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HpenBapnTe.ﬂbnoe MECAUIINHCKOC PACIIOPHIKCHHUEC

nis mrata Cesepnas Kapoanna

(An Advance Directive For North Carolina)
IIpakTuyeckas popma 1Jjs Beex B3pocbIx jull (A Practical Form for All Adults)

BBeneHnue (Introduction)

[Tpu nomoru HacTosme GOpMBbI BbI MOKETE YKa3aTh CBOM MOXKEJIaHUSI OTHOCUTEIBHO
MEIULUHCKOTO OOCITYKUBaHUS B OyyIIIeM U MOXKETE YIPABIATh PEIICHUSIMH, IPUHUMAEMbIMU IO
JaHHOMY BoIpocy. JTta popma He KacaeTcs PuHAHCOBBIX permeHuii. HecmoTps Ha TO, 4TO
3aKOHOJaTCIIbCTBO HE TpCGyCT OT BaC COCTaBJICHUA NTPCABAPUTCIIBHOTIO MCIUITUHCKOT'O
pacrnopsiKeHUsl, 3al0THEHHE JaHHON (OPMbI MOKET ITOMOYb BaM B MOJIYYEHUH JKEJIaeMOT0
MEAUIIMHCKOTO 00CTy>KUBaHUS.

Bb1 MOXkeTe ucronb30BaTh HACTOSIYIO GOpPMY, €CIH Bbl AOCTUTIHN 18-11eTHEro0 Bo3pacTa u B
COCTOSTHUM MPUHUMATh PEIICHUS O MEIUIIMHCKOM OOCITY>KHBaHUH U COOOIIATh O HUX.

dopma pazzeneHa Ha TpU YacTH. BBl MOXKeETe 3al0JHUTh TOJIBKO YacTh A, TOJIBKO YacTh B mim o6e
gactu A u B. Jnis Toro, uro6s1 nanHas gopma mpruoOpena 3aKOHHYIO CHITY, BBl 00s13aHbI 3aIIOJTHATH
gacth C. MBI IpOCHM Bac BCET/1a COXPaHATh BMECTE BCE MATh CTPAHUI TaHHON (POPMBI M BKIIIOYATh
BCE MSTh CTPAHUI] BO BCE KOIMUHU, KOTOPHIE Bbl MOKETE OTJaTh CBOUM OJIM3KUM WJIM MTOCTABIIUKAM
MEIULIMHCKUX YCIIYT.

Hacrosimas ¢popma cooTBeTcTBYET 3aKoHO1aTeNnbCTBY mTaTa CeBepHas Kaponuna (CBox o0munx
3akoHOB 1mTata CeBepHas Kapomuna (NCGS), § 32A cn. 15 mo . 27 u § 90 ¢ 1.320 o 1. 322).

(This form allows you to express your wishes for future health care and to guide decisions about that care. It does not
address financial decisions. Although there is no legal requirement for you to have an advance directive, completing
this form may help you to receive the health care you desire. If you are 18 years old or older and are able to make and
communicate health care decisions, you may use this form. This form has three parts. You may complete Part A only, or
Part B only, or both Parts A and B. To make this advance directive legally effective, you must complete Part C of this
form. Please keep all five pages of this form together and include all five pages of the form in any copies you may share
with your loved ones or health care providers.

This form complies with North Carolina law (in NCGS § 32A-15 through 32A-27 and § 90-320 through 90322).
Yacrp A: MeauUMHCKAS 10BEPEHHOCTD (Part A: Health Care Power of Attorney)

1. Yro Takoe MeTHIIHHCKAS JOBEPEHHOCTH? MeIUIIMHCKAs TOBEPEHHOCTH MPEACTABISET COOOM
IOPUANYECKHUI JOKYMEHT, MPY MOMOIIM KOTOPOTO Bbl HA3HAYAETE IPYTO€ JIUIIO0 CBOUM
«METULUMHCKUM IPEACTABUTENEM» I IPUHATHS 3a BAC PELICHUM O BalleM MEIULUHCKOM
o0CITy>)KMBaHUH, €CJIM BBl Oy/1eTe€ HECITOCOOHBI JCNIaTh 3TO CAMOCTOSTEILHO.

(What is a health care power of attorney? A health care power of attorney is a legal document in which you

name another person, called a “health care agent,” to make health care decisions for you when you are not able to
make those decisions for yourself.)

2. KTo MoxkeT ObITh MeIMIMHCKHUM NpeAcTaBuTeeM? Bammm MeIUIIMHCKUM TIPEICTaBUTEIIeM
MOJKET CTaTh JH000€ JeecrmocoOHOe TUI0 B BO3pacTe crapiie 18 eT, He MpeIoCTaBIIsoIIee BaM
MJIATHBIX METUITUHCKUX YCIIYT.

