Part 1 of this form lets you name another individual as agent to make health care-decisions for you if you
become incapable of making your own decisions, or if you want someone else to make those decisions for
you now even though you are still capable. You may also name an alternate agent to act for you if your
first choice is not willing, able, or reasonably available to make decisions for you.

Your agent may not be an operator or employee of a community care facility or a residential care facility
where you are receiving care, or your supervising health care provider or an employee of the health care
institution where you are receiving care, unless your agent is related to you or is a coworker.

Unless you state otherwise in this form, your agent will have the right to:

1. Consent or refuse consent to any care, treatment, service, or procedure to maintain, diagnose, or
otherwise affect a physical or mental condition.

2. Selector dischafge health care providefs and institutions.
3. Approve or disapprove diagnostic tests, surgical procedures, and programs of medication.

4. Direct the provision, withholding, or withdrawal of artificial nutrition and hydration and all other
forms of health care, including cardiopulmonary resuscitation.

5. Donate organs or tissues, authorize an autopsy, and direct disposition of remains.

However, your agent will not be able to commit you to a mental health facility, or consent to convulsive
treatment, psychosurgery, sterilization or abortion for you.

Part 2 of this form lets you give specific instructions about any aspect of your health care, whether or
not you appoint an agent. Choices are provided for you to express your wishes regarding the provision,
withholding, or withdrawal of treatment to keep you alive, as well as the provision of pain relief. You also
can add to the choices you have made or write down any additional wishes. If you are satisfied to allow
your agent to determine what is best for you in making end of life decisions, you need not fill out Part 2
of this form.

Give a copy of the signed and completed form to your physician, to any other health care providers you
may have, to any health care institution at which you are receiving care, and to any health care agents
you have named. You should talk to the person you have named as agent to make sure that he or she
understands your wishes and is willing to take the responsibility. ‘ ’

You have the right to revoke this advance health care directive or replace this form af any fime.
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Form 3-1 Advance Health Care Directive

PESIGNATION OF AGENT:

I designate the following individual as my agent to make health care decisions for me:

Name of individual you choose as agent:

Address:

Telephone:

(home phone) (work phore) (cell/pager)

OPTIONAL: If I revoke my agént’s authority or if my agent is not willing, able, or reasonably available
to make a health care decision for me, I designate as my first alternate agent:

Name of individual you choose as first alternate agent:

Address:

Telephone:

(home phone) (work phone) (cell/pager)

OPTIONAL: If I revoke the authority of my agent and first alternate agent or if neither is willing, able,
or reasonably available to make a health care decision for me, I designate as my second alternate agent:

Name of individual you choose as second alternate agent:

Address:

Telephone:

- (home phone) - (work phone) (cell/pager)

AGENT'S AUTHORITY:

My agent is authorized to make all health care decisions for me, including decisions to provide, withhold,
or withdraw artificial nutrition and hydration and all other forms of health care to keep me alive, except
as I state here: - '

v (Add additional sheets if needed )

& (3/08)

UCLA Form #10175 Rev (11/08) 3
California Hospital Association

Page 2 of 8




Form 3-1 Advance Health Care Direciive

WHEN AGENT'S AUTHORITY BECOMES EFFECTIVE:

My agent’s authority becomes effective when my primary physician determines that I am unable to make
o 7 PRy
my own health care decisions.

(Initial Fere)

OR

My agent’s authority to make health care decisions for me takes effect immediately.

(Initial heve)

AGENT'S OBLIGATION:

My agent shall make health care decisions for me in accordance with this pcwer of attorney for health
care, any instructions I give in Part 2 of this form, and my other wishes to the extent known to my agent.
To the extent my wishes are unknown, my agant shall make health care decisions for me in accordance
with what my agent determines to be in my best interest. In determining my best interest, my agent shall
consider my personal values to the extent known to my agent.

AGENT'S POSTDEATH AUTHGRITY:

My agent is authorized to make anatomical gifts, authorize an autopsy and direct disposition of my remains,
except as I state here or in Part 3 of this form:

(Add additional sheets if needed.)

HOMINATION OF CONSERVATCR
If a conservator of my person needs to be appo ointed for me by a court, I nominate the agent designated
reasonably available to act as ouswrvaturb I nominate the

+

E.

this form. I that agent is not wi orr
lternate agents whom [ have named} in the order aesiozzated‘

Ci.
- TQ
jav)
oy
('D

™
Pt
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Form 3-1 Advance Health Care Directive

If you fill out this part of the form, you may strike any wording you do not want.

