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Please fill this form out in English so that your

healthcare providers can read your wishes.

gIINR IINR

A

JI13)JF EI0HH 2SO0 I 2 [ 8t 0 Al RIZ0f| Ifyou have had a chance to think about the care you
sk M2r=2 H2|oH JIZ0H =10 A2 ALt want towards the end of your life, you may want to
G O|At AAZ Qs =240 S H = [ write your thoughts down. Use this plan to write down
olg &, JtE, A0 FEotL) 42 HES O what you want health professionals, friends and family/
AAIZ ALED IS AL. whanau to know if you could no longer tell them

_ _ B If.
A2 517 ®Oll JHS5HE Sk o[ AFSH AFOl B Joure
JIZ5H0F & X 29 2HE 20| USL|CH There is a section on medical treatments which is

_ _ _ _ _ important to discuss with your doctor if possible, before
AR HES A0l BEt SIS gls 2auC SRR B ! ’
D= =2 WA 80| HHol0F ot= A0l OtLIB=Z '
2ol= 0320 A HBHAIA 2. Aol A 22| 2 This plan is for you and about you. You should not feel
2 S AFZHOIST S0 HILE 01212 BEHE 2 like you have to complete every section, complete only
USLICH JStAIH AMEKXN =AZ LSS as much as you want to. You can show it to anyone
=Ilol{LF HAE 2 ASLICH &S O AL involved in your healthcare. You can add to it as often as
QS A0H JFRID JF AoIZ & & 2HK} &F 2M you like and change your decisions at any time. Please
ANES B28 2 5L L) take it to your doctors or nurses to discuss it and then
A1t SOlGHE B BT oINS Sof 0|5 meeg VO @n both have copies.
ot= B0 Al2S BY 2 QA SLICH It can be forwarded through your doctor to others who

may need it, with your consent.
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Please use this plan to inform my care only if  am unable to inform you directly.
LHOF & 28 S20] Uil & 20 8ol 0l AHM HES ASdH FEAL.

Last Name &

FirstName Ol & ... DOBAMEHEA ... [, [,

Address &4

Phone &3t HS

Please fill this form out in English so that your healthcare providers can read your wishes.
0l ZAlg o2 HHEIH FAIH AZXS0| 6 20| |dt= HIE g2 = UsUTH

My Enduring Power of Attorney (for personal care and welfare)

LIS Daloh SIAIZEES 2 4 A= 272 IIYR (Rl A L =X AFE 2+2)

[ R W -

First name(s), 0l & Last name: Relationship:
............................................................................... A e R
Address

= A_-

N I
Home Phone: Daytime Phone: Mobile Phone:

B B T S SOE

Please try to include the following people in decisions about my care:
Lol MZ 0l 28 SIALZ2Z 0 Otehel 2SS ZSAIIEE Lol FHAL:

First name: Last name: Relationship: Phone:
Ol & A ZHH Mot HS:
First name Last name Relationship Phone
Ol & B ZHH Mot HS:
First name Last name Relationship Phone
Ol & B ZHH Mot HS:
| have made a Will (tick): Yes No It is held by:
LIo] SUE 2 (HEal ZAIGHRAIR): [ | g [ g S S2X:

If I can no longer tell you myself | want those who care for me to know:

The following is important to me (this can include your hopes and fears, practical matters [eg you like the TV on,

you like to be outside], family concerns, spiritual care you would like, anything else you can think of):

Lot O Olal AAZ e SE0| QU 2 M LIE 2= 2201 U3 M S €10 HAIJIE BHELICH
LI S8t 242 S 25U (Hote 31 ALE, FHS, Ml 240l TVE H=I{LE 2ol

LIOF A2 JE], Ot 2R I M2tLts A E JISoHAAIR):
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Please use this plan to inform my care only if  am unable to inform you directly.
Lo &8 2e S250] 80l 2 B0 ol 0l AHE HE S MBS FHAL.

