Wellstar

HEALTH SYSTEM

Advance Directive for Health Care

(4219 8 < 34)

Respecting Your Right To:
(73] He)& E5 L)

Choose Your Health Care Agent
CERERERELEE)

Choose the Authority Given to Your Health Care Agent
(P& dUAANA FAst= TS AT F4a)

Choose Your Preferences Related to Treatment & Care
Azl X5 € #ZE A9 dE)

Printed Name [©] & (7 AFA))]

Birthdate (A€ <)
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Name: (°] &)

Getting Oriented (£-2} <A °14) You may fill out Part One, Part Two

PART ONE- Choose a Health Care Agent (the person(s) you or both, but if you have filled out
choose to make health care decisions for you when needed). ANY section of this form then Part
[15: o= gl dEs7] (2 8A A8H7t A8 gt Algto] Four MUST be filled in to make it
A5k thalste] o2 A4S WD 5 dgith] legally valid.
_ 11:‘!’21ﬂ T = S oy I

PART TWO- Select some medical treatment preferences. OS c:r 1} ; OF Al ; o] ,_‘};;}O]EE}TE

H.. = =) e PA—"T, [<3ml — T ==
(2% Adsste o5 Anj2 AdEetr]) 214 8 7 Oof =
PART THREE- Guidance for your Health Care Agent IR gES 98 45 S HlEA
B 9= tiEd= gk A1) ZHg &l oF gk tt)

PART FOUR (Required)- Your signature and two witnesses.
[457-(Z=): Aot M o] 5491

Explanation and Directions for this Advance Directive: (AFA 2] &9 3k o o gt
AT A A

1. This is an important legal document.
(cle WAoo Fad BAYUL)

This document goes into effect | 2. This is a way to communicate health care preferences to your health

only when you are unable to (or care providers and others who care about you (e.g. friends, family).
choose not to) make health care [o]= At A 985 AR AE A3t 7| B A5 E S =
decisions for yourself. ARFE (A A7, Aol Al etk dEaks o8 Al ag dele
(o] TA = et 22 o8 3 714 ey o]

24 W = gl e A

3. This document does NOT give permission for your health care agent

B71% @ﬁ?ﬁ?%d} A to make business or financial decisions on your behalf
A (o] A= A8t o 8 the]el(Health Care Agent)o] 7312
halete] Rl=Y2g spAY A4 A4S Hel= AL 818544
ZsYth)

Steps to Take After Completing This Advance Directive: (AFZ 2] 5 9] 3FA & ZAJ 5
o] F-<l:)
1. Talk about your advance directive and your health care related goals and preferences with:

(Aske] AbH o) oAl of o) 5 AH 2 el B E B A5 AL tiEl the AFRET 8

o ok7]8kAl £..)

U Your Health Care Agent and Backup Agent O Your Friends
(F13te] o & el «n] el <l) (F13ke] )

4 Your Family d Your Emergency Contact
(713ke] 715) (F13ke] ]2k A ekA)

2. Give copies of your advance directive to: (71 5+2] AbA o] 59 kA ALE-S tf2- AL E ol Al Al F31A L)
O Your Health Care Agent (#13}2] 2] & tj]<l)
Q Your Backup Health Care Agent (713}2] <l¥] o] & th&]<l)
QO Your health care providers (713}2] o] & A 0] 2 A& =}

3. Keep a copy of your advance directive where it can easily be found (e.g. on the refrigerator).
(Aake] Aol g ol Fa g A 2 5 iz ol mdahA f(dl: WFIL 2ol ¥7))]

4. If you are going to the hospital or a nursing home, take a copy of this document with you and ask that it
be placed in your medical records.
(FABk7F ol 2 Fol 2 A5, o] o] ARG A @A A Hgtel &7 5o o1 AL
QAR
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Name: (°] &)

Remember: You may revoke this completed form (advance directive) at any time by:
[719}3HA1 8 AR o] FA (AP 98 A AAEA &7 2& o2 H3d & dFYrh]
1. Completing a written statement declaring your preference to revoke that is signed and dated; OR
(N3 dAE 719 e 23] P E Ao F5AL)
2. Stating your desire to revoke the document in the presence of a witness 18 years of age or

older who completes a written statement of your expression within 30 days of your declaration.
The statement should be signed and dated; AND

(A3 F25H 3049 ol 184 o] o] o] MW X=X 5 24 st 3|3 e ol A
4 432 9ahe QA2 Uk Qe AT G} 7195 0] glojok 88
3. Communicating the revocation to your attending physician and other health care providers.

