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The Person | Want To Make Health Care Decisions For Me When | Can’t Make Them For Myself.
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f1am 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).
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Picking The Right Person To Be Your Health Care Agent

If my state has a different way of finding that I am not
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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.
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The Person | Choose As My Health Care Agent Is:

ggar A1 a1 94 First Choice Name ®H  Phone

udl Address R/~ /R Ciry/State/Zip

e I8 fdd 4R oIy gAma o= # el AT Aegd 2, AAdT dTolld &l Sl & AT BILH WU I J¥ AT &l Sl /SRl g,
3T FE AT R AT/ S B, @1 A Afdd W T A &

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:
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to do the following: (Please cross out anything you
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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,
hospital, 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 refuse 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
or 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.
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believe that my life is precious and I deserve
Ito 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

* Ido 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 I would otherwise.

* I do not want anything done or omitted by my
doctors or nurses with the intention of taking
my life.

* I want to be offered food and fluids by mouth,
and kept clean and warm.

In Case Of An Emergency
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If you have a medical emergency and ambulance
personnel 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.
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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; antibiotics;
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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I want to have life-support treatment.

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 other health care providers,

my friends and all others to know these 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 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.



DT 3R IoAT AT YTosoilidd

HERCIR NI

I T SFex 3R = TRy yRFdT WaR [T I8 o o
25 § o # € R WX 9SS A1 gAoSentad 8 @l 31T
TET 2 3R IRT AR &fruRa 81 T & iR Silae w8
gatrSt A W) A H et 39 el (Rt ¥ I ves )

d ¥ <faw were e A aredar § |

I want to have life-support treatment.

In A Coma And Not Expected To
Wake Up Or Recover:

If my doctor and another health care professional both
decide that I am in a coma from which I am not
expected to wake up or recover, and I have brain
damage, and life-support treatment would only delay
the moment of my death (Choose one of the following):
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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.
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I want to have life-support treatment.

Permanent And Severe Brain Damage
And Not Expected To Recover:

If my doctor and another health care professional both
decide that I have permanent and severe brain damage,
(for example, I can open my eyes, but I can not speak
or understand) and I am not expected to get better, and
life-support treatment would only delay the moment of
my death (Choose one of the following):
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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.
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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 be treated 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 able to do these 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.

10
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My Wish For How Comfortable | Want To Be.

(puar 3y 59 919 9 Hg9d A 8 DI T )

# fos) UBR BT g ST 8] ATEdT | AR 38T &

o AT Sfer W T2 B IIRW & forw g2 ST arg
3, TR 9T A 7 &6 A o arelt A «ifde i

ECRIR NGNS

seror ferg < a1 H =redn g fb W <wRd R drel
ST AT 9T B I DR D |

IfE 1 SaR B A1 § o ¥R W ST el HusT
AT AT |

# o BT @i 4 B qEU & IO B g 9%

el =T g e |

I B TH Ol TR =@ | § &R Hg aren
IR AT AT ST A8 |

H ol 0 a1 81 9 TH I 3 A1feTeT BRI
AT |

H TR AT I o9 A AT BT U1 UFeIeT T

AT ST AT |

# Sl efacrd uReal S ST 91, AR
TH I WX W AT UrST BT BRI 7 G |

59§ Hid & BRIg 8IS ar § aifie fhdrd iR 'Ry
i wfaareil o SR ¥ ggarT =g |
# 3y forv @ik sy o1 & forw frferedr,

HIATHD AR MeTfeqd TREdT Uard &R & fofw
WIN[E U=l & [Adedl & ey # SI=e1 arsdn & |

(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 [ 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 times.

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 as they do not 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.



faer 4 — WISH 4
Rt A e $Y FaER R D e A g

My Wish For How | Want People To Treat Me.

