PYCCKUI/RUSSIAN

~LIGHT : 1
(s PacnopskeHuA nNo se4yeHuto 1 yxoay: Kopotkasa Popma
THE LEGACY Wishes for Health Care: Short Form*
2
///—Z\)) ) . PacnopsakeHuA no neyeHuto U yxoay wrata MuHHecoTa
a\\@ Honorlng Ch01C€S® Minnesota Health Care Directive?
MINNESOTA "
CmoTpeTb cTpaHuubl 3-4 ANA 3aBepLUeHUA ITOM aHKETbI
See pages 3-4 for completion directions
Uma n pamunums: Aarta poxkpeHusa:
Full Name Date of birth
1. f HasHaualo, cnegylolee UL, B KaUecTBE MOero oCHoBHOro (OCHOBHOM) NpeacTaBUTeNA NO

BonpoCcam megUUUHCKOro s1e4eHna u yxoga. 9TOT YenosekK GVAeT NPUHUMATb BCe pelleHUuA 3a
MeHA, eC/in A He B COCTOAHUU NPUHATb UX Cam:
| appoint the following person to serve as my primary (main) health care agent.

Uma n pamunua: Kem mHe npuxogurca:
Name Relationship

TenedoH (mob): DOpyroi tene¢oH:

Cell phone Other phone

(Heo6a3aTenbHo): Al Ha3HaYal0 HUXKEYKAa3aHHOE L0 MOUM aNbTEPHATUBHbLIM NpeaCcTaBUTeNnEeM
no BONpocam Moero MeAuLUHCKOro IeYeHUA U YX0Aa B C/lyYae, eCM Moii nepBblid

npeacrasuTte/ib He 4O0CTyNeH:
(Optional): I appoint this person as my alternate health care agent in the event my first health care agent is not available:

Uma n pamununa: Kem mHe npuxogurtca:
Name Relationship

TenedoH (mob): DOpyroi tene¢oH:

Cell phone Other phone

(Heo6a3aTtenbHo): Al Bbipakalo CBOM C/eayloLine NoXenaHuA No NoBoay MOero MeauLMHCKOro
NleYeHUs U YX0Aa, HaNpMUMep: MOU LLEHHOCTU U Y6eXKAeHUA, UTO A XKeNalo U He XKeal, Moé
MHEHME 0 KOHKPETHbIX cnocobax fieueHuns B pasnnUHbIX cUuTyaumusax. Ecnm Bam Hy»KHO 6onblue

MecTa, NPoAo/IKaTe Ha 2 CTpaHuue.
(Optional): | give the following instructions about my health care (my values and beliefs, what | do and do not

want, views about specific medical treatments or situations): If you need more space, continue on page 2.

Moanuce: Aara:
Signature Date

Igonee noopobHasA hopma makice 00CmynHa, ecsau 8ol xomume 60osee ModpPobHO oNUCAMb 8aWU MOXENAHUA M0
MeOUYUHCKOMY fe4eHUutro U yxooy

I long form is available if you wish to more fully describe your health carewishes.

’3mom 0oKymeHm He bydem npumeHAmMscsa K 1060l mepanuu cea3aHHOU ¢ Ncuxu4eckum 300po8bem U fevyeHuem
(3nekmpocydopoxcHas mepanus uau Helipoaenmuyeckux npenapamos).

2 This document will not apply to any intrusive mental health treatments (electroconvulsive therapy or neuroleptic medications)



Ucnonwb3ylime HuXeyKa3zaHHOE NPocmpaHcmeo 0711 nNpoodoseHus nepeyHsa Bawux noxcenaHuli no
meduyuHckomy yxo0dy (eonpoc 2 u3 nepeoli cmpaHuye), uau 8aa ocmassaeHusa Bawux
donosaHUMeIbHbIX KommeHmapues.

Use the space below to continue your wishes about your health care (question 2 from front page), or to add comments.

