ﬂ Arizona Hospital and
Healthcare Association

ARIZONA MEDICAL LIVING WILL
TFIRBMETETTRIR

This Medical Living Will is effective only while | am unable to make or communicate my healthcare decisions. If I'm so sick | could die
soon, | want everyone who cares for me to know what healthcare | want when | am not able to tell them myself. Please initial your
preferences below.

XAp Er A RTR( AR Z GBS ETARRATER. NRFHEEITRRETT, RAEMERIPFRNARIEE
BAEEE SRR RENHERZHAENET T, BT M EEUReFEEERoBIEE.

1. I want ALL life support treatments that my medical providers think might help. (If you initial here, do not initial sections
20r3)
1. BEREBESBRNESED NN REGESERINRITER. (WREHUUEEYSEFE
5, BOHEELHE 350 ES, )
OR
W&
2. I want my medical providers to try life support treatments that they think might help, except | do not want the following
treatments (check the boxes below):
2. BEERNEREESRMITANTRENREGETEBYNRITAR, ERFAEEEZUTEAT (ETHA
EFFTA) -

CPR O No/& Dialysis O No/&d

=P Bt

Breathing Machine [ No/& Antibiotics O No/&s

IFORATL i

Feeding Tubes O No/&/ Blood Transfusions [ No/&

REREE (BE) i

IV Fluids O No/&

EEICIVIN

OR
W&

3. | DO NOT want life support treatments. | want to focus on being comfortable. | want to have a natural death.
3. BAREESAGHERGITAR. BRRETITIE. BRFEEANL.

Attached are additional directions to this Living Will: (Please check) 0 DNR or Prehospital Medical Care Directive [ POLST
EINZIARERTURRIE MRS : (1BWiE) U BB OMEHARSERRIETRIFER O G5t ER
[0 Additional Statements/Desires EfthEAH/REE :

Organ Donation:

FREEm:
Do you want to be an organ, eye and/or tissue donor? (Initial Yes or No) Yes No
TR NRE. RBI/EERBEELD? (ER3ELEEUEEFTERES) 2 B

If yes, circle what you want donated: ~ anyorgan eye tissue or Specify:

RE, FEHEVERENRE: HURE RE AR =3 BERE:

Signature: This is a legal document. By signing it, you acknowledge that you have reviewed it carefully and it reflects your wishes. For
this form to be used, you must be at least 18 years old and have a witness or notary watch you sign this form.

ER: XE—DiEEE. BIEEE, BROANCEFHEHEY, AEERMRTENRE. SWnFER185 A aEERLERRE,
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FEHERWEABANEAEEGSZEILFRE,

Sign Your Name %543 Today’'s Date SXKAIHEA Date of Birth 44 HHB
Print Your First Name Print Your Last Name Address

EEF IEHEREER B ihil

Witness

DIEA

| was present when this Medical Living Will was signed and dated. The person seemed to be thinking clearly and was not forced to sign
this Medical Living Will. | also promise that | am: 1) at least 18 years of age; 2) not the person’s medical decision maker; 3) not part of the
person’s healthcare team; 4) not related by blood, marriage, or adoption; and 5) not going to get any part of the person’s estate (such
as money or property) after he/she dies.

BELUETENTEREZENTEZ. WAESERETERTBIMUFLNEWMEIREHGREEE. HibEERK: 1) BF
W18% ; 2) FEEEANETRESE, 3) FREZEANETENMRR; 4) SEEANRBME. BRSKFFXRER, LK 5) £
BBAZUEASIKEEES (WEHslr) REHIT—%5.

Witness Signature JHEAZS Date HHA
Witness Print First Name Witness Print Last Name Address
EAIE#EF DUME A IERSIEES By ichil

This document may be notarized instead of witnessed (optional).

RIS A IETAERIEL S (ATi)

State of Arizona )
TVAISRABM )
County of )

8)
On this day of , 20 , before me personally appeared whose identity was proven
and he or she appeared to be of sound mind and free from duress, fraud or undue influence and he or she signed the above document.
£20__ A B, ®FEUIET HEE, HBM1ERKEE, thAtUTFREHIE

B, REXIE. SFEARSENE, FEMMEE T LAY,

NOTARY PUBLIC IEA

[Affix Seal Here] [EE{E]

We encourage you to also complete your Healthcare Power of Attorney. Talk about this form and your wishes about your healthcare with your Healthcare
Power of Attorney, your medical provider(s), and your loved ones. Give each of them a copy of this form. You should review this form often and update as
needed. You may cancel this form at any time.

FENTE BT R ET IRIERIN B SEHIETIREENBIFEA. EHIETIEREUREHEMIA ITIE U FEFEXTET
FEHFRIEZE, BEMITEA—GUREIE L, FHZER F U RETEATEN. BT RS I,
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ARIZONA HEALTHCARE POWER OF ATTORNEY WITH OPTIONAL MENTAL HEALTH AUTHORITY
TFISRFPMET REBIFIND (EIETTERIEHRERNF)

This form lets you choose a medical decision maker (healthcare power of attorney) if you cannot communicate or make those
decisions yourself. A medical decision maker must be at least 18 years of age and should be someone who knows your wishes and
values and who you trust to carry out your wishes. It may be a family member or friend.