(puaT @9 59 919 | Ggad T 8 P < )

e 1 F9d 81 o W UG & | 79 T gaid 8 b
T A fedt W) &7o7 B Hepdl ® dr B 7 Bl Afdd
W G Bl |

H ST BT UbSdT AT AR T4 W FWd B g3
T T, qATE H DI AT AT 3 S Gyl Bl
SEICES I

TR N |

H 3o aTfites AR & AN ¥ dHR HEerl Sl
T 3R IR forg wrefar ik AR U o1 & forg

PRI |

H ST MR YAAT T DI JUFAT D AT YU
@I HRATHT TR |

#H 3u B H, 319 AR & Ut 3 RISl @r
TR RIATY ST AR |

afe H o X A1 EPRE fhanfafd &1 R T2
FR UM A1 TR BUS IR A TR & S 9%
ST TR, 3R T Seal 81 6 9 AR Ta dus!
P IS < |

af 81 9 ar #§ U B W & FRAT A8 |

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

I wish to have people with me when possible.
I want someone to be with me when it seems

that death may come at any time.

I wish to have my hand held and to be talked
to when possible, even if [ don’t seem to

respond to the voice or touch of others.

I wish to have others by my side praying for

me when possible.

I wish to have the members of my faith
community told that I am sick and asked to

pray for me and visit me.

I wish to be cared for with kindness and

cheerfulness, and not sadness.

I wish to have pictures of my loved ones in

my room, near my bed.

If I am not able to control my bowel or
bladder functions, I wish for my clothes and
bed linens to be kept clean, and for them to
be changed as soon as they can be if they

have been soiled.

I want to die in my home, if that can

be done.
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fasr 5 — WISH 5
# 3 fISl & T 1 9T AR B W 3T |
My Wish For What | Want My Loved Ones To Know.

(puaT a9 59 919 | G T 8 P < )

H 3o URaR iR #X A3 BT qarm =redr g & H
I fra =R F=ar g

# o uRaR, AT &R o/ &I 59 B arell
R & ToTg AT =T |

# 3o uRaR, =l IR o &1 qarT =@ma b 394
eI g8 WENl & forg #9 I= A% R e 2 |

Aa | T2l =xar | H geran g e ag w4 R @
3fd &1, afeds Td 2 YHIT 7 |
¥ oo gRIR & Fewdi W U Aid 9 Ugdl Udh

T @ AT T I9Y @1 AR, AfS AT §a 8
D |

¥ oo gRaR &R A ¥ W AR 89 ¥ ugdl ST
Hom & R H A & oy wgm | § S99 aer
FHo 6 9 3 Ald & 918 T3 AE W |

H 31 URAR, R AT @R W BRA aral | TR0
STBIAT BT 3MMER B DI UET I =18 J IAA
TEqd | B

# 3o gRaR, iR 31 ¥ aben dwT & 98 W
| IS e & faem & foy g9 WRd 80 < |
I8 W Sifce et # sriyef Sfawt &1 St # were
BT |

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

I wish to have my family and friends know

that I love them.

I wish to be forgiven for the times I have hurt

my family, friends, and others.

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

have hurt me in my life.

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

but a new beginning for me.

I wish for all of my family members to make
peace with each other before my death,

if they can.

I wish for my family 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.

I wish for my family and friends and
caregivers to respect my wishes even if they

don’t agree with them.

I 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.



# oo URaR, &R B & orven e T b afe 79 A
S AT DT Dls HE B A A8 of | AR H =1edm §
f& I W Sigd #1 gre I Gl < 7 P drer |

WY AT $ d1e, H o uridfg TRR BT (Th W AT
gA0) H¥: SHAY a7 3ifer FEPR BN |

Y 3rerar IRerdl BT fferRad vl uR Rl
ST =Ry |

IR &

I wish for my family and friends to get
counseling if they have trouble with my death.
I want memories of my life to give them joy

and not sorrow.

After my death, I would like my body to be

(circle one): buried or cremated.