Notary Public in the State of Minnesota

County of Notary seal

In my presence on: (date)

(Name):
acknowledged his or her signature on this document, or acknowledged that he or she authorized the
person signingthis document to sign on his or her behalf.

Signature of Notary:

My commission expires (date)

Noanucu ceupetenei
OR Statement of Witnesses

Ceupgerenbl: CeBuperenn2:

Witness 1 Witness 2

Aara: Aara:

Date Date

Mmsa (neuyaTtHble 6yKBbl): Mma (neyaTHbie 6yKBbl):
Print Name Print Name

(cBupgetenu ponKHbl 6bITb 18 NeT K cTapLue U He MOryT 6bITb BalWMM OCHOBHbIM MU
aNbTepHaTUBHbIM NpeacTasutenem. OAUH U3 cBUAETENel He MOKET 6bITb BalMM Nevalumm

BpPayoMm UM COTPYAHUKOM NOCTaBLLUKA BallUX MEAULMUHCKUX YCAyr.)
(Witnesses must be 18 years of age or older and cannot be your primary or alternate health care agent. One witness
cannot be your health care provider or an employee of your health care provider.)



MHCTPYKUMU HA PYCCKOM A3bIKE\CTPAHULbI 3-4
Completion Directions, pages 3-4

JonxeH n A 3aN0NHUTb 3TY aHKeTy ?

Do | have to complete this Health Care Directive?

HeT. He 0bA3aTenbHO. Bbl MOXKeTe 3anoHUTb €€ cerogHa uan B byayuiem, Tak:ke Bbl moxkeTe
0TKa3aTbCA OT 3ano/iHeHMA. OAHAKOo 3anosHeHue 3Tol GOopPMbI, MOMOMKET YA0BNETBOPUTL Baluum
nokesaHus B byayuiem. BbickasbiBaHWe Balwmx noxkenaHWi B TMCbMeEHHOM dopme, AacT BO3MOXKHOCTb

Bawmm 6113KMMm OCyLWw,ecCTBNATb Bawwn noxxenanums.

No. You may complete it today or at a later date, or you can decline to complete it. However, completing this form will
help make sure you get the care you want. Putting your choices in writing helps loved ones know if they’re doing what
you would want.

Kakyio MHQOQMBHMIO A AONIXKEH HQGQOCTaBMTb?

What information am | being asked for?

Bonpoc 1: 3toT Bonpoc o Bawem npeacrasutene, KOTOPoro Bol ynoAHOMOYNAM FOBOPUTL U
NPUHUMATb MeAULNHCKUE peLlleHuA 3a Bac, eCNn Bbl He COCTOAHUM NPUHATD UX CAMOCTOATE/IBHO.
PekomeHayeTcA Ha3BaTb Y1EHOB CEMbM, UK ApYra, KOTOPbIN Bac XopoLwlo 3HaeT, U NoOHMMaeT Bawm
noenaHua u ybexaeHua. Bol 4ONXHbI NOKa3aTb 3TOT JOKYMEHT Bawemy npeacrasutento n obcyantb
€ro ¢ HUM 1nu ¢ Hein. Caenante 4ONONHUTE IbHBIE KOMUM 3TOFO AOKYMEHTA U AaliTe Konuu Bawemy

npeacTaBuTeNto, neYallinum Bac Bpayam u apyrum 61mskum Bamatogam.

Question 1: This question is about your health care “agent.” Your agent is someone you choose to speak and make
health care decisions for you if you cannot. Consider naming a family member or friend who knows you well and
understands your values. Showing your agent this document and talking about it with him or her is important. Make
extra copies to share with your health care agent, health care providers, and other important people in your life.