(Who can be a health care agent? Any competent person who is at least 18 years old and who is not your paid

health care provider may be your health care agent.)
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3. Kak Hy:kHO BbIOMPATh MeJUIIMHCKOr0 npeacTaButensa? K BEIOOPY METUIIMHCKOTO
MPEACTABUTEINS CJICIYET TOIONTH OUYE€Hb BHUMATEJIBHO, TaK KaK JaHHOE JIUIO OyaeT 001a1aTh
IUPOKUMH TTOTHOMOYHSIMH 10 TIPUHSATHIO PEIICHUI O BallleM MEIUITMHCKOM OOCITY>KHBaHHH.
Jlyame Bcero BeIOpaTh 4eoBeKa, KOTOPBIA XOPOIIIO Bac 3HAET, UMEET T0CTATOYHO BPEMEHH,
9TOOBI IPEJICTABIISITH BAIlld UHTEPECHI B HEOOXOIMMBIX CIIyYasX, ¥ JKeIaeT MOMOYb BaM B
YAOBJIETBOPEHUH BalIUX MOTpeOHOCTEH. OueHb BaKHO OOCYIUTHh C METUIIMHCKAM
MPEICTAaBUTENIEM BaIllH IIETTU U MOXKEJIaHUs OTHOCUTEIHLHO OYIyIIero MEAUIIMHCKOTO
O6CJ'Iy>KI/IBaHI/ISI — Tak, 9TOOBI 3TO JIMIO XOPpOIIO IMMOHNMAJIO TO, KAKOC MCIUIIMHCKOC
o0cIry>)KuBaHHe BaM TpedyeTcs.

(How should you choose your health care agent? You should choose your health care agent very carefully,
because that person will have broad authority to make decisions about your health care. A good health care

agent is someone who knows you well, is available to represent you when needed, and is willing to honor your
wishes. It is very important to talk with your health care agent about your goals and wishes for your future health
care, so that he or she will know what care you Want.)

4. Kakwue penieHusi MOKeT IPUHUMATH MeITMIMHCKUI NpeacTaBUuTeIb? Eciy Bbl orpaHUYNTE
MTOJIHOMOYHS CBOETO MEIUITMHCKOTO MPEACTABUTENS B pasiene 2 yacTu A HacTosend (opMsl,
MEIUIIMHCKUHN TIPEICTaBUTENIb MOXKET IPUHUMATH 32 Bac JIO0bIC PEIICHUS O MEAUITTHCKOM
00CITyKBaHUM, BKITFOYAS:

"  Hayajo WIH NpEeKpalleHue NeUCTBUM MO MPOJICHUIO )KU3HU

®  pelIeHUs O ICUXUATPUUECKOM JICUEHUU

= BBIOOp IS BAC Bpavye M MEIUIIMHCKUX YUPEIKICHUM

"  PacCMOTpPEHHE U MOJAYy BalIMX MEIUIIMHCKUX TAHHBIX

®  BCKPBITHE M PaCHOPsKEHUE BAIlIUM TEJIOM IMTOCJIE CMEPTHU
(What decisions can your health care agent make? Unless you limit the power of your health care agent in
Section 2 of Part A of this form, your health care agent can make all health care decisions for you, including:

= starting or stopping life-prolonging measures

= decisions about mental health treatment

= choosing your doctors and facilities

= reviewing and sharing your medical information

= qutopsies and disposition of your body after death)

5. MokeT 1M MeIUIIMHCKUH NPeICTABUTEb 3aHUMAThCS IOHOPCTBOM BAIlIUX OPraHOB U
TKaHeil mocje cMepTu? Jla, ecimu BeI BRIOEpETE MJIs1 BAIlIEro MEIUIIMHCKOTO TIPEICTaBUTEIIS
COOTBGTCTBYIOH_II/IG IIOJTHOMOYUNSA B ,Z[aHHOI\/'I (bopMe. I[.H}I 3TOT'0O BbI JOJI?KHBI HpOCTaBI/ITB Ballln
VHUIMAJbI B 3asBJICHUH B pa3ene 3 yacTtu A.

(Can your health care agent donate your organs and tissues after your death? Yes, if you choose to give
your health care agent this power on the form. To do this, you must initial the statement in Section 3 of Part A.)

6. Koraa Hacrosimiasi MeIMIMHCKAsS I0BEPEHHOCTh BCTynaeT B cuiy? Hacrosmuii TOKyMeHT
BCTYIIHT B CHJTY TOT/Ia, KOT/Ia Balll JISYaliid Bpad yCTAHOBUT, YTO BBl YTPATHUIIU JIEECIIOCOOHOCTH B
BOIIPOCE MPUHSATHSI PEIICHUN 0 COOCTBEHHOM METUITMHCKOM OOCITYKUBaHUH.

(When will this health care power of attorney be effective? This document will become effective if your doctor
determines that you have lost the ability to make your own health care decisions.)

7. Kak M0KHO 0T03BAaTh HACTOSIIIYI0 MeIUIIUHCKYIO I0BepeHHocTh? Eciu BbI 1eecriocoOHBI, BB
MOJKETEe 0TO3BaTh JAHHYIO MEIUIIMHCKYIO IOBEPEHHOCTH JIFOOBIM CITIOCOOOM, YETKO YKA3bIBAIOIIIM
Ballle JKeJIaHUE 0TO3BaTh ee. Hampumep, Bbl MOKETE aHHYJIMPOBATh HACTOSIINI JOKYMEHT,
HaMuUCaB CIIOBO «void» («HEeIEHCTBUTENHLHOY) MOBEPX €ro TEKCTa, TIMOO COOOIIUTD BallleMy
JieyaiieMy Bpady 00 OT3bIBE IOBEPEHHOCTH, JINOO 3aMOJIHUTh HOBYIO MEIUITMHCKYIO
JIOBEPEHHOCTb.

(How can you revoke this health care power of attorney? If you are competent, you may revoke this health
care power of attorney in any way that makes clear your desire to revoke it. For example, you may destroy this
document, write “void” across this document, tell your doctor that you are revoking the document, or complete a
new health care power of attorney.)

801632 Ctp. 2 m3 9 Revised 21 August 2013 OTpeaakTupoBaHo 13 mapta 2014 r.



Russian
8. Kto 6yI[eT NPUHUMATDH 3a MCHH MCIMIMHCKHE PCHICHUSA, €CJIU 1 HEC HAa3HAYY MCIUIIUHCKOI'O
NPeACTABUTEIA U He CMOTY IPUHUMATH PellleHUs cCaMoCcToATeIbHO? Ecnu y Bac HET
MEJIULIUHCKOTO MPEJICTABUTEIISA, TO, COINIACHO 3aKOHOATeNbCTBY 1mTaTta CeBepHas KaponuHa,
MOCTABITUKH MEIUIIMHCKUX YCIYT JOJKHBI 00paIaThcs K CICIYIONTUM JTUIaM B TTOPSIIKE,
MPUBEAECHHOM HHUKE: ONEKYH I10 3aBELIAHUIO; IOBEPEHHOE JIULIO, JEHCTBYIOIEE HA OCHOBAaHUHU
obmeit nosepernHoctr (POA), ecni TakoBasi BKIIFOYAET MPABO MPUHUMATh METUITUHCKUE
PEIICHUS; MYK WJIH >Ke€HA; OONBIIUHCTBO U3 BAIIUX POJAUTEIICH U COBEPIICHHOIETHHUX JCTCH;
OOJIBIITMHCTBO U3 BAIlIUX COBEPIICHHOJICTHUX OpaTheB U CECTEP; MO0 JIUII0, C KOTOPBIM Y Bac
HUMCIOTCS CIIOKMBIINCCA B3aUMOOTHOMICHUSA, KOTOPOC HGﬁCTByeT I[OGpOCOBGCTHO U MOXCT
nepeaaBaTh Balllu IMOXKCIIaHUA. B CJIydac€ OTCYTCTBH BBIICIICPCUNCIICHHBIX JIUI]
3aKOHOATEILCTBO MO3BOJISIET IPUHUMATE 32 Bac PELICHU JIeUallleMy Bpady, €CIIU ¢ ITUMU
PEIICHUAMM COIJIACCH €IS OJUH 8pau.
(Who makes health care decisions for me if  don’t name a health care agent and I am not able to make
my own decisions? If you do not have a health care agent, NC law requires health care providers to look to the
following individuals, in the order listed below: legal guardian; an attorney-in-fact under a general power of
attorney (POA) if that POA includes the right to make health care decisions; a husband or wife; a majority of your
parents and adult children; a majority of your adult brothers and sisters; or an individual who has an established

relationship with you, who is acting in good faith and who can convey your wishes. If there is no one, the law
allows your doctor to make decisions for you as long as another doctor agrees with those decisions.)

Yacrte B: Pacnopsizkenne o noaaep:Kkanuu ;Ku3Hu (Part B: Living Will)

1. Yro Takoe pacnopsixeHue o noaaepxxanum ;xku3Hu? B mrare CeBepnas Kaponnna
PaCHOPAKEHUC O MMOAACPKAHUHN JKU3HHU MTO3BOJIACT BaM BBIPA3UTH CBOC XKCJIAHNWEC HE ITOJIYyYaTh
JIEYCHUE TIOIICPIKUBAIOIIEE KU3HD B JIIO0O0M UM BO BCEX U3 CIEAYIONIUX CUTYAIIHA:
= Bare cocTosSHHE ABISICTCSI HEU3JICUNMBIM U IMPUBEACT K CMEPTU B TCUCHHUE KOPOTKOI'O
[IEPUOJIa BPEMEHH.

* Bm HaXoaUuTECh B 0eCcCcO3HATEILHOM COCTOSSHUN U Balllk Bpadun YBEPCHEBI B TOM, YTO BBl HE
CMOXETE MPUNUTHU B COZHAHUE.

= 'V Bac nmporpeccupyroliee ciiaboyMre Win apyras CylecTBeHHas U HeoOpaTuMas yTpara
YMCTBEHHBIX (DYHKITHI.

(What is a living will? In North Carolina, a living will lets you state your desire not to receive life- prolonging

measures in any or all of the following situations:

= You have a condition that is incurable that will result in your death within a short period of time.

= You are unconscious, and your doctors are confident that you cannot regain consciousness.
= You have advanced dementia or other substantial and irreversible loss of mental function.)

2. Urto Takoe aeiicTBUS MO MOJAEPKAHUIO :KU3HU? [[eHCTBUS 1O OAEPIKAHUIO KU3HU ITO
MEIHUIMHCKUE JEUCTBUSA, CIYKAIIUE UCKIIOYUTEIBHO ISl OTAAJICHUS CMEPTH, BKIIIOYast
JBIXaTeNbHBIC allllapaThl, TUAIU3 MMOYeK, AHTUOMOTHUKH, TUTAaHHUE Yepe3 30H] (MCKYCCTBEHHOE
MMUTAaHUE U BOCIIOTHEHHUE MOTEPH KUAKOCTH ) U IPYTUe MOT00HBIE (POPMBI JICUCHUS.

(What are life-prolonging measures? Life-prolonging measures are medical treatments that would only serve

to postpone death, including breathing machines, kidney dialysis, antibiotics, tube feeding (artificial nutrition and
hydration), and similar forms of treatment.)

3. MoryT Jn 1eiicTBHSA MO NMOAIeP:KAHUIO )KU3HHU ObITH MPHUOCTAHOBJIEHbI HJIH MPeKPALEeHbI
0e3 pacnopsizkeHusl 0 mojaep:kanuu :ku3uu? Jla, B HEKOTOphIX 0OcTosITENHCTBAX. ECiu BHI B
COCTOSIHMM BBIpa)kaTh COOCTBEHHBIE MOKETaHMs, BBl MOXKETE OTKa3aThCs OT IEHCTBUM 1O
MOIJIEP>KAHUIO KU3HU. ECIH BBl B HE COCTOSIHUU BBIPaXaTh COOCTBEHHBIE MTOXKEIAHUs, TO
COOTBETCTBYIOIIIEE Pa3peLICHUE TOJKHO OBITh MOTYYEHO OT JIUI, MPUHUMAIOUIUX PEIIEHUs OT
BAILIETO UMEHH.
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(Can life-prolonging measures be withheld or stopped without a living will? Yes, in certain circumstances. If
you are able to express your wishes, you may refuse life-prolonging measures. If you are not able to express your
wishes, then permission must be obtained from those individuals who are making decisions on your behalf.)

4. Yro AejJdaTb, €CJIM Bbl XO0TUTE MMOJYYATh MUTAHHE Y€PE3 30H/1 (PlCKyCCTBeHHOC NIUTAHHUEC H
BOCIIOJTHCHUE NMMOTEPH )KI/I}_IKOCTI/I)? Br1 Mmoxete YKa3aTb CBOC KCIIAHUC MMOJIYUATh MUTAHUC YCPEC3
30H[ ITIpH JIFOOBIX 00CTOATENLCTBAX. ﬂJ’IH 9TOI'0 Bbl JOJIDKHEI ITPOCTAaBUTh CBOM MHUIIUAJIBI B
3asIBJICHUU B paszene 2 yactu B.

(What if you want to receive tube feeding (artificial nutrition and hydration)? You may express your wish to
receive tube feeding in all circumstances. To do this, you must initial the statement in Section 2 of Part B.)

5. Kak M0:XHO 0TO3BaTh IaHHOE pacnopsiKeHHe 0 MOJAePKaHUM KU3HU? Bbl MokeTe 0TO3BaTh
JTAHHOE PACIIOPsHKEHHUE O MOAACPKAHUHU KU3HU JTFOOBIM CIIOCOOOM, YETKO YKa3bIBAIOIIMM BaIlle
YKEJIaHWE O0TO3BaTh ero. Hampumep, BBl MOXKETE aHHYJIUPOBATH HACTOSAILNN TOKYMEHT, HAIIKCaB
CIOBO «void» («HEAEHCTBUTENHHOY) TIOBEPX €ro TEKCTa, JUOO0 COOOIIUTh BallleMy JieyarieMy
Bpauy 00 OT3bIBE pacIOpsHKEHHSL, JTMOO 3aMIOJTHUTh HOBOE PACIIOPSHKEHHE O MOICPKAHUH JKU3HU.

(How can you revoke this living will? You may revoke this living will by clearly stating or writing in any clear

manner that you wish to do so. For example, you may destroy the document, write “void “across the document, tell
your doctor that you are revoking the document, or complete a new living will.)

Yacrp C: 3anmoiHeHne HACTOSIIIEr0 JOKYMEHTA (Part C: Completing this Document)

Jy1st Toro, 4TOOBI TaHHASI MEIUITMHCKASI IOBEPEHHOCTh MMEJa 3aKOHHYIO CHUITY, HE0OXOA1MMO
3aIl0JIHUTh BCC TPH pa3jcia 4acTu C HacTogIIEero JokyMeHTa. (To make this advance directive legally
effective, all three sections of Part C of the document must be completed.)

1. JloxauTech NpUCYTCTBUS IBYX CBUIETEIEH U HOTAPUYCa, 3aTEM MOJMULINTE HACTOSIIIUMA
JOKYMEHT U IIPOCTAaBbTE HAa HEM HaTy. (Wait until two witnesses and a notary public are present, then sign
and date the document,)

2. (OO0a cBueTens JOKHBI MOJNICATh U JATHPOBATh JOKYMEHT B pazzaene 2 yactu C. JlanHbie
CBUIACTCIIM HC MOT'YT SABJISAATBCA:

"  BalIMMH POJCTBEHHUKAMH I10 KPOBU WJIH IO OpaKxy,

®  BalllUMU HACJIECOHUKAMH 6o JMIaMH1, HA3BHAaYCHHBIMU B BAllI€CM 3aBCUIAHWH ITOJYYATCIIIMHA
YaCTHU Ballleii COOCTBEHHOCTH,

" JaaMu, MMCIOIUMU IIPECTCH3MU K BaM HUJIM K BaIIen CO6CTBCHHOCTI/I, 501041

"  BalIMMH BpayaMH, IPYTHMH IMOCTABIIUKAMH MEIUIIUHCKUX YCIIYT, JIUOO COTPYAHHUKAMU
KIIMHUKU, ITAITMCHTOM KOTOpOﬁ BbI ABJISICTECH, 160 COTpYAHUKaMHU MHTCPpHATa UK JOMa
pecTapeiblX, II¢ BbI IIPOKUBACTE.

(Two witnesses must sign and date the document in Section 2 of Part C. These witnesses cannot be:

= related to you by blood or marriage,

= your heir, or a person named to receive a portion of your estate in your will,

= someone who has a claim against you or against your estate, or

= your doctor, other health care provider, or an employee of a hospital in which you are a patient, or an

= employee of the nursing home or adult care home where you live.)

3. Hotapuyc nomxeH 3aBepuTh TaHHBIE TIONMUCH U HOTAPUAIBHO yIOCTOBEPHUTH HACTOSIIIUNA
NoKyMeHT B pazzene 3 yactu C. (A notary public must witness these signatures and notarize the document in
Section 3 of Part C.)
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Yactps A: MeaMuMHCKas 10BEPEHHOCTH (BHIOOP MEAUIIMHCKOTO MPeICTABUTEIS)
(Part A: Health Care Power of Attorney (Choosing a Health Care Agent))

Ecnu BbI He kenmaeTe Ha3HAYaTh MEIUIIMHCKOTO NIPEACTAaBUTEIS, TIEPEUCPKHUTE TAHHYIO YacTh
JJOKYMCHTA U IIPOCTaBbTC BAllld MHUIIMAJbI 3/1ECh: . (Ifyou do not wish to appoint a health care

agent, strike through this entire part and initial here)

Moe nmosiHO€e MM (My name is):

(mewatHeIMu OyKBamHu) (Please Print)

[darta moero po:knenus (My birth date is): [/

1. JInuo, koTOpoe 51 HA3HAYAI0 CBOMM METUIIMHCKHM NpeacTaBuTteseM: (The person I choose as my
health care agent is)

nepBoe UM (first name) BTOpOE uMst (middle bammnms (last name)
name)
Agnpec (street address) Topox (city) wrrar (last name) TTOYTOBBIA UHJIEKC
(zip code)
JoMaIrHui TenedoH pabouwmii Tenedon MOOHITHHBIN AJIEKTPOHHBIN aapec
(home phone) (work phone) tenedoH (cell phone) (e-mail address)

Ecmn YKa3aHHOC JIMIIO HE CMOXET NI OTKAXETCA HeﬁCTBOBaTB B Ka4€CTBE€ MOECTr0 MECANITUHCKOI'O
IpeaCcTaBUTEIIL, B3aMCH €T0 S Ha3Ha4aro CICAYIoLIee JIULO (If this person is unable or unwilling to serve as
my health care agent, my next choice is).

niepBoe uMs (first name) BTOpO€E uMsl (middle name) ®amunus (last name)

Anpec (street address) Topox (city) Irtat (last name) MIOYTOBBIH UHJIEKC
(zip code)

JoMaIHui TenedoH pabouwmii Tenedon MOOHITHHBIN AJIEKTPOHHBIN aapec

(home phone) (work phone) tenedoH (cell phone) (e-mail address)

2. Oco0ble ykazanus (Special Instructions):

[TPUMEYAHUE: B nannom pa3zzesie Bbl MOXKETE BKIIOUUTH JIKOObIE 0CO0bIe YKa3aHUA, KOTOPbIE
JIOJKEH BBITIOJHATD Balll MEAULIMHCKUH MPEICTABUTENb, JTH0O JH00ble OrpaHHYeHus,
HaKJIaJbIBaEMbI€ Ha PELICHUS, KOTOPbIE MOXKET MPUHUMATh Balll MEAUIIMHCKUM MPEICTaBUTENb,
BKJIFOYAs] PELICHUS O IUTAHUU YEPE3 30H], IPYTUX JECUCTBUAX M0 MOAAEPKAHUIO )KU3HH,
MICUXUATPUUECKOM JICUEHUH, BCKPBITUH, PACTIOPSHKEHUH BallIUM TEJIOM I10CJIE CMEPTHU U IOHOPCTBE
OpraHoB.
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Ecin y Bac HeT 0c00BIX yKa3aHMi AJ151 CBOEr0 MEAMIMHCKOI0 NPEACTABUTENA HIH KaKUX-JIH00
OrPaHHYCHH I, KOTOPbIE BbI 7Kej1aeTe YCTAHOBHUTD I €ro MOJTHOMOYMH, epedYepKHUTE JaHHbII
paszaes OHOM JTHHUE.

(NOTE: In this section, you may include any special instructions you want your health care agent to follow, or any
limitations you want to put on the decisions your health care agent can make, including decisions about tube feeding,
other life-prolonging treatments, mental health treatments, autopsy, disposition of your body after death, and organ
donation.

Ifyou do not have any special instructions for your health care agent, or any limitations you want toput on
your agent’s authority, please draw a line through this section.)

3. loHopcTBo opranoB (Organ Donation):

(vHUIMATBE) MO METUIIMHCKUN TTPEACTABUTEh MOXKET 3aHUMAThCSl JOHOPCTBOM OPTaHOB,

TKaHEW WM 4acTeN MOETO TeJIa MOCe CMEPTH. (My health care agent may donate my organs, tissues, or parts
after my death.)

(BHI/IMaHI/Iei C€CJIM BBl HC ITIOCTAaBUTC CBOXM MHHUIIMAJIbI BBIIIC, Balll MEIULMHCKUN areHT HE CMOXKET 3aHUMAThCSI

JIOHOPCTBOM BaIllMX OPraHOB WJIK YacTeil Tena.) (Please note: if you do not initial above, your health care agent will
not be able to donate your organs or parts.)
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Yactp B: Pacnopsikenue o moaep:kaHuu ;ku3Hu (Part B: Living Will)

Ecnu BbI HE )KenmaeTe OCTaBIATh PACIIOPSIKEHUE O MOAIEPKAHUM )KU3HH, [IEPEUCPKHUTE TaHHYIO 4acTh
JOKYMEHTAa U IPOCTAaBbTE CBOU MHUIIHAIIL] 3/1ECH: . (Ifyou do not wish to prepare a living will, strike

through this entire part and initial here)

Moe noJinoe umsi (My name is):

(meuaTHbIMH OyKBaMM) (Please Print)

JlaTta Moero poxaeHust (My birth date is): / /.

1. Eciiu s1 Oyny He B COCTOSIHUM NPMHUMATH PeLIEHUsI 0 MeIMINHCKOM 00CTyKUBAHUM WIN
€0001IATH 0 HUX, f1 KeJIaK0, YTOObI MO0 KU3Hb HE MPOAJIeBAJIH IPU MOMOIIHU eiiCTBUIA M0
MO/A/IEPKAHUIO )KM3HU B CJIEIYHOIINX CUTYaIMAX (Bbl MOKETE MPOCTAaBUTh BAILIM MHULIUAIIBI JIJIS
J000T0 WJIH TSI BCEX U3 CIAEAYIOINUX BapuaHTOB) (If  am unable to make or communicate health care
decisions, I desire that my life not be prolonged by life-prolonging measures in the following situations (you
may initial any or all of these choices))-

S HaX0XKyCh B HEU3JIEYUMOM COCTOSIHUH, KOTOPOE MPUBEJET K CMEPTHU B

(nHU (initials) TEYCHHE KOPOTKOTO TIeproaa BpeMeHH. (I have a condition that cannot be cured and
that will result in my death within a relatively short period of time.)

51 npeObIBato B 6ecco3HATETLHOM COCTOSIHUM U MOU BPayH YCTaHOBHIIH, YTO,
(uHI (initials) C BBICOKOW CTETICHBIO MEIUIIMHCKOM OIPEICIICHHOCTH, 51 HUKOT/1a OOJIbIIe HE
npuay B cosHaHue.( I become unconscious and my doctors determine that, to a high

degree of medical
certainty, I will never regain my consciousness.)

S cTpamaro OT mporpecCUpyromero ciadoyMus Wid J000T0 APYroro

(uHI (ini tia‘ls) COCTOSIHMSI, TPUBOJALLETO K CYIIECTBEHHOM yTPATE MBICIIUTENBHBIX
CIOCOOHOCTEHN, 1 MOM Bpayll YCTAHOBHIIU, YTO, C BEICOKOM CTETICHBIO
MEJIULIMHCKOM ONPEIEIEHHOCTH, JAHHOE COCTOSIHUE HE MOYKET YIYUIIUTHCA. (1
suffer from advanced dementia or any other condition which results in the substantial loss

of my ability to think, and my doctors determine that, to a high degree of medical certainty,
this is not going to get better)

2. (vHMIE AN (initial)) HeB3upasi Ha TO, YTO 51 He KeJIAK MPOAJICHUS JKU3HU NMPH
MOMOIIHM JeHCTBHIH MO NMOAJECPKAHMIO JKH3HH B CUTYallUsIX, IepeYHCJIeHHBIX B pa3aese 1
Bbie, A JKEJIAIO noJsiyyaTth B JaHHBIX CHTYallMSIX MUTAHUe Yepe3 30H/ (TOCTaBbTE CBOU
MHULMANbI TObKO B ciayyae, eciu Bol ZJKEJIAETE nonydars nutanue yepes3 30H4 B TAKUX

cutyanusx). (Even though I do not want my life prolonged by other life-prolonging measures in the situations
I have initialed in section 1 above, I DO want to receive tube feeding in those situations(initial here only if you
DO want tube feeding in those situations))

3. A kes1aro obecrneyeHUs1 MAKCUMAJIBLHOTO KoMdopTa. S *xemaro, 9ToOBI TEPCOHAI,
OKa3bIBAOIIUI MHE MEAULIUHCKUAE YCIYTH, COJEPKAJI MEHSI B MAKCUMAJIbHO BO3MOKHOM YHCTOTE,
yn00CTBE U ¢ MAKCUMAIFHO BO3MOXXHBIM MPEAOTBpAIIEeHHEM 00JH, JaKe €CITH TaKOW yXOJ MOYKET
YCKOPUTH MO0 CMepPTh. (I wish to be made as comfortable as possible. ] want my health care providers to keep
me as clean, comfortable, and free of pain as possible, even though this care may hasten my death.)
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4. .JInua, NPEAOCTABJIAIOIIIHC MHE MEAUIIMHCKHE YCITYTI'H, MOI'YT PYKOBOACTBOBATbLCHA
HACTOAIIUM PACIIOPHIKCHUEM 0 MOAACPKAHHUHU )KU3HH 1JIsI IPUOCTAHOBJICHUA UM
NpEKpaleHus JeACTBHIl 1O MNOAACPKAHUIO )KU3HU B CUTyallMsAX, OTMCYCHHDLIX BbIIII¢ MOUMHU

MHULHAJIAMU. (My health care providers may rely on this living will to withhold or discontinue life-
prolonging measures in the situations I have initialed above)

5. Eciu MeTHIIMHCKUI NpeacTaABUTE b, HA3HAYEHHbIN MHOK0 B YACTH A HACTOsIIIei
MeIMUMHCKOI J0BEPEHHOCTH WJIM NP MOMOIIH AHAJOTMYHOI0 JOKYMEHTA, BbI/IaeT YKa3aHU,
HAyIIHMe Bpa3pe3 ¢ NMoKeJAHUSIMH, YCTAHOBJIEHHBIMY B JIAHHOM PACHOPSIKEHUH 0 MO/IeP:KAHUH
sku3HM, T0: (BHUMAHMUE: npocrassre nunnuans: TOJBKO IJIS OJJHOTI'O u3 aByx BapuaHTOB

HUxe): (If I have appointed a health care agent in Part A of this advance directive or a similar document, and
that health care agent gives instructions that differ from the desires expressed in this living will, then: (NOTE:
initial ONLY ONE of the two choices below))

(MHUIIIAITB)

(initials)

(MHUIIIAITB)

(initials)
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cjeayer co0MI0AaTh JaHHOE PACIIOpsKeHHe 0 MOJAeP:KAHNM KU3HU. Mol
MEIULUHCKUI IPEICTABUTENDb HE MOXKET IPUHUMATh PEIICHHUS, HIYIIHE
Bpa3pe3 € NOKCIAHUAMU, YKAa3aHHBIMHA MHOIO B TAHHOM PACIIOPSKCHUUN O

MOJJEPKAHUH KU3HU.
(Follow this living will. My health care agent cannot make decisions that are
different from what I have stated in this living will.)

cJieAyeT AelCTBOBATH COIVIACHO YKA3aHUAM MOEro MeJUIHHCKOT0
npeacTaBuTesa: Mol MEAUIIMHCKUN NPeICTaBUTENIb UMEET MPaBO
HpI/IHI/IMaTI: peLHCHI/IH, I/II[YH_II/IG Bpa3pe3 C MMOXCJIaHUAMU, yKaBaHHBIMI/I MHOKO

B JITAaHHOM PAacCIOPsKEHUHU O ToiepsKaHuu Ku3Hu. ( Follow health care agent: My
health care agent has the authority to make decisions that are different from what I have
indicated in this living will.)
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Part C: Completing this Document (wait until two witnesses and a notary public are

present before you sign!) Hacrs C: 3anosineHne HACTOSIIIEr0 JOKYMEHTA (JOKIUTECH IPUCYTCTBUS IBYX
CBHJIETENICH N HOTapHhyca Nepe TeM, Kak IMOANMCHIBAaTh JaHHBINA TOKYMeHT!)

1. Your Signature

[ am mentally alert and competent, and [ am fully informed about the contents of this document.

(1 HaxX0XyCh B 3/ipaBOM yMe U TPE3BOU MAMSTH, U s MOJTHOCTbIO MPOUHPOPMUPOBAH O CO/IEP>KaHUHU
HACTOSIEr0 JJOKyMeHTa.)

Date (/lara):

Signature (Iloxamuce):

2. Signatures of Witnesses (Iloqnucu cBuereJieii)
[ hereby state that the person named above, , being of sound mind,
signed (or directed another to sign on the person’s behalf) the foregoing document in my presence. [ am not

related to the person by blood or marriage, and [ would not be entitled to any portion of the estate of the
person under any existing will or codicil of the person or as an heir under the law, if the person died on this
date without a will. I am not the person's attending physician. [ am not a licensed health care provider or
mental health treatment provider who is (1) an employee of the person's attending physician or mental
health treatment provider, (2) an employee of the health facility in which the person is a patient, or (3) an
employee of a nursing home or any adult care home where the person resides. [ do not have any claim
against the person or the estate of the person.

Date: Signature of Witness:

Date: Signature of Witness:

3. Notarization (HorapuaibHoe 3aBepeHue)

COUNTY, STATE

Sworn to (or affirmed) and subscribed before me this day by

(type/print name of signer)

(type/print name of witness)

(type/print name of witness)

Date:

(Official Seal) Signature of Notary Public

, Notary Public

Printed or typed name

My commission expires:
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