My body or remains should be put in the

following location

The following person knows my

funeral wishes:

Ife P Yo & g9 {59 @Re a1 fbar 9y, uar R an | Fr=ferfad aan:

If anyone asks how I want to be remembered, please say the following about me:

IJfe AR fog IR Jar @1 SRl 2, a1 § FEfaRad (e gRT @1 S arell S g i, T,

UTS AT 31 UTfAIY) Bl 37U+ 39 HaT H e BT =T

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):

(@ faet 3= g2 & forg =T AU U RIM & UART oY | ISRV & folg, 3T 30 IRR & HIg 91T AT AR FRI B AT

I T GRAT AT, IR T @ | Al MYDT fdH ST Bl STexd &l dl Hudl TR &1 3ifaRad die Sis )

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

your body when you die. Please attach a separate sheet of paper if you need more space.)
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PHIsd fasist w1 g

SXdlé&edY D XAT

FuaT glafaa #v & (& sry= s+ wiga faelsr »rd gv q
Tqr8) B SuReIfar 7 gwarew v/

3 , I8 &% 1 uRar
W, W Sfaey, 3iR o= Warey gRFal yeran, W i, @ik it o, o
X ey yRedl goie (Af *RT Ua 81 s1dr a8 Hio[g 8l) ardield &
U H A g BT UTeld BN, AT ST 39 BIH H ad fhar Tar 2|
9 # T BE T o iR 9o # el BIaT € A1 I8 Wi JY
B ST 21 Al 59 BM & bl A1T BT ST ®U A SguTerd el

fam S A 8, H quI 6 39 B o= 9l BT AFARYT fBam ST

FIRY | 1R §RT Ugel fhy Y o8 WRed uR=¥at wrfa ey ¥ 8 &)
NESIES

BN Signature:.

Signing The
Five Wishes Form

Please make sure you sign your Five Wishes form in the
presence of the two witnesses.

1 , ask that my
Sfamily, 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 otherwise 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 directives I have made before.

udr: Address:

®: Phone:

Irqral & 99T -
(2 TTarE STRAN):

#, I7aTE, BT Rl g b Afdd e sxder 5y € a1 59 B @t
WP (F9e 918 “@fdg’) 1 &, AR w9 F Go1 ST & 6 39
RAEIRT A1 39 Wipfr [Fared uReat gole iR /a1 Sifdd & axiea
B (5)], TR SURIRY # SiR & I iRaT & AR g faem fa
R, R, A7 ST qard H HeAd T2 B |

# g8 ¥ 9o FRaT g fb 99 18 a¥ ¥ &fde B 3ferar ek

o IHT B 9 TS & ATAR AT IFD FIRMTBRT &
(TSic / gastt /A8 / FRI6T / daid / ufafafe) & s #
forgaa fram w2,

o fad & wWrey uReal gardr, Arferd Afed arerdar ey
gRerers, drafaf aReal, a1 o= e a1 |rEiis

o fdT & wWReT URTT YTl &7 HHANI,

o FfFT B WA IR & forg anfefes wu | ey,

o fdd & forg g arerar wey T ygTar dHa),

o Y, fqarg 3t Mg o ¥ Hefd afad iR

o WY TGN H e TRE W, UH K07 aafda ferar fody
JARIT AT BISUF & I IRATAT & Fid SB[l

ey &1 i |

(7478 P 81 TP & P AN H TGO TR D §O 999 & b &/ 9T TP
I 37 I @ 99 &I AT, PUAT SURIFT BT GIeTT PR )

15

fesi®: Date:

Witness Statement.
(2 witnesses needed):

I, the witness, declare that the person who signed or
acknowledged this form (hereafter “person”) is personally
known to me, that he/she signed or acknowledged this [Health
Care Agent and/or Living Will form(s)] in my presence, and that
he/she appears to be of sound mind and under no duress, fraud,
or undue influence.

I also declare that I am over 18 years of age and am NOT:

* The individual appointed as (agent/proxy/surrogate/
patient advocate/representative) by this document or
his/her successor,

* 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,

* An employee of the person’s health care provider,

* Financially responsible for the person’s health care,

* An employee of a life or health insurance provider
for the person,

* 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.