(A Ak T2 2} 71EL o] 8 M H] 2 Alg Akl Al A3 oALE dEFUT)

How Often Should You Consider Making Changes to Your Advance Directive?

A 5 oA MA L AA 3 of 31t a?)

It is good to review and update your advance directive when one of the following occurs:

(he & 3 7HA Lol st Abd e 5ol M 5 HESIAY Yol Edt= Zlo] F5Uh)

U Decade- at the start of a new decade of your life (every 10 years)

[10% - 1A ] Al =& 10 o] AlAHE = A4 (10 vhep) ]

U Death- if your health care agent dies or if your choices have changed after the death of a loved one
(4}~ Astel o) & the)Qlo] Al A} Abget s Akl Abdah o] Frol Fate] e Abapo] vl
35

U Divorce- if you marry someone other than your health care agent or if you divorce your healthcare
agent, then this document is automatically revoked

(o]:£- 7189) Sl tl2I2lo] ol The AFs) AEe I o2 015} o) Eah 4, ol £
A5 0 7 FHAgUTh)

U Diagnosis- if you are diagnosed with a chronic or serious illness
(FE- Ash g wmis A Ao A e 49

rr

O Decline- if your health gets worse over time, especially if you are no longer able to live on your own.
(24 - A3Eo] Aol whel 7] 8te] o] ofshy = A%, 53] 4 o] A AL = 1= A5

Need help completing this document? (°] ¥4 ZAJd] =2-0] R34 Y7?)
Contact a Respecting Choices advance care planning facilitator at wellstar.org/acp to ask a question.
[g= 3k Ho] d oA wellstar.org/acp 2] Respecting Choices advance care planning facilitator
(A8E EFate A 2719 ALl EolaiiAe).]
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Name: (°] &)

PART ONE: My Choice for Health Care Agent (1%: W7} A 8%t o] 5 ] Q)
(Part 1 will be effective even if Part 2 is not completed)
(4 E Y5 GolE 141 £ & §1] )

Who Should You Choose as Your Health Care Agent? (A3}9] o5 HE|¢lo g &
Aesol @7h8?)
e Someone who knows you well, and will respect your goals and values (#]3}& 2 &3l 7319
Lo VA E ST = o U= A
e Someone you trust to make decisions in difficult circumstances (o] &% &4 24 S Hd 4
U AFE 5 A= A
e Someone who will be a good advocate for you and follow your decisions, even if he/she may
not agree with them (#13}2] A4 o] F2ol8tx] gt #A5tS 2 st Aty 248 us
T U= A
e Someone 18 years or older (184 |1 A3

Who Cannot Be Your Health Care Agent? (8185 t2lQle] E I Q= A2 +72U7FR?)
e A health care provider if he/she is directly involved in your care (F3}2] X|&of 22 o2 #olsle=
o7 A H| 2 AlFA
e Someone younger than 18 years old (184 7] 71 A}&h)
If I can no longer make my own health care decisions (or | choose not to), this directive names the person |

authorize to make these choices on my behalf; even if | do not fill out my treatment preferences in the next
part. This person will be my health care agent.

(7hE o] 22 o) 5 9 A4S WD 5 AU NEA @712 A8 A5, o] AAAE gt sl
olel g HEE & 4 Q= Ao o] B4 AT vk 2ol vhe] A m A5 A A5 e

o] Abgto] 1he] ol g g gle] @ APyt
The Person | Choose as My Health Care Agent: (W7} 9 & tiE| o2 A Eldt ALg)

Name (°]&) Relationship (Z4))

Telephone (Cell) [(Fth) 2 31 (Work) (217) (Home) ()

Address (542)

Email Address (optional) [0] ™ & 54 (A1 8]

If my health care agent cannot be contacted within a reasonable time period or for any reason is unable or
unwilling to act as my health care agent, then | select the following back up health care agents to be
contacted in order of choice.

