBaHMSAM.

Name: Relationship To Me:
NonHoe nwms Kem aBnsieTcsi Mo OTHOLLUEHUIO KO MHE
Address:
Anpec
Cell #: Home #:
Homep mobunbHoro JomaluHnin Homep
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Minnesota Health Care Directive I\\I O R T H

,U,OBepeHHOCTb Ha NpunHATNe MeaUuUUNHCKUNX peu.|e|-|m7| B MEMORIAL HEALTH
wTtate MuMHHecoTa
FULL NAME / NMOJIHOE MA: DATE OF BIRTH (mm/dd/yyyy) Date / Jara:

OATA POXXKOEHWA (mm/pg/rrrr):

Second Alternate Health Care Agent — If my health care agent is not willing, able, or reasonably available.
BTopoi 3amecTuTeNb MeAULIMHCKOro NoBepeHHOro — Ecnn Mo MeAVUMHCKMUIA MOBEPEHHBIN He XKenaeT, He cnocobeH
WM He JOCTYMEH MO pa3yMHbIM OCHOBaHMSAM.

Name: Relationship To Me:

MonHoe nms Kem siBnsieTcsl N0 OTHOLLIEHUIO KO MHE
Address:

Anpec

Cell #: Home #:

Homep mobunbHoro JomaluHnii Homep

My initials here indicate | attached additional pages that identify additional health care agents. | included
instructions on order of health care agents decision making.

Mou vHuuManbl 30ecb O3Ha4aroT, YTO A NPUMOXMKII(-a) OOMONHUTENBbHBIE CTPaHWULbl, HA KOTOPbIX YKa3aHbl
OOMNONHUTENbHbIE MEeAMUUHCKME noBepeHHble. A gobaBun(-a) MHCTPYKUMM O MOPSAKE MPUHATUS peLleHui
MEANLIMHCKMMW NOBEPEHHBIMM.

Health Care Agents: Powers and Special Situations
MeAauumHCKMe NoBepeHHbIe: MOSTHOMOYUSA U 0COOble CUTyauum

If 'm not able to make my own health care decisions, my health care agent can: access my medical records, decide
when to start and stop treatments, and choose my health care team and place of care consistent with my known
wishes.

Ecnu 5 He cnocobeH(-Ha) camoCToATENbHO NPUHUMATL MEAULNHCKME pPeLLEHNs, MO MEANLNHCKUI NOBEPEHHbIN
MOXeT: nony4aTb 4OCTYN K MOeN MeAULMHCKON KapTe, pellaTb, Korga HauymHaThb M npekpalwaTtb fedeHune, a Takke
BbIOMpaTh MOK KOMaHAy fevallmx cneunanmcToB U MeCTO OKka3aHnsa MeAULMHCKUX YCNYr B COOTBETCTBMM C MOUMMU
N3BECTHbIMU MOXENaHUAMM.

| also want my health care agent to:
También quiero que mi agente de atencion médica:

Make decisions about how a pregnancy, if any, should affect health care decisions on my behalf.
|_|pVIHI/IMaJ'I peweHna o ToM, Kak 6epeMeHHOCTb, eCJ1M TakoBas 6y,u,eT, OOJKHa BINMUATb HA MOM pelleHna o
MEeOVLNHCKOM 00CMY>XUBaHWN.

Make decisions about the care of my body after | die (including: autopsy, burial, cremation).
|_|pVIHI/IMaJ'I peweHna o ToMm, 4YTO genartb C MOMM TENTOM MNocre Moen cMepTun (BKJ'IIOLIaﬂ BCKpbITHE, 3aXopoHeHune,
Kpemauuio).

Continue as my Health Care Agent even if our marriage has legally ended.
OcTtaBarncsa MoMM MeAMLMHCKAM NOBEPEHHbIM, AaXe eCnu Haw Bpak pacTOPrHyT Mo 3aKOHY.

(Per MN law, spouses named as health care agents are NO LONGER VALID in the event of divorce/annuiment unless this box is checked)
(CoanacHo 3akoHoOamenbcmey wmama MuHHecoma, cyripyeu, HasgaHHble MeduyuHckumu npedcmasumensmu, BOJIbLIE HE MOIYT JEVNCTBOBATH &
3MoM Kadyecmee 8 cliyyae pa3goda/aHHynuposaHusi bpaka, ecriu morbKo He OMMEeYeHO 3mo rore)
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Minnesota Health Care Directive I\\I O R T H

[loBepeHHOCTb Ha NPUHATUE MEAULIMHCKUX PELUEeHUA B MEMORIAL HEALTH
wrate MuHHecoTa

FULL NAME / NMOJIHOE MA: DATE OF BIRTH (mm/dd/yyyy) Date / Jara:
OATA POXXKOEHWA (mm/pg/rrrr):

My Future Care Preferences
Mou byaywime MmeaAuLMHCKUE NpeanoyYTeHus

If | were so sick that | may die soon (due to: a prolonged illness, a sudden serious event like heart attack or stroke,

a permanent brain injury due to an accident, etc.) then | would prefer:

Ecnu 51 HacTonbKko 6oneH (6onbHa), YTO MOry B 6nnkanwee BpeMsl yMepeTb (110 MpuyuHe: npodosmKkumesibHO20
3abonesaHusi, BHe3armHO20 cepbe3Ho20 cobbimusi, makoa2o Kak cepdeydHbil Mpucmyn umnu UHCyabm, msxenou
yepernHo-mMo32080U mpasmbl 8criedcmeue HecHacmHozo ciiydas u m.d.), 7o A 6bl npegnoynTtan(-a), 4Tobsbi:

Try and/or continue all treatments to extend my life, even if there is little hope of getting better or living a life |
value. May include but not limited to: tube feedings, IV fluids, respirator/ventilator (breathing machine), CPR and
antibiotics (medicine).

B oTHOWweHMN MeHs NbiTanuchb U (MnNK) npoaorkany NPoBoAUTbL BCe BUAbI Jle4eHUs ANA NPoAfieHus Moen
XKU3HM, JaXKe eCny Marno Hagexabl Ha To, YTO MHE CTaHET fyylle NN 1 CMOTY XUTb Tak, Kak MHe HpaBuTcs. Croga
MOXET OTHOCUTLCS, MOMUMO MPOYEro, cneayloLlee: 30H40BOE NUTaHWe, BHYTPUBEHHOE BBEAEHUE XUAKOCTEN,
annapar ObIXaHUSA/MCKYCCTBEHHOWN BEHTUNALNM NETKMX (ObIXaTenbHas cuctema), CepAevHO-reroqHasi peaHmmauus um
aHTMOMOTKKM (NeKapCTBEHHbIE NpenaparThbl).

D | would want a trial of life support treatments. But, | DO NOT want to stay on life support treatments if the
treatments do not work and there is little hope of getting better or living a life | value.
MHe Obl XOTeNnocb, YTOObI B OTHOLUEHUN MEHS NbITanncb NPUMEHUTb MeToAbl XXnsHeobecneveHus. Ho s HE
X04y OCTaBaTbCs Ha CpeacTBax XM3HeobecrneyYeHUsl, ecrv OHM He MOMOratoT ¥ Marno Hagexabl Ha To, YTO MHe CTaHeT
fyyLle UK 1 CMOTY XKMTb TaK, Kak MHe HpaBUTCS.

D | would want to stop and/or not start any treatment that may artificially extend my life. Focus on making me
comfortable and allow natural death.
A xo4y NpeKkpaTUTb U (UNN) He HaYMHaTb Jle4eHne, KOTOPOe MOXET UCKYCCTBEHHO NMpoasieBaTb MOK XU3Hb.
CocpepoTtoybTech Ha obecneveHnn Moero komgopTa 1 NO3BOSLTE MHE YMEPETb eCTECTBEHHOWN CMEPTbLIO.

NOTE: You can include additional information/specific requests on the “My Goals & Values” sheet.
TNMPUMEYAHUE: Bl moxxeme ykazamb 0oronHUmernsHy UHGOpMayuto/KoOHKpemHble 3anpocsk! Ha nucme «Mou yenu u
UeHHocmu».

Organ Donation
[oHopcTBO opraHoB

| want to donate my eyes, tissues and/or organs, if | can. My health care agent may start and continue any
treatments needed until the donation is complete.

A xo4y noxkepTBOBaTb CBOU rnasa, TKaHu v (Mnun) opraHbl, €Cnv 3To BO3MOXHO. Mo MeguuUHCKII
NMOBEPEHHbIN MOXET HAa4YMHATb U NPOAOIMKATh NoObIe BUAbI NeYeHns, HeobXoaAnMOoro 4o Tex Nop, Noka He
OyaeT 3aBepLUEHO U3bATME OPraHoB.

I don’t want to donate my eyes, tissues and/or organs.
£l He xo4y XepTBOBaTb CBOM rfa3a, TKaHW U (Wnn) opraHbl.
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Minnesota Health Care Directive I\\I O R T H

HOBepeHHOCTb Ha NpunHATNe MeaUuUUNHCKUNX peu.|e|-|m7| B MEMORIAL HEALTH
wTtate MuMHHecoTa
FULL NAME / NMOJIHOE MA: DATE OF BIRTH (mm/dd/yyyy) Date / Jara:

OATA POXXKOEHWA (mm/pg/rrrr):

Making This Document Legal
O6ecneyeHne LLPUANYECKON 3aKOHHOCTU AAaHHOIo JOKYMEHTa

1. Sign and date: My Signature:
Moanucek n garta: Mos
nognuck

Date Signed:
Oata nognucaHua

2. Have your signature notarized OR verified by 2 withnesses
Bawy noanucb gomkeH 3aBeputb HoTapuyc UJIIA noaTBepanTb 2 cBuaeTens

MINNESOTA NOTARY PUBLIC:
nNyBINUYHbIN HOTAPUYC LUTATA MUHHECOTA:

County: In my presence on:

Oxkpyr B moem npucyTtcTumn Date notarized / [lata 3aBepeHyst HOTapUyCOM
Name: acknowledged their signature on this document.
MonHoe nMsa  Name of person signing above / MonHoe ums NuLa, PACNLUCABUIE20CS BbILLE noaresepann NOASIMHHOCTb CcBOeW noanucu Ha

3TOM JOKYMEHTE.