Bonpoc 2 (HeobAa3amesbHOo): ITOT BONPOC KacaeTcss MeAULIMHCKOro YX04a, U BOSMOMKHO APpYyrnx
noKesaHui, KoTopble y Bac MoryT 6biTb. Bbl MOXKeTe MX yKa3aTb KOHKPETHO UK B 00Lwem.
Hanpumep:

Question 2 (Optional): This question is about health care and other wishes you may have. You may be as specific or
general as you like. You may include:

e Bawwu yenu, ybexkgeHUa u npepnouTeHNA 0 MeAULMHCKOM IeYeHUU U yxoae
e your goals, values, and preferences about medical care

e cnocobbl neyeHus KOTOpble Bbi npeagnoyumTtaeTte
e the types of medical treatment you would want or not want

® KaK MMmeHHO Bbl xoTuTe uTo6bl Baw npeacrasutens/npeacraButeny, NPUHUManM pelueHus
e how you want your agent or agents todecide

¢ rpeBbl 6b1 XOTenu ocyLw,ecTBUTbL CBOI yxog, (aoma unu B 6onbHULE)
e where you would like to receive care (such as at home or a hospital)

e xoTute nu Bbl 6bITb AOHOPOM OpPraHoBs, TKaHel u rnas
e whether or not you would like to donate your organs, tissues, and eyes



HoTapuyc nam Cenaetnnum
Notary Public or Witnesses

HOTapMycy unu 2 csunagertenam HGO6XO,£I,MMO noarsepanTb Bawy NnoAnncCb Ha 3 TOM AOKYMEHTE.
CBuaeTeniv gONMKHbI 6bITb 18 IEeT UM CTapLUe U He ABAATLCA B STOM AOKYMEHTE OCHOBHbIM WU/IU
a/ibTEPHATUBHbIM NpeAacTtasuTenem no BaLLIEMy NEYEHUIO N YXO40M. Mo KpaﬁHeﬁ mepe oaunH
CBUAETENb HE MOXKET ObITb BalimMm seyalmm Bpayom Uan COTPYAHUKOM MOCTaBLUMKa Bawwmx
MeANLMNHCKUX YCNYT.

A notary public or 2 witnesses must verify your signature on this Health Care Directive. The witnesses must be 18
years of age or older, and cannot be your primary or alternate health care agent. At least one witness cannot be your
health care provider or an employee of your health care provider.

Y1o A AO0J/XKeH AeNiaTb Noc/ie 3anoJiHeEHUA 3TOro gOK!MeHT?
What should | do after | complete this Health Care Directive?

Bbl AO0/1KHbI COO6IJ.I,MTb NOOAM, 4YTO Bbl nx Ha3Ha4YnAM Bawmm OCHOBHbIM UK a/IbTEPHATUBHbIM
npeacTaBuUTeNIEM, B TOM C/y4ae, ecan Bbl 3To elle He caenann. Ybeamtech, YTO OHM YyBCTBYIOT cebsA B
COCTOSIHMM BbIMONIHUTbL 3TO BaXKHOe pelleHne ansa Bac B byaywem. Jaite Konuio Bawemy Bpady. XpaHute
AOMNONHUTENIbHbIE KOMWK, B TAKOM MECTE, IIEe UX MOXKHO NIETKO HAMTK, a TaKKe AanTe Konuu Bawmm
poAacTBEHHUKaMm UBAUIKUM.

Tell the people you named as your primary and alternate health care agents, if you have not already done so. Make sure
they feel able to do this important job for you in the future. Give a copy of your Health Care Directive to your health care

provider. Keep additional copies for your records and to share with your health care agents and family or others as you
wish.

C KeMm MO¥KHO OGC!AMTb ec/iny meHAa ectb BOnQOCbI?
Who can | talk with if | have questions?

Baw nevawmii Bpay MoXKeT OTBETUTb Ha Bawwm Bonpockl u 6ecnokoiictBo. OH UM OHa HanpasuT Bac K
cneumanncTam, KOTopble CMOryT Bam nomoub.

Your health care provider can answer your questions or concerns. He or she may refer you to an Advance Care Planning
Facilitator for help.