(et o} =155 thel21o] Fhel el A2 Lol @ete] 9 @A ol ol U} ol Lo n oAU g
25 QAL £ 4B AL AE A9, he Teat ol Al 98 g HEstn A Aks A2
+ s

Back-Up Agent # 1: (e8] &<l # 1:)

Name (°]&) Relationship (Z4))

Telephone (Cell) [(F-tH)# 3} (Work) (217) (Home) (H)

Address (542)

Email Address (optional) [0] ™ & 524 (X1 8]
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Name: (°] &)

Back-Up Agent # 2: (e8] g ¢l # 2:)

Name (°]&) Relationship (&4))

Telephone (Cell) [(F-tH) % 3H (Work) (217 (Home) (H)

Address (7-4)

Email Address (optional) [©] ™ & 524 (A 8]

d By checking this box, I'm indicating that | do not have a health care agent. Instead,
please allow my selections on Part Two to guide my health care decisions.
(714 Ao =M, v& o5 dE o] IS WY tiA, 2794 7t =93

ALdE Alg o2 f o8 A0 WA = =S zfﬂ-"l‘*’}J/\lQ_.)

What My Health Care Agent Can Do: (& & tjg]¢lo] & 4 g+ o))

| understand that | have chosen a health care agent to make decisions for me related to my health care.
He/she will have the same authority to make any health care decision that | could make. For example:

(1= 1S Bsa a2 438 98 A2 delde daAee AT, o AL AL 5
RE R 298 Y 5 9E 5UT ARE 24 & ATk A F Bl

e Take my instructions and what he/she knows of my preferences/values to act in my best interest.
(o] A Aol ubet Lhe] AEw/7kA 7S shetatal tel Al HA 9] o]fo] HE= PEFt)

e Authorize, request, refuse, withdraw, and/or withhold any and all types of medication, treatment,
procedures or health care.
(RE F3Y &, A8, Al Be gdus 5, &4, AR, 13 /s LFE F dF54Hh)

e Consent, negotiate and/or contract for any health care facility or service for me, such as assisted

living, skilled nursing facility, hospital, hospice or nursing home. These actions will not make my
health care agent liable to pay for these services.

(B8 Bz A, AR 25 M, 39, 2w B 29 5 U8 A RE 98 A4 5
An) ol dhal Fol, WA W/EE Ak 5 Adgth o) d @ 2= Aske] ) o= 22

ol Mu|A H|E& A= Ho] = AL okdUT)

e Review and release my medical records as needed for my medical care.
()2 Aul2g 98 dad A4S Wl o2 /158 Bestx $AT 5 Asyth)

Note: Under Georgia law, a court can take away the powers of your health care agent if it finds he/she is
not acting in accordance with your preferences. Your health care agent DOES NOT have the power to
make decisions regarding behavioral treatment, sterilization, treatment or involuntary hospitalization for
mental or emotional iliness, or addictive disease.

(FFaL: 2ok Hel whet P AL o8 e dlo] 75}k *%ioil upe} 5 ehA dethal deEE e
dellel Agg wheral &= iyt Feke) o7 tie A A A w 4AH gl 54
Ao g g AF AR, GF(FE), AR e A 4 °J°ﬂ el = A4S HE Aol flsddh)
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Name: (°] &)

What My Health Care Agent Can Do After | Die: (W7} A} &3k o] o o] 5 ] 2lo] &
2~ 0]+ o]
T = 4

| understand that my health care agent can make decisions about the following (unless | have initialed to
indicate | do not want him/her to have that authority/ability):

[Lh= ] S5 el Qle] the Abakel dlsl 24 ulE 8182 ol sl gtk e 2ol %

A H S T4 AL W7 oA R BAEHA &= 7))

1. Autopsy- My health care agent WILL have the power to authorize (give permission) for an autopsy
(37 - o] o7 2ol e 5ol 7) g Aol Y] h

2. Organ Donation and/or Body Donation- My health care agent WILL have the power to donate my
body for use in a medical study and/or donate any of my organs
C37) 71% RIEE AR 7% - o) 97 2] o2 93 G770 ApE T 502 o)) 2 I FA 1)
Y F)E 75 5 Y= At g h)

3. Final Disposition of My Body- My health care agent WILL have the power to authorize the final
disposition of my body including funeral arrangements and burial or cremation