END OF LIFE DECISIONS:.

I direct that my health care providers and others mvolwd in my care provide, wuhhold or withdr
treatment in accor d,.nce with the choice I have marked below:

I

Choice Not To Prolong Life:

(Initial here)

I do not want my life to be prolonged if (1) I have an incurable and irreversible condition

that will result in my death within a relatively short time, (2) I become unconscious and, to a
reasonable degree of medical certainty, I will not regain consciousness, or (3) the likely risks and
burdens of treatment would outweigh the expected benefits,

OR
Choice To Prolong Life:

(Initial here)
['want my life to be prolonged as long as possible within the limits of generally accepted health

care standards.

tELIEF FROM PAIN: ‘ :
Except as I state in the following space, I direct that treatment for alleviation of pain or discomfort be
provided at all times, even if it hastens my death:

(Add additional sheets if needed, )

" OTHER WISHES: ,
(If you do not agree wuh any of the optional choices above and wish to write your own, or if you wish to
add to the instructions you have given above, you may do so here.) I direct that:

(Add additional sheels if needed.)
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Form 3-1 Advance Health Care Directive

I. Upon my death:

I give any needed organs, tissues, or parts

(Initial here)

b

give the following organs, tissues, or parts only:

—t

(Initial here)
1. If you wish to donate organs, tissues, or parts, you must complete II. and ITI.

My gift is for the following purposes:

Transplant Research . =~ =
(Initial here) - (Initial here)

Therapy . Education
(Initial here) e A (Initial here)

IIL. Tunderstand that tissue banks work with both nonprofit and for-profit tissue processors and distributors.
It is possible that donated skin may be used for cosmetic or reconstructive surgery purposes. It is
possible that donated tissue may be used for transplants outside of the United States.

1. My donated skin may be used for cosmetic surgery purposes.

E - T S No

(Initial here) (Initial here)
2. My donated tissue may be used for applications outside of the United States.
Yeg o7 - No__

(Initial here) (Initial here)

3. My donated tissue may be used by for-profit tissue processors and distributors.

oS 11 RO T
(Initial here) ©(Initial here)

(Health and Safety Cod.e Section 7158.3)
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Form 3-1 Advance Health Care Directive

I designate the following physician as my primary physician:

Name of Physician:

lan)

felephone:

Address:

OPTIONAL: If the physiéian I have designated above is not willing, able, or reasonably available to act
as my primary physician, I designate the following physician as my primary physician:

Name of Physician:

Telephone:

Address:

The form must be signed by you and by two qualified witnesses, or acknowledged before a notary public.

SIGNATURE:
Sign and date the form here

Date; : Time: : AM/PM

Signature:

(patient)

Print name: -
(patient)

Address:

STATEMENT OF WITNESSES:

I declare under penalty of perjury under the laws of California (1) that the individual who signed or
acknowledged this advance health care directive is personally known to me, or that the individual’s
identity was proven to me by convincing evidence, (2) that the individual signed or acknowledged this
advance directive in my presence, (3) that the individual appears to be of sound mind and under no duress,
fraud, or undue influence, (4) that I am not a person appointed as agent by this advance directive, and &)
that T am not the individual’s health care provider, an employee of the individual's health care provider,
the operator of a community care facility, an employee of an operator of a community care facility, the
operator of a residential care facility for the elderly, nor an employee of an onerator ofa reszdcntlal care
’Ca’“l ity for the elderly : :
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F ovrm 3-1 Advance Health Care Directive

FIRST WITNESS

Name: ; Telephone:
Address: '
Date: - : Time: : AM/PM
Signature:
(witness)
Print name:
(witness)

SECOND WITNESS -

Narme: : Telephone:
Address:
Date: : ' Time: : AM/PM
Signature: '
(witness)
Print name:
(witness)

ADDITIONAL STATEMENT OF WITNESSES:
At least one of the above witnesses must also sign the following declaration:

I further declare under penalty of perjury under the laws of California that I am not related to the individual
executing this advance health care directive by blood, marriage, or adoption, and to the best of my
knowledge, I am not entitled to any part of the individual's estate upon his or her death under a will now
existing ar by operation of law. '

Date: : Time: ' AM/PM
Signature;
(witness)
Print name:
(witness)
e
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Form 3-1 Advance FHealth Care Dzrecr‘ve

"*S CERTIFICATE OF ACKNOWLEDGMENT BEFORE A NOTARY PUBLIC INSTEAD
MENT OF WITNESSES.