This is what makes life meaningful to me (this may include values, people, pets, ways you would like those caring
for you to look after your spiritual and emotional needs, and anything else you want);

Ltol 4401 2100t Y= S CHSD ZSLICHAGHS JIXI, AlRL, BHASE, SR A0l idah D)
Hiets 2%, BAMR 272 2= 29 U JIEH A5k Aot 22 JI=FHAAIR);

Lt JtS, &S0l €10 Jidall =] didte W2 s €50

When | am dying the following are important to me (tick):
Liel 2E0| It 2 M LIolH SR8t H2 Usd ZSLCH (86 EAISHA AIR):

Keep me comfortable

L motE S =aAIR

Take out tubes and lines that are not adding to my comfort
L] motstol £201 EX %s S2U 21212 HHM FHAIR

Let my family and friends be with me
L oiEn ARs0 2o U0 FAAR

Offer me something to eat and drink
L] eg 2 ota 202 AN

Stop Medications that do not add to my comfort

L] morsts Mol =X as %2 S0is EHH FUAIQ

Attend to my spiritual needs
L te g 202 MY FaAR

Other:
[] JIEL:
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Please use this plan to inform my care only if | am unable to inform you directly. |

Lo &8 2e S250] Ul 2 B0 ol 0l AHE HE S MESH FHAL. :

The place | die is important to me (tick): Yes No

ALY EHA S KR (HEoH EAISHYAIR): s las

When | am dying | would like to be cared for (tick):
ASO0I I 2 W LIE BTl RS US HAZ2 ol FHAIL (DG ZAIGHAAIRL):

At home, which for me is:

B 3R At e
D In Hospice T A | N o
D In Hospita| B

O N T o

LB oo

Please care for my body by ensuring the following:

AL&IOI 28t 312 ArEL:

| would like to be (tick): Buried Cremated
CE Dt 20] off FAAQUMEE BEAGHAAIR): [ e [ gx
| would like the following as my end-of-life ceremony or funeral:

LHOF ®ote SZA0ILE ZdlAl2 UGS 25U

| would like to donate my organs and/or tissues for transplantation. (Tick):
I Y ZHO JIE HE (HEd ZASHAAR):

Yes No

L] as L] et

Other comments:

JIEF OAILD 22 &
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Please use this plan to inform my care only if  am unable to inform you directly.
LHOF & 28 S20] Uil & 20 8ol 0l AHM HES AISdH FEAL.

Last Name &

Phone &3t HS

........................ Mobile FOHE ..o

Specific Treatment and Care Preferences (please fill out with the help of your Doctor or Nurse)
These expressed preferences should be used to guide clinical decisions in the circumstances | have
set out below:

AEE (Hot2l SIAF E£= 2ES AL
HA XIS 23S oA Z2R0 Ct22l 519

| would/would not want:

Zot= LHS/JGHK 2= WS CtS2

o —i
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Please use this plan to inform my care only if  am unable to inform you directly. |
LHOF & 28 S20] Uil & 20 8ol 0l AHM HES AISdH FEAL.

Last NaMe A oo

FirstName Ol .......oooiiiiiiieiiiiiieeeeee DOBAEHE Y .. [ [ovoriann

For Signature
N3

I understand this is a record of my preferences to guide my healthcare team in providing appropriate care for me.

L0l 2XME LI B2 24Es MSots 82 2ASM0H XE0I 2 LSl 312 Areroll 28t DS 2= OlaierLICE

I understand that it will only be used when | am unable to make decisions for myself.
2.0l EME It AAZ AL Z2EES & 0| 2 2 Mol stol AtEE Y= Oloi & LICH
I understand that medically futile and/or inappropriate treatments will not be administered even if this is my expressed preference.

3. Lt Sl At 0lctE QS MO 2 Sol0|otHLE RHEE XS= S = ASS Ol LICH

rr

| acknowledge that this record may be held in an electronic form and will be made available to other health care providers for purposes of
treating me.

4.0 ENE ZHEN 220 ZAl TOE 2AZ80| LIE XIZe SH2Z AIEE £+ AS2 2IFSLIC

Signed: Date

N T
Witness (Health Professional):

Zol(e=&):

Signed: Date:

N .
First Name(s): Last Name: Designation:

Ol S A A