(R AN AT QR - o] 97 2] ol Fall Fu)sp )T B IS E G ) 49 HF
A2 g0l 8 Helo] Sl Eh)

Only initial those things that you DO NOT want your health care agent to be able to do after you die
(7817} AVFE o) F B v elo] 8 5 Y= o 5 A5} Y5 G Agle o] ¥ E

HA5FA]L.)
1. Autopsy: (Initial) I do NOT give the authority to my health care agent to authorize an autopsy
(unless required by law).
[5-3: (elyA) Well A &7-5kA &= 3, v Wl o8& digflalA #H S s
AL Folsha] gHYnh]
2. Organ Donation and Body Donation: (3¢7] 7|5 2 A4l 715)
a. (Initial) I do NOT give authority to my health care agent to donate my body for use in a

medical study.
[(e]H2) Y= Wl o= digflel Al &8t A5 flall W AAS 7|5 sk 2ol tial
A Fof oA gt

b. (Initial) I do NOT give authority to my health care agent to donate any of my organs.
[(THAD) = Wl o8 diglelAl v 47 7150l ek Aghs F-oshA] sy tt.]

3. Final Disposition of My Body: (Initial) I do NOT give authority to my health care agent to make
decisions about final disposition of my body.

[f AN HE A (el U8) th= ol ol e Qlol s vl AlAle] HE ARl Be a4 e
0 A Polsh FEHTh]

I want the following person to make decisions about the final disposition of my body:
(U= Wl A2l HF Aol e 248 S vha Aol el7l& Ay d)

Name (°] &) Phone (I 3}tH 3)

Address (F4)

Initial your preference for the final disposition of your body:
(AA1e] HF Aol digh Aste] A5 AFS o]UA R 7] A5 Al L)

(Initial) 1 want to be buried. (Initial) I want to be cremated.

[(c1Y) =S dyrt.] [(c1Y ) 345 Ayt ]
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Name: (°] &)

PART TWO: My Treatment Preferences (2%: X| & A3 A3}
(Part 2 will be effective even if Part 1 is not completed)
(U HE F5)5 gol i 2 RE £ 5§11

This is your opportunity to make your preferences clear. Your health care agent and your doctors will
refer to this section as a guide when you cannot make informed decisions. If you did NOT name a health
care agent or back-up agent or if he/she cannot be reached, you can direct your care with the choices
you indicate below. WITH ANY CHOICE BELOW, | understand | will be kept clean and comfortable and
continue to receive medications for pain control and comfort.
(Cl1AZ FAste] A3 AtES 98] & 5 e 713 duynt 7leke] o5 tgf 3} eak= As7F A E
A4S WL = 9le v o] AHe PO F2T AYUTh I8 Pl Ei= ol B
A5k A FFAY dAgteo] A &= A, obefl FAE AE AR o R A8 E AA T 5
ok obEel A of | MElg BE, = Y Asha Hel = ok
A& Foihs = &S olaldu)
Initial each statement you choose as your treatment preferences if you are in these situations:
(o123 B MRS o, A5dt= 5oz AYT 7 g9 o|UE S BA3HA L)

o o

e oy oo N
o © alo rott

If | have a terminal illness (incurable or irreversible condition) and my attending physician and
another physician believe (and write in the medical record) that | will die within a short period of time,
this is my choice:

(W7F EX ol A3AY A 87 =71
7 @713k el Abge Aol =

¢
{0

AL Eold 4 gl Aol QL ) FAeleh the oA}

g
IR 71Ed o] & 7|E5 = BS, UE)

!

b o

1. __ lwantto extend my life for as long as possible using all treatments that the doctors
believe are reasonable. Some examples are a machine that breathes for me (respirator/ventilator),
feeding tubes, blood products, medications, and/or fluids given to me through an IV or treatments for
chronic medical conditions. (&JAFE©] &l Folgta Wi R E X E WS AH835te] 743 3
2LPAFAAEE AFE L AFUL dE 59, 5 & dildlFTE 7AES 27T 557),
Sl Fu, FaA A, oFE WEE PUFEALE B Fo ¥ Fololu} vk Ask B A 7} ool

A ek

OR (&%)