RS E T A B H X ERENER—NETRRE (BT REZNBFHEA) . BETRREGNFHRLSS, N
1Z 7 RENREMNEN, HERBEEREBITEEENA, FJURERERRHAR,

By signing this form, you give your medical decision maker full power to make healthcare decisions for you, including to: 1) Choose your
medical providers, caregivers, treatment options and where you receive care; 2) Agree to, refuse or withdraw life support or
medical treatment. You may also choose to give your medical decision maker the power to make mental health decisions for you;
and 3) Decide what happens to your body after you die, such as funeral arrangements and organ donation, if you have not made
other arrangements.

BITEZLFRE, BERTFENETRRESENETRERRIN, 8iF: 1) BRENETRESE. BIPAR. ATHEM
EERZRIPRIMTT; 2) AR, BASEEERHSERETAT. SEIIISRETENETRREMEEXEHRRET
RRIFIRSRATINA; LAR 3) REGXHEAEAMIES T, WAL THAIRERN (MNREEMEEMTH) .

MEDICAL DECISION MAKER - | want this person to make my medical decisions if | am not able to make my own:
EfrRERHE - NRBREECHMERE, BFEWAMBHETRES:

First Name &= Last Name £ Relationship & Phone BBiEE13

Address it Email Address B8 FHFFEHbIE

If the first person cannot do it, then | want this person to make my medical decisions:

MRB—NARGEE, RFEEUAMIRIETTRRE

First Name B=¢ Last Name #4EG Relationship X & Phone EB1ES13

Address it Email Address B8 FHpFabE

MENTAL HEALTHCARE POWER OF ATTORNEY - This section must be initialed in front of a witness or a notary.
FHETREEND - kB AEREARJIEAANES.

Initial here, to allow your medical decision maker the power to make mental healthcare decisions for you.
AEEUEEFEREE, RIFEHNETRREBNEREERREETRIFAR.

Initial here, to allow your medical decision maker the power to admit you to an inpatient or partial psychiatric hospitalization
program.

HSEUEREFEREE, RIFEHNET RREBINEREREZ(EREER D BRI aT 05,

If there are mental health decisions you do not want them to make, write them here:
NREABEMNIMHELBRRRETRE, BHELSH:
This section may not be revoked if you are not able to make decisions for yourself, as determined by your physician.

MR EHIELEFE T ZE FHLRTE, TIULEES TR,

This is a legal document. By signing it, you acknowledge that you carefully reviewed it and that the information reflects your wishes
regarding who can make medical decisions for you, what those decisions should be, and that those wishes should be honored. In
order for this form to be valid, you must be at least 18 years old and have one witness or a notary watch you sign this form.

XE—MEEXY. BIEEE, SRANEGEFHESHER, FEXERTRRTENEE, ENERMIEHETRRE. XTR
RMZEMA, FEXEREBNERNEE., HTRUFEEN, FCRERZ18 5, HEEBIEAGNIA BIFEEEUN®E
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\

Sign Your Name &% Today’s Date S KHIHHA Date of Birth HHAEHEA

Print Your First Name Print Your Last Name Address

iR IEAEREES ikl

Witness

BEA

| was present when this Medical Power of Attorney was signed and dated. The person seemed to be thinking clearly and was not
forced to sign this Medical Power of Attorney. | also promise that | am: 1) at least 18 years of age; 2) not the person’s medical decision
maker; 3) not part of the person’s healthcare team; 4) not related by blood, marriage, or adoption; and 5) not going to get any part
of the person’s estate (such as money or property) after he/she dies.

BELUETRERNBEZENTEZ. KAESERETREENBHUFLINEHMERBHGREEE. BREK: 1) B
FiHl8%,; 2) FREZANETRRE, 3) FREZEANETHEIRR,; 4 SEEANREME. BRSMFFXIER, LK 5)
FEEEBEAFHEASIKEHET (WSKLEM™) BEHI—35.

Witness Signature JIEAZ Date HHA
Witness Print First Name Witness Print Last Name Address
IEAIEMSEE DUME A IERSIEES by ichil

This document may be notarized instead of witnessed (optional).

ERTLASEIE A TEMAERIEL I (ATi)

State of Arizona )
NIz )
County of )
8)
On this day of , 20 , before me personally appeared whose identity was proven

and he or she appeared to be of sound mind and free from duress, fraud or undue influence and he or she signed the
above document.

20 £ A B, BFEEWIET R, EBMHEERER, hAUTEERESRE,
SEZENE. PUFSAZEN, HEMMEET LR,

NOTARY PUBLIC 2MIEA

[Affix Seal Here] [EE{ &]
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