(Some states may have fewer rules about who may be a witness.
Unless you know your state’s rules, please follow the above.)



Tq1E #1 & gweR  Signature of Witness #1

Targ #2 & sAER Signature of Witness #2

Targ &1 fiic M Printed Name of Witness

Targ &1 fiie M Printed Name of Witness

udr Address udr  Address
®F Phone % Phone
YHTOTA.

Notarization-

el AAR), Aref BHRAfRH, AR BRIferdr iR ave IR & fafmal & forg st
Only required for residents of Missouri, North Carolina, South Carolina and West Virginia

Jfe 3 ARt 7 Y8 & PacT B EVIEN FHI0T g5 Ay . If you live in Missouri, only your signature should be notarized.
If& 3Tq Trf RIS IR AT IS AlAT H V& & STIPBI 3T . If you live in North Carolina, South Carolina or West Virginia,
BYATER IR aTE! B SN AT I ARy | you should have your signature, and the signatures of your

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

iR @ Rl & wrsa e @ dag § fawpiRe Aifes faavor e wer ool © |
Residents of WisconsiN must attach the WisconsIN notice statement to Five Wishes.
Jftre o R Aifed faavor www.agingwithdignity.org U Sueie 2 |

More information and the notice statement are available at www.agingwithdignity.org.

DITHIAT, Fifche SATIIR, ST, =TS, A1 SHIcT, AR DRI AR aRATT FeIHl & HarRyr
BT 9 TardY Heeh Rl o1 e A Sl 2

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

afe g [AReT gfareT 7 (TRAT 81 ST eI dretafe uRawf QA A U W Aegls AT ARG &Y o
3 BT fABrT a7 JFRIS W@ree glaere) Jid U 77 ol U H Yed & 3P BISd 199557 B 3T g9 &
fory 3T [w=lcrfiye fafdre “Targl Seavd” T IeiT Y Had &/ SifEd SR & [o7y, FYAT 379+ TIdSrT & ridl
3eraT TG @ TBIT W TID PR/

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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§9 19T 4 PacT §9 BIH H PE TV 3HIUD SIEN
SJIN aTE GAPad ¥ of | 79 39 BIgd faerT
PrAr il T BT

o 3G WRT YR Yuic, TIRGING Wawd Siv 37 .
I S9! TGHTT BR &1 ST g8l Bl T BId
fasror @1 Al 3% & &/

o YAl BWIER BT TS o U 37U TR H Iy oI
R I | 30 YR S dfad T STef 39 Uy
X dIfs I8 ol aafda &1 fidt 9& 519 59!
SR & |

o Y [T Sfaadl @l saHr gY Bl TS BIgq .
farsT @ giaar © < &

T QY T doic HIS B 9V T 79T AT ¥ | 5
Tb W & fdT S TP & 397 Biga 9T B
P8l TG &/

ST 7Tl BT FeATPIT B GRIT 379 SIaey ¥
g Y| 31U S[aeY Pl 3T BIge [A9ST Pl Bl
& GlArEd @Y [ g9 e [aldbedia Ravisl 4 veEr
T | GARad a [a s Sidey 7 Sl 19T
P GHS [o7T & SR STPT GerT B & [o79 IR
&/ 9 g Slael I gard & oy @e ol 3d
T B [T SITIeT Tl B &

Il 3T9b SNTAIST aT TRIT 8 & el BerT T

& 3797 W BISq 1397 bl Fia of WY/ S 39
3T9P b Reale d waa & forg §ict |

I have given the following people copies of
my completed Five Wishes:

PIgq 139157 T 37ef 319 HART I AIGTT Bl TERIAT BT & | FHBT 3l 3TIPBI BIgedl Al & el &/ a7 3ref I8 7&l &
1 3i1ae ATE 37 dTot % 4 I & TH g9l &7 STaId & W T8 &/ Iedd @fda @fdd [ & i geim gl BT &)
PBITT FHI—TT R GGAd] Ve &/ TT STTPT Plg T SFRIal Wl & ST [l Srrar Bl Yoy o Wellg o |

Five Wishes is meant 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
different. Laws change from time to time. If you have a specific question or problem, talk to a medical or legal

professional for advice.