4 O
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date) before me, (name and tirle of the officer)

personally
appeared (names) of signer(s)) who proved
to me on the basis of satisfactory evidence to be the person(s) whose nam S) is/are subscribed to the
within instrument and acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity upon
behalf of which the person(s) acted, executed the instrument. '

[ certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing
aragraph is true and correct.

WITNESS my hand and official seal. [Civil Code Section 1189]

'(‘5

Signature: [Seal]
(notary)

- WITNESS REQE

k&:'iiva-s’f

Ifyou are a patient in a skilled nur SH‘U facility, the patient advocate or ombudsman must sign the following

statement:
STATEMENT OF PATIENT ADVOCATE OR OMBUDSHMAN
I declare under penalty of perjury under the laws of California that I am a patient advocate or cmbudsman
as designated by the State De pamne“m of Aging and that I am serving as a witness as required by Section
4675 of the Pr OD@.LC Cer
Date Time AM/PM
Signature:

(patient advocate or ombudsman)
Print name:

(patient advocate or ombudsman)

Address
UCLA Form #10175 Rev (11/09) ) ‘ } ) (3/0”‘
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OMPLETING YOUR ADVANCE HEALTH CARE DIRECTIVE

Who can | call if | have guestions about completing the
Contact a patient liaison at (310) 267-9113 or (310) 794-1276

’

Advance ;’“ ith Care Directive?
inside calls, ext. 79113 or 41276).

Ly

N s e S ~ EFmy e Y il iy o - o~ F H ~F REFYES IS AN ¥
Your Advance Health Care Directive can be nofarized “OR” witnessed.

».J
Yes, the A vanc Hea;m C un’ecfiz/e is legally binding only when it is properly witnessed or

s The Advance Health Care Direclive must be signed by two (2) withesses
Both withesses mus g:erson;”y Know ycu

> Only one (1) witness may be a relative

leither of these witnesses can be hospital employees

7o notarize your Advance Health Care Directive:
e A hst of private notaries public is on the back of this page for your convenience
nt

ge
¢ You will need a valid driver’s license, DMV D, current passport, or military ID with you at the
fime of notarization

What should | do with my completed Advance Health Care Directive?

s Make a copy of your Advance Health Care Direcfive

s Provide the copy to the Medical Center Admissions Office so.it can be placed in your
permanent medical record

«  Always Kkeep the original with your other important documen

Patient Affairs
Ronald Reagan UCLA Medical Center
757 Westwood Plaza, Suite 1107 Los Angeles, CA 900385
Phone: (310) 267-9113 Fax: (310) 267-3613
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MAILBGC IKES, ETC.

E\f F ©:00 am - 5:30 pm, Saturday 12:00 pm —
914 Westwood Blvd. (Near Le Conte Avenue)
(310) 208-5022, (310) 208-2144

FILLAGE BUSINESS CENTER

-Hours / 7-Days By Appointment Only
1441 Westwood Blvd.

(310) 208-7947 ‘
10% Discount for UCLA staff and patients

L

N
JA "

be additional charges depending on the time of day, or the day of the weel

Sarah Denise Daniels
(310) 6850-9774

Michele Lamorie
(310) 274-4832

Gina Beilina
(877) 298-4821, (818) 212-8053 (Cell)

Lynne Snitman - Available 24-Hours/ 7- Day
(310) 826-7245, (310) 388-2242 (Pager)

Neptune Soleiman - Available 24-Hours/ 7- Days - By Appointment Only
(310) 871-2557 '

Marcia Tyler. .
(310) 998-8915, (310) 572-2253

Patient Affairs
Ronald Reagan UCLA Medical Center
757 Westwood Plaza, Suite 1107 Los Angeles, CA 0085
Phone: (310) 267-8113 Fax: (310) 267-3613

fion with the

The Patient Affairs Office has comprised a list of Notary Publics, two (2)

VWestwoo \.’ii[age, and the others who L}ava contacted the Medical Center

were available to travel to the hospital to perform notarial duties

These Notary Publics are private companies or individuals, and have no affilia

University. UCLA Medical Center makes this information available as a convenience to our
patients and staff. We do no endorse recommend, or assume responsibility for the quality
of services provided by these Notaries Public.

These private notaries charge the $10.00 fee per signature, plus travel time. There may also
f
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