2. I want to allow my natural death to occur by refusing or stopping all treatments except any
I choose below: (L= ol #loll A A e3k X 82 7|93 2 & X 52 AReAY Tt A28 $
&< woldta 4&Uh)

a. If I cannot get nutrition by mouth, | want to receive nutrition by tube/other medical means.
(o= LS FFLL F = 49, FuU 78 o8 s 08 B 9Fe FFeL
AUch)

b. If I cannot drink fluids by mouth, | want to receive fluids by tube/other medical means.
(o= AAE vhd 5 Qe 49, FrU e 988 08 53 Fo¢ Tawn
AU

C. If I need assistance to breathe, | want to have a ventilator/respirator used.

(BF g0l ad 4%, ATEFINEF W25 AHEe T Ayt
d. If my heart or pulse has stopped, | want to have cardiopulmonary resuscitation (CPR) used.

[l wo] W3 79, A9 24 %(CPR)S WL A% th]
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Name: (°] &)

If | am in a state of permanent unconsciousness (an incurable or irreversible condition) in which my
attending physician and another physician believe (and write in the medical record) that | am not expected
to recover the ability to know who | am, who my friends and family are or where | am, this is my choice:
[W7} 2+ A, W A8} 7h5o] =71, ok ool YEA & 4 = 58S Bt 5 gS
Ao Rati FA o9 v olapt o2 o7 V1% J15at I7A 94 89 A=

BbssAL B0l 5 gl Je7t ° B9, ]

1. I want to extend my life for as long as possible using all treatments that the doctors believe
are reasonable. Some examples are a machine that breathes for me (respirator/ventilator), feeding
tubes, blood products, medications, and/or fluids given to me through an IV or treatments for chronic
medical conditions. [¢]A}50] gl Folgta W RE 2 S AL8ate] 715e 8 QAL AH S

AL AU dE 50, 55 YAlaT= 7 A(ES RE7]RE E£57]), 9 7B, dAA A,
obg W/ AUFALE B8] FoluE ool vk A8 A 87k ol s g Th]
OR (1:1:_1:)

2. I want to allow my natural death to occur by refusing or stopping all treatments except any I
choose below: (1= oFgfoll A A Eldt A 55 A9 2= A 85 AFAY THeto] AL E FF
Zolaha AFUh)

a. If | cannot get nutrition by mouth, | want to receive nutrition by tube/other medical means.
(o= Y& FHLL F e 49, T8 88 502 54 UL THEL
A4

b. If | cannot drink fluids by mouth, | want to receive fluids by tube/other medical means.

(Fom AAE vl = Qi A5, FuuU Ve o8 g $0e Bal Foe FFen ALY
C. If | need assistance to breathe, | want to have a ventilator/respirator used.
(& =20 2R3 A9, JFeF7/es HEV|E AFES AL A5 Ut
d. If my heart or pulse has stopped | want to have cardiopulmonary resuscitation (CPR) used.
[ oIt muto] e 79, 41| 244 (CPR)S Wit 2151 th ]

My additional preferences and wishes regarding my health care: (&J&¢} #&dH U9
F7H 0 A3 A 2 3 AL

Attach Additional pages about treatment preferences (signed and dated) as needed
[(H.2 A, A& A5 A Fo] )5 37} o] AF ¥ 9 FA)E &R F ]

7T
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Name: (°] &)

PART THREE: Binding Guidance for Health Care Agent
(3%: 92 gL A8 T4 JE A2

When making health care decisions for me, my health care agent must think about what action would be
consistent with past conversations we have had, my treatment decisions as expressed in PART TWO, my
religious and other beliefs and values | hold, and how | have handled medical and other important issues in
the past. If what | would decide is still unclear, then my health care agent should make decisions for me that
he/she believes are in my best interest, considering the benefits, burdens, and risks of my current
circumstances and treatment options.