Important Notice to Medical Personnel:
I have a Five Wishes Advance Directive.
Fifdscefr e @ fore ge=r Aifeer: W gy Brga e sifE SrRfaed &1

Signature s

Please consult this document and/or my Health Care Agent in an
emergency. My Agent is:

FUAT $ GO SN,/ 37TAT Y ¥@Iee UREAl Yoie W HelE o | AN Yo &

Name =
Address v City/State/Zip v, woa /o
Phone  wi=

rE BIC. G @ fory A SN dfirie av P v )

............................................................

My primary care physician is:
T grRIfE TR fafeeas &

Name =

Address City/State/Zip  wsv,/ w99,/ fora

Phone w7

My document is located at:
T G YT T &




IBl WX BIzd fa2et & R | Sl ol & e © ol o

B G BT YR §Y T Vb Y gl 81T/ 8 S of [ 98 ey @rEe! off i See! B9 fQ9IsT forfd T fder off | w9 Sa Hid sl
arefl ofl, &R 41E SfIY eI T BT & §9 R H BIS YT 78] AT/ §9 HT # I o[

“H SR DR b H IAMUBT BIgd IS BT UHT AT & | I§ WL ©, G H (M, 3R b aRedl & HeR Amel, Wy aidfas
HE & HHEl R A aReEdl w SR e g | #9 e iR oo ufd & for g9 wainT fbar § 1

YT S FHIRSTE, SR
i FEF FrEar @ AN g2 [T o Sivifd d7 st /1 @ forg vl o WeT g1 @ Srear o & A @ o7y &8 fRfdedr fAwer o | g
THIETS! QUf SV QGHIST N alel BIH @ [ofg STTIeT are | H §¥ ST W 4V Wadl g SiY iU q=4l @ 11y BIger # ¥ Wl g1

ST S EFIR, oAl

BTgd fRIe, URSTT a5 SRt g1 @RIl T AT a9 H H&g 3iR Five Wishes was created by Aging with Dignity, a

TR IR & A § ID! SRR DI <@ PR b e H U nonprofit organization with a mission to help people plan

IR—ARBRI A & wU H Jiord @1 T8 oY | Brsq G2t &1 [ and receive the care they want in case of a serious illness.
T A< g8 ST BT W U 3 o | gail o | Development of Five Wishes was made possible by a grant

from The Robert Wood Johnson Foundation.

Aging with Dignity
P.O. Box 1661
Tallahassee, Florida 32302-1661
www.agingwithdignity.org
1-888-594-7437

BIgd fA¥ST BT rgdre 7191 &1 HeTden Translations of Five Wishes made
SISLCERCIRIE S possible through support from

J

United Health Foundation

T ERT e WIHeHe gigerer afdwo] Professional translation services provided by

Language Services Associates

BTEq faereT ST faer AT T ZSHa &1 Wit Siferpre SivferT &1 OforT fRer AT @ gV ufeTderT @1 vorrdl 4wt srivigies & Ui e A & g% ufkad T @ g Seura Srerar faed! wu H a7 fad ave
& gqor], golacie serar G, wickprdl afed, ReST a1 ) qa=r & Guev I G ggla, @) [y sgafd & @7 78 v dad | 519l 9 a¥arda &) e sidvigles & sl g¥) [y g9 wigd 9T s
@1 4fd @1 wIckprd s fHideas aReer gerdr, @R IRedf vule, TIRGIRS wewl srordr e 31 fIaer) & &7 @ JIgAld 8, Wl gER gASred a7 BIgd Q9T & FANT @ forg U faer fefadt & srgafa & @t

ST &1 | OfSTT e [T sive wareed fvfar & forg faer Fav 2 @ F1IeTT fora 3 Be dorrgre, aied Gaifal, ik ¥ WoT B FEIdr @ fory e=yarg e et 81
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