Signature of Notary:
Moanuck HoTapuyca | am not named as a healthcare agent in this document.
51 He HasgaH 8 kadecmee MeOUUUHCKO20 08epeHH020 8 0aHHOM OOKyMeHme.

NOTARY SEAL:
NEYATb HOTAPUYCA:

OR /[ UIN

STATEMENT OF WITNESSES: | am at least 18 years old. | am not named as a health care agent in this document.
Only one witness can be an employee of the health care system providing direct care to me on the date that | sign this
document.

3AABNEHUE CBUOETENA: MHe He meHee 18 neT. A He Ha3BaH B Ka4eCTBE MEOULMNHCKOrO NOBEPEHHOMO B AHHOM
nokymeHTe. TornbKo oanH cBUAEeTENb MOXET ObiTb COTPYAHMKOM CUCTEMbI 3APAaBOOXPAHEHUS, OKa3biBaOLLEN MHE
HenocpeacTBEHHY MEQULMHCKYHO NMOMOLLb B AeHb MOAMNMCAHUSA MHOW JAHHOTO AOKYMEHTA.

Witness # 1 Signature: Witness # 2 Signature:
Moanuck ceBnpgetens Ne1 Moanuvck ceuaetens No2
Date Signed: Date Signed:
[aTa nognucaHus [aTa nognucaHus
Print Name: Print Name:
lMonHoe nms nevatHbIMK GykBamMu MonHoe umsa neyaTHbIMK GykBaMm
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My Goals and Values NORTH
Mowu uenu n ueHHocCcTH MEMORIAL HEALTH

Optional Addendum to Minnesota Health Care Directive
HeobsizameribHoe dorionHeHue K [JogepeHHoCcmuU Ha rnpuHsmue MeduyUHCKUX peweHuu
8 wmame MuHHecoma

FULL NAME / NMOJIHOE UMA: DATE OF BIRTH (mm/dd/yyyy) Date / faTa:
OATA POXXKOEHWA (mm/pg/rrrr):

Some people are willing to live through a lot for a chance of living longer. Some people fear that medical treatments may
cause suffering without much benefit. What would you want? These answers will be used to guide your health care agent(s)
to make health care decisions based on your wishes if you cannot make them yourself.

HexkoTopble noan rotoBbl MHOrOE NEPEXUTb, YTOObI MONYYMTh LIAHC Ha NpoafieHne Xu3Hu. Hekotopele noam onacarorcs,
YTO MEOMULMHCKOE fleYeHNEe MOXET NPUYUHSATL cTpagaHmsa 6e3 6onbLIon nonb3bl. A yero 6bl xotenu Bel? 3Tn otBeThl OyayT
CMYXWUTb OPUEHTMPOM AN Bawero meamuumHCKOro MoBEPEHHOIO NPU MPUHATUN MEAVLMUHCKMX PeLLeHNA Ha OCHOoBe Balumx
noxxenaHun, ecnv Bbl HE CMOXETE NPUHUMATb UX CAMOCTOSATENBHO.

The things that make life worth living the most to me are:
Camyto 60nbLUY0 LEHHOCTb B XU3HW ANSA MEHS NPeACTaBnsOT crieqyoLlime BeLm:

My beliefs about when life would be no longer worth living:
Mow npencraBneHna o Tom, Korga Oonblle HEe CTOUT XUTb:

Other choices/instructions:
[pyrve BapuaHTbl/ykasaHUsA:
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My idea of a good death and where | would want to be (at home, in the hospital, or ?):
Moe npencrtaBneHne 0 «XopoLLen» CMepPTU 1 O TOM, rae A 6bl xoTen(-a) ee BCTpeTUTb (Aoma, B 6onbHuLe nnn ?):

When | am dying, | would find comfort and support from:
B cMepTHbIl Yac yTelleHne 1 NOAAEPKKY MHe aaBanu Obl:

After | die, these are my wishes about what to do with my body (autopsy, burial/cremation) and how | wish to be
remembered (obituary, funeral, celebration, memorial service, etc):

OTO MOM NOXenaHUs 0 TOM, YTO AenaTtb C MOMM TeNnoM (BCKPbITUE, 3aXOPOHEHNE/KpeMaLMsl) U Kak MeHs1 MOMSIHYTb
(Hekponor, NOXOPOHbI, LIepKoBHas cnyba, naHmxmuaa u T. 4.) Nocne Moen cCMepTu:
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