(= oo olg 248 Ud W, vo o5 gl AA -7k v dig), 25914 dek vl A s
24, W7k 7k T3 5 7 e Al 3 A e are sl o sk, Ik el W7t o & R 7TE T a3 A=

oy A A=A = Azt ok St o' AA & o 4 o 3] A L A5, o8 tElle
o] A gt A s A whE s e B, e s ste] el Al H o] o]efo] Hrtal e =
24< W ok gyt

If | have appointed a health care agent who gives instructions that differ from my treatment preferences in
PART TWO of this Advance Directive, then | direct that (Initial only one of the following):

(W7} 2 Abd o] o R 2500 7] AR 0 A2 48 b e A0 Agehs o8 e A1
A%, e (e 3 s oluA s BA)&/E AN g

Follow Advance Directive: This Advance
Directive will override instructions my Health
. Care Agent gives about prolonging my life.

A
(niial) (°]+1) LR o 8A: ) o] tfzl o] W) A
QG 918 WP A AR 2
Ab el ol A 7F - )

Follow my Health Care Agent: My Health
Care Agent has authority to override this
(Initial) (c]H14) Advance Directive.

(U gl & del el wpes] ) o 5 e gle &
AP 5o gAE Faste dste] AdFytt)

PART FOUR: Making this Advance Directive Complete and Legally Valid
@5 Aol m ol A g @A P o= FEsA )

Sign and date (or acknowledge signing and dating) this form in the presence of two witnesses. Both
witnesses must be emotionally and mentally capable and at least 18 years of age, but the witnesses do not
have to be together or present with you when you sign this form.

[F 9o Tl X]ﬁih 74t o] kAo Mstn GRS 7|Q(EE AE D 3RS 7 A9S
AT 7 T 25 AAM A, A s H ol QAL 1184 o] o] ofof aFA|uk, o] GFA ] A
<ol A A 4?‘% Ao+ gyt

A witness: (3-91)

of. o

g uj

e Cannot be a person who was selected to be your health care agent or back-up agent(s)

(A3t o8 ] elolnt ov] thejel e & AAH Aol & 4= glEsUtth)
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Name: (°] &)

e Cannot be a person who will gain financially from your death
(A3hel Ao Q8] FA A o] 5% AL 4 gl Abgolol A& o Funh)
e Cannot be a person who is directly involved in your health care
(Fske] A7 Pl ol A 0= hofahi Abgto] B & glruith)
Only one of the witnesses may be an employee, agent or medical staff member of the hospital, skilled
nursing facility, hospice or other health care facility in which you are receiving health care (but this
witness cannot be directly involved in your health care).
U T T2 A A VY E AL = Y, AR S A, A9 s V| E o8 A 9

79, )29l e o 2 AR, o FAL Aieke] A% Balol A4 Tl e 918)]
My Signature and Date (W] A7 2 2%

This form revokes any advance directive for health care, durable power of attorney for health care,
health care proxy, or living will that | have completed before the date indicated beside my signature.
This form does not revoke an advance directive for behavioral health treatment.

(o) FH o2 1) A Qo A Bt o] Aol AHE FE AL B FA, T BAYF,
JRHAAA G, BAFAF] A2FUT o] FHO2 PF AF ARE AL AL RIFAE H251R)
gk

| am emotionally and mentally capable to make this advance directive and | understand its purpose
and effect. | agree with everything written in this document and have completed this document of my
free will.

(FE AR R FAE BT 5 A= ANA, A2 o] gon, 1 247 &7E ol P e
o] Aol 7| AP BE ol S5t , Aol atol me} o] 48 A4 A&

Signature (™) Date (&#})

My Witnesses (1}¢] £¢1)

The maker of this Advance Directive signed this form in my presence or acknowledged signing this form
to me. | believe this person to be emotionally and mentally capable of making this advance directive. | am
at least 18 years old and | signed this form willingly and voluntarily.

(3 Ab ] o) g A4 AR Ul Sholl A o] kAol AW gLt ol Al o] o] AR
QA AL vhz o] Abgro] AL L BAE AT 9l AA A, AN o] Yrka W

L= WE 184 o] Aol o] FAe 7] 7 o] A o ' A H gF )
Witness Number One: (F¢l 1)

Signature (A 9) Date (&%)

Printed Name of Witness [5-%12] o] & (4 A A)]

Address (5°4~)

Witness Number Two: (52l 2:)

Signature (4] ) Date (‘24)

Printed Name of Witness [5-¢12| o] & (4 #FAl))]

Address (742)

**x*%%This form DOES NOT need to be notarized (0] %A & FF o] g Q3R] gL Thxrrssx
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