RUSSIAN
MARYLAND ADVANCE DIRECTIVE:
PLANNING FOR FUTURE HEALTH CARE DECISIONS

IIPEABAPUTEABLHBIE MEAUIIMHCKNE YKA3AHIS, ®OPMA IIT. MARYLAND
IIAAHMPOBAHME PEHIEHUN O MEAULITHCKOM OBCAY KVBAHUU HA BY AVIIIEE

By: Date of Birth:

(Print Name) (Month/Day/Year)
Nmst: Jara poxaeHus:

(ykasaTb Ie4aTHBIMU 6yKBaMI/I) (Mecs1/aeHb/Toa)

Using this advance directive form to do health care planning is completely optional. Other
forms are also valid in Maryland. No matter what form you use, talk to your family and
others close to you about your wishes.

VcrioapzoBanne 4aHHOI (POPMBI ITpeABapUTEABHBIX MEAVIIVHCKIIX YKa3aHU I 4151
ILAaHUPOBAHMU: PelIeHNIi O MeAUITMHCKOM OOCAy>KMBaHNM Ha OyAylilee sIBAsSIeTCs
COBepIIIeHHO HeoOs13aTeAbHBIM. JApyrie GpopMBbI TaKKe JelicTBUTeAbHEI B IIT. Maryland. Bue
3aBMICIMOCTH OT TOTo, Kakoi (popMoi1 Brl Bocrioabsyerecs, caeayer oocyAuTs Barin
o>KeAaHus C yaeHaMu Barment cemMmbn 11 OAM3KUMIA.

This form has two parts to state your wishes, and a third part for needed signatures. Part I
of this form lets you answer this question: If you cannot (or do not want to) make your own
health care decisions, who do you want to make them for you? The person you pick is called
your health care agent. Make sure you talk to your health care agent (and any back-up
agents) about this important role. Part II lets you write your preferences about efforts to
extend your life in three situations: terminal condition, persistent vegetative state, and end-
stage condition. In addition to your health care planning decisions, you can choose to become
an organ donor after your death by filling out the form for that too.

ITepsrie aBa pasaeaa TOrO AOKyMeHTa Pa3bACHAIOT Bamm mmoxxeaanns u Tpetuit pasaea
npeaHasHadeH A4s nmognuceit. Pazaea I mpegnasnayen aas Bamrero orsera Ha CAeAyIOIINIiI
Boripoc: Ecan Bsl He MoxeTe (1141 He XOTUTe) caMU IIPMHUMAaTD PelleHNsI OTHOCUTEAbHO
CBOETO Ae4eHIs], KOMY cAeAyeT IIpUMHIMaTh 9Tu pemleHns 3a Bac? Yeaosek, kotoporo Ber gas
®TOro BbIOepeTe, OyaeT cunTaThes Bammmm meauiimackum arenroMm. O0s13aTeAbHO
IIOrOBOpuUTe ¢ Bammm MeANMIIMHCKM areHTOM (M 3arIacHBIMM areHTaMu) 00 9To
BakHermen pynkimm. Pasaea Il mozsoaser Bam BrickazaTh cBOU MOXKeAaHIS
OTHOCUTEABHO YCUAMI I10 IIPOAAEHNIO Bareit >KisHm B Tpex CUTyalusx: Heu3Aedmumoe
3ab04eBaHIe, YCTOUMBOe BereTaTBHOe COCTOSsIHME 1 KOHeUHasl cTaaus 3a001eBaHusL.

~>You can fill out Parts I and II of this form, or only Part I, or only Part II. Use the form to
reflect your wishes, then sign in front of two witnesses (Part III). If your wishes change, make
a new advance directive. <

Brr Mmoxete 3anmoanuts Pasaeast I n II 9T010 A0KYyMeHTa 1141 OTPaHUYUTHCS AUIIID A100BIM
OJHUM U3 DTUX Pa3Aea0B. 3allOAHUTE DTOT AOKYMEHT B COOTBETCTBUI CO CBOMMMU
IIO>KeAaHUAMU U HOAIMIINTE €ro B IpUCyTCTBUMU ABYX cugereaen (Pasaea III). Ecan



BITIOCA€ACTBIIU Bammu rmosxeaaHms M3MEHITC, BbI MOKeTe 3aIT0AHUTD TaKOM AOKYMEHT
3aHOBO.

Make sure you give a copy of the completed form to your health care agent, your doctor,
and others who might need it. Keep a copy at home in a place where someone can get it if
needed. Review what you have written periodically.

O0s13aTeabHO NepealiTe KOIMIO 3alI0OAHEHHOTO 4OKyMeHTa Bamemy MeAnIIMHCKOMY
areHTy, Bpauy U APyTM AullaM, KOTOPBIM OH MOKeT HoTpeOoBaThcs. Jdep>Kute oANH
DK3eMILAAP AOKyMeHTa y ceOs 40Ma, B TOM MecTe, TAe ero Ipy HeoOXOAMMOCTI MOKHO OyaeT
HanTu. CaesyeT nepmuoamdecky IpocMaTpmBaTh TOT 40KYMEHT.

PART I: SELECTION OF HEALTH CARE AGENT
PA3AEA I: HASBHAYEHUE MEANIINMHCKOI'O ATEHTA

A. Selection of Primary Agent
Hasuauenne ocHOBHOrO areHra

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

A HazHavalo YKa3aHHO€ HIIKe AVIIO CBOMM ar€HTOM AASI IIPUHSTN pemeHI/H?[,
CBsI3aHHBIX C MOVIM MeANIITTHCKIIM O6C/1y>KI/IBaHI/IeMZ

Name:
Nmst:

Address:
Aapec:

Telephone Numbers:
Homepa TeaedoHOB:

(home and cell)/(aomarHwit 1 MOOUABHBIIY)

B. Selection of Back-up Agents
(Optional; form valid if left blank)

Ha3mauyeHmne 3ammacHBIX areHTOB
(He 00s13aTeAbHO 4451 3aII0AHEHIST; AOKYMEHT AeJICTBUTEAEH Aa’kKe eCAV DTOT ITYHKT
He 3aI101HEeH)

1. If my primary agent cannot be contacted in time or for any reason is unavailable
or unable or unwilling to act as my agent, then I select the following person to act
in this capacity:



B caydae oTcyTCTBISI CBOEBpeMEHHOI CBA3M C MOMM OCHOBHBIM areHTOM, 1AU
€CAM OH IO KaKoI-A10O0 IpUIMHe OTCYTCTBYeT, He MOXXET, AU He XOJeT
BBICTYIIaTh B Ka4eCcTBe MOETO areHTa, sl Ha3Hayalo A5l BHIITOAHEHNS DTUX
pyHKIIUI caeayiolee AULIO:

Name:
Nwms:

Address:
Aapec:

Telephone Numbers:
Homepa Teaeponos:

(home and cell)/(aomarttanit 1 MOOUABHBII)

2. If my primary agent and my first back-up agent cannot be contacted in time or
for any reason are unavailable or unable or unwilling to act as my agent, then I
select the following person to act in this capacity:

B cayuyae oTCyTCTBUSI CBO@BpEMEHHOI CBA3M C MOMM OCHOBHBIM U II€PBBIM
3aIlaCHBIM areHTOM, A eCAY OHM 110 KaKOi-A10O0 IIpu4yHe OTCYTCTBYIOT, He
MOTYT, AV He XOTAT BBICTYIIaTh B KA4eCTBE€ MOETO areHTa, 51 Ha3Hadaro 4451
BBIITOAHEHNsI 9TUX PYHKIINI cAeAyIolee AUIIO:

Name:
Nms:

Address:
Aapec:

Telephone Numbers:
Homepa Teaedponos:

(home and cell)/(aomarttanit 1 MOOUABHBII)

Powers and Rights of Health Care Agent
IToaHOMOYMS 1 IpaBa Me AMIIVTHCKOIO areHTa

I want my agent to have full power to make health care decisions for me, including
the power to:



51 xouy, 4TOOBI MOJI areHT 001a4aA BceMy IOAHOMOUYNMSMU IPUHUMATh pellleHns,
KacaloIlyecs MOero MeAMIIMHCKOTO 00CAy>KMBaHMs, BKAIOUasl cAeAylolie
ITOAHOMOYMS:

1. Consent or not to medical procedures and treatments which my doctors offer,
including things that are intended to keep me alive, like ventilators and feeding
tubes;

Corzaamarbcs Ay OTKa3bIBaThCs OT MeAMIIMHCKUX IPOLIeAYp U MEeTOAOB
AedeHs], KOTOpble MOTYT OBITh IPeAA0XKeHBl BpadaMM, BKAIOYasi METOABI, I1eAbI0
KOTOPBIX SIBASIETCA IOAJAep KaHue MOoell XXI3HH, TaK/e KaK alrapaThbl
MICKYyCCTBEHHOTO ABIXaHMs U TUTaTeAbHbIe TPYOKN.

2. Decide who my doctor and other health care providers should be; and

HpI/IHI/IMaTb pemeHn:a o ToM, KTO 40A°KEH OBITH MOUM Bpa4yoOM 1 APYIM
MeAVNVHCKUM II€PCOHaA0M, OKa3bIBAIOIMVM MHE IIOMOIb,; I

3. Decide where I should be treated, including whether I should be in a hospital,
nursing home, other medical care facility, or hospice program.

IIpuHMMaTh pelieHns o ToM, Iae MHe OyJeT OKa3blBaThCsl MeAUITMHCKas
IIOMOIIIb, BKAIOYasl pelleHNns O IIOMellleHM MeHs B O0AbHUILY, A0M
IIpecTapeAslx, Apyrue MeAUIIMHCKIE YIPEeKACHNS, AU IIPOTrpaMMy XOCIINCA.

4. Talso want my agent to:
51 TakKe X049y, 4YTOOBI MOJA areHT:

a. Ride with me in an ambulance if ever I need to be rushed to the hospital; and

COHpOBO)K,Zl,aA MEH’I B MallIlMHe CKOpOIZ IToMo1mm, eCamn HOTpe6yeTC}I CpO4YHO
TPaHCIIOPTUPOBATh MEH: B 6OALHI/IL[y; u

b. Be able to visit me if I am in a hospital or any other health care facility.

Mor nocemaTs MeHs BO BpeMsl MOero I1peObIBaHIsI B 00AbHULIE UAY AI000M
APYIOM MEeAUIIVTHCKOM Y4PeKAeHUN.

THIS ADVANCE DIRECTIVE DOES NOT MAKE MY
AGENT RESPONSIBLE FOR ANY OF THE COSTS OF
MY CARE.

AAHHBIE ITPEABAPUTEALHBIE MEANILIMHCKUE
VKA3AHMS HE BAEKYT 3A CO5OM1 OMMHAHCOBOM
OTBETCTBEHHOCTWM MOEI'O ATEHTA 34
MOE MEAMIIMHCKOE O5CAY>XXMBAHME.

This power is subject to the following conditions or limitations:
(Optional; form valid if left blank)



DTU HOAHOMOUMS IT04A€e>KaT YKa3aHHBIM HVKe OTpaHMYeHNSIM AU YCAOBUSIM:
(He obGs13aTeabHO 4451 3a1I0AHEHNS; AOKYMEHT AeMICTBUTEAEH Aa’ke eCAM DTOT ITYHKT
He 3aII0AHEeH)

D. How my Agent is to Decide Specific Issues
Kak MO areHT A0A>XeH IPMHMMATD pelleHs IO KOHKPETHBIM BOIIpOocaM

I trust my agent’s judgment. My agent should look first to see if there is anything in
Part II of this advance directive that helps decide the issue. Then, my agent should think
about the conversations we have had, my religious and other beliefs and values, my
personality, and how I handled medical and other important issues in the past. If what I
would decide is still unclear, then my agent is to make decisions for me that my agent
believes are in my best interest. In doing so, my agent should consider the benefits,
burdens, and risks of the choices presented by my doctors.

51 AoBepstio cy>KAeHUsM Moero areHTa. Mot areHT cHauaaa oOparurcs K Paszaeay 11
AAQHHBIX IIpeABapUTEAbHBIX MeANIIMHCKIX YKa3aHUI U IIOCMOTPUT, COACPSKUTCS A B
HeM YTO-A100, UYTO MOTA0 ObI IOMOYb €My HalIT! OTBeT Ha AaHHBII BOIIPOC. 3aTeM, MO
areHT BCIIOMHUT HalIllMl Pa3TOBOPEI, IOAyMaeT O MOMX PeAUTMO3HbBIX BEpOBaHNAX I
APYTUX yOeXKAeHUAX U [IeHHOCTSIX, MO AMIHOCTY U KaK 51 HaXOAMA peleHIs]
MEeAVIIIMHCKUM M APYTVIM Ba>KHBIM BOIIpOCaM B IIpoliaoM. B caydae ecan Bce paBHO
OCTaeTCsl HesICHBIM, KaKMe pellieHNs 51 Obl IIPUHsAA, MOV areHT IIPUMeT 3a MeH:I
pelreHus1, KOTOpbIe C er0 TOUKM 3peHIs HaAy4dIlIM 0O0pa3oM OTBeYaioT MOUM
yHTepecaM. [IpuHnMas 9To pelenue, MOJ areHT IIPUMeT BO BHIMaHMe I104b3Y,
CAO>KHOCTU U PUCK, CBI3aHHBIE C IIPeAA0KeHHBIMY MOMMU BpadaMi Bap/aHTaMI.

E. People My Agent Should Consult
(Optional; form valid if left blank)

C KeM MOJI areHT AO0AXKeH IIPOKOHCYAbTUPOBATHC S
(He obGs13aTeabHO 4451 3aII0AHEHMST; AOKYMEHT AeJICTBUTeAeH Aa’kKe eCAM DTOT IMyHKT
He 3all0/AHEH)



In making important decisions on my behalf, I encourage my agent to consult with the
following people. By filling this in, I do not intend to limit the number of people with
whom my agent might want to consult or my agent’s power to make decisions.

Jl pekOMeHAyI0 MOeMy areHTy IIPOKOHCYAbTHPOBAThCA C YKa3aHHBIMM HIDKE AUIIaMU
repea NpUHATIIEM Ba>KHBIX pellleHNniI OT Moero nmenu. Ilpuaoxxenne 4aHHoro
IIepeYHs He CAYKUT AAs1 OTpaHMYeHNs 411CAa AI0AeN, C KOTOPBIMI MO areHT,
BO3MO>KHO, 3aXO4eT IPOKOHCYAbTUPOBATHC, MAY €I0 IIOAHOMOYMI 110 IPUHATUIO
pereHmii.

Name(s) Telephone Number(s):
Vmst (1meHa) Teaedonnsiit HOMep(a)

F. In Case of Pregnancy
(Optional, for women of child-bearing years only; form valid if left blank)

B caydae 6epemeHHOCTI
(He oGs13aTeapHO A4 3aII0AHEHNST; AOKYMEHT AeTICTBUTeAEeH Ja’kKe eCAU DTOT ITyHKT
OCTaHeTCs He3aIll0AHEeHHBIMHE 3aI10AHEH)

If I am pregnant, my agent shall follow these specific instructions:

Ecamn a 6epeMeHHa, MO areHT 6y4eT Cc1eA0BaTh ITPeA0CTaBA€HHBIM 34€Ch
KOHKPETHBIM YKa3aHMIM:

G. Access to my Health Information — Federal Privacy Law (HIPAA) Authorization

Adoctyn K mEpOopManny O MOeM 340pOBbe — paspelleHNe B COOTBETCTBUMI C
DegepaabHBIM 3aKOHOM O cO0a10aeHMN KOHPpUAeHnmaabHOCTH (HIPAA)

1. If, prior to the time the person selected as my agent has power to act under this
document, my doctor wants to discuss with that person my capacity to make my
own health care decisions, I authorize my doctor to disclose protected health
information which relates to that issue.



Ecan a0 Toro spemMeHn, Koraa HazHaueHHOe MHOII AUIIO B KaueCTBe MOeTo areHTa
ITOAYJIUT ITOAHOMOYN AeJICTBOBATh B COOTBETCTBUN C JaHHBIM AOKYMEHTOM, MOJA
Bpau 3axo4eT OOCyANUTD C HTUM AUIIOM MOIO CIIOCOOHOCTh CAMOMY IIPUHIMATh
pelleHLs, CBA3aHHBIe C MOUM JedeHreM, 5 Aal0 pa3pelleHne MOeMy Bpady
II0AeAUTHCA HeOOXOAMMOIA A4 DTOTO 3allUIIeHHOM (pejepalabHBIM 3aKOHOM
rnHpopManei ¢ STUM ANIIOM.

2. Once my agent has full power to act under this document, my agent may
request, receive, and review any information, oral or written, regarding my
physical or mental health, including, but not limited to, medical and hospital
records and other protected health information, and consent to disclosure of this
information.

ITocae moayd4eHust MOMM areHTOM BCeX IT0OAHOMOYMI B COOTBETCTBUM C AaHHBIM
AOKYMEHTOM, OH OyJeT MMeTb IIpaBo 3allpallllBaTh, II0Ay4aTh U U3yd4aTh AI00YIO
YCTHYIO U IIMCbMEHHYIO MH(pOPMaIINIO OTHOCUTEABHO MOETO (PU3NIeCKOIo 1
IICUXYECKOTO COCTOSIHIS, BKAIOYasl, HO He OTPaHN4MBAsICh, MEAVIIVHCKIIMU U
00ABHNYHBIMU JaHHBIMU U APYTO, 3aIlJUIIIeHHON 3aKOHOM MeAUIIMHCKOM
nadopmalmeil, a Tak’kKe gaBaTh cOrdacye Ha pacKphITye 9Tol nHpopMannm
TPETbUM ANUIIAM.

3. For all purposes related to this document, my agent is my personal
representative under the Health Insurance Portability and Accountability Act
(HIPAA). My agent may sign, as my personal representative, any release forms
or other HIPA A-related materials.

B oTHOIIIEHNM BceX BOITPOCOB, CBSI3aHHBIX C AAHHBIM AOKYMEHTOM, MOJ areHT
SIBASETCsI MOVIM AVYHBIM IIpeACTaBUTeAeM B COOTBETCTBUI C OIIpejeaeHNeM,
coepKalmumcs ¢ 3aKoHe O IepeBoAe MeAUIINTHCKOIO CTPaxOBaHus U
otBeTcTBeHHOCTU (HIPAA). MoI1 areHT, B KauecTBe MOEro AMYHOTO
IpeJcTaBuTeAs, MOXeT IIOAMNMCBIBATh AI00bIe AOKYMEHTHI, IIpe40CTaBAsIOIe
AOCTYTI K MOell MeAMIIHCKOM MHpOpMaLuy, U ApyTrue A0OKYMeHTHI, CBsI3aHHBIE C
3akoHOM HIPAA.

H. Effectiveness of this Part
(Read both of these statements carefully. Then, initial one only.)

CpOK BCTYIIA€HWs B CM11y 9TOTO pa3aeAaa.
(BHI/IMaTe/lI)HO HpOLII/ITaI?ITe ABe IIprBeAeHHbIEe HIDKE Cl)OpMyAI/IpOBKI/I. 3areM
ITIOCTaBbTe CBOV MHUIINMAABI TOABKO II0J, OAHOI7[ "3 HI/IX.)

My agent’s power is in effect:
IToAHOMOUMS MOETO areHTa BCTYIAIOT B CHUAY:

1. Immediately after I sign this document, subject to my right to make any
decision about my health care if I want and am able to.



Cpasy mocae moAnmcanms MHOM 4@aHHOTO AOKYMEHTa, IIPY 9TOM sI COXPAHSIIO
IIpaBO IIPVHNMATh AI00bIe peIleHrs] OTHOCUTEABHO MOETO AeYeHIs], eCAM 5
3axouy 1 OyAy B COCTOSIHUM BTO AeAaTh.
e
>>OR/ AN <<

2. Whenever I am not able to make informed decisions about my health
care, either because the doctor in charge of my care (attending
physician) decides that I have lost this ability temporarily, or my
attending physician and a consulting doctor agree that I have lost this
ability permanently.

Koraa s1 He cMory mpMHMMAaTh B3BEIIIeHHbIE PeIeHIsI OTHOCUTEABHO

MO€ero MeAMITMHCKOTO 00CAYy>KMBaHUsI, 200 BCAEACTBIIE TOTO, UYTO

Bpay, OTBEYAIOIINII 3a MOe AeJeHle (Aedaluii Bpad), COYTeT, UTO s

IIOTepsIA BTy CIIOCOOHOCTL BpeMeHHO, A100 ecAy MO Aedaliuii Bpad

U Bpau-KOHCYAbTaHT 3aKAIOYAT, YTO HTa ITOTEPSI SBASETCS

MOCTOSIHHOIJA.

rd

If the only thing you want to do is select a health care agent, skip Part II. Go to Part
III to sign and have the advance directive witnessed. If you also want to write your
treatment preferences, go to Part II. Also consider becoming an organ donor, using
the separate form for that.

Ecau eanmuacTBeHHOE, YTO BBI XOTHUTE CA€AaTh, 9TO HA3HAYUTHh MEAVIIMMHCKOTO
arenTa, npomnycrure Pasaea II. Ileperiaure k Pasaeay III aas moanmcanms
npeABapUTeAbHBIX MeAMIIMHCKIX YKa3aHMIL M YAOCTOBepeHMsI 9TOro ¢pakTa
ceugeTeasvu. Ecan Bol Takke xoTuTe yKasaTh Bamm no’xeaannst OTHOCUTEAbHO
aeuyeHusl, niepenanre K Pasaeay II. Takxe, mogymariTe 0 TOM, He XOTuTe A1 BbI
CTaTh AOHOPOM OPraHOB — 4451 9TOIO IIpuBeAeHa OTaeAbHas1 popma.

PART II: TREATMENT PREFERENCES (“LIVING WILL"”)
PA3AEA II: IIOKEAAHUS OTHOCUTEABHO AEYEHUSI
(«(3BABEILIIAHME O >XN3HMN»)

A. Statement of Goals and Values
(Optional: Form valid if left blank)

3asiBaeHNe O MOVIX IIeAsIX M )KMI3HEHHDBIX IIeHHOCTSIX
(He obGs13aTeAbHO 4451 3aII0AHEHMST; AOKYMEHT AeJICTBUTeAeH Aa’kKe eCAM DTOT IIyHKT
He 3all0AHEH)

I want to say something about my goals and values, and especially what’s most
important to me during the last part of my life:

A X041y paccka3aTb O MOMX LeAsX U JKM3HEHHBIX IIEHHOCTIIX 1 0CODEHHO O TOM, UTO
SIBASIETCA AA5I MEHSI CaMBbIM Ba>kKHBIM B KOHIIE MoOel KU3HI:



B. Preference in Case of Terminal Condition
(If you want to state what your preference is, initial one only. If you do not want to
state a preference here, cross through the whole section.)
Momn noxeaanus B caAydae HeM31€4MMOIO 3a00aeBaHNsI
(Ecam Bst XoTnTe yKasaTh CBOM IIOKeAaHIs, IIOCTaBbTe MHUIMAABI TOABKO I10J,
oaHo 13 popmyanposok. Ecau Bel He xoTuTe yKasbIBaTh 34€Ch CBOU TTOXKEAAHILS,
IlepeYepKHUTE BCIO DTY YacTbh.)

If my doctors certify that my death from a terminal condition is imminent, even
if life-sustaining procedures are used:

Ecau mon BpayvM 3aKA104aT, YTO MOsI CMepThb OT HEN341€IMMOTO 3a00aeBaHMUST
HeI/I36e)KHa, AaXxe ecan 6y,ZI,YT IIPpMMEeHsATbCI MeTOAVIKI IT0A AP KaHNsL
KMN3HN:

1. Keep me comfortable and allow natural death to occur. I do not want any
medical interventions used to try to extend my life. I do not want to receive
nutrition and fluids by tube or other medical means.

Caeaaiire Tak, 4TOOBI 51 He MICIIBITbIBaA 00AM, U ITI03BOAbTE HACTYTIUTD
ecTeCTBeHHOI cMepTH. S He Xouy, 4TOOBI UCII0Ab30BaAMChH KaKye-A100
MeAMIIVHCKIe BMeIllaTeAbCTBa 445 TOTO, YTOOBI HOIBITAThCs HPOAAUTH MOIO
>KI3HB. S He XOuy OAy4aTh NUTaHNE U BOAY Yepe3 TPYOKy AU APYTUIMU
MEeAUIIMHCKIMI CIIOCOOaMIA.

e

>>0OR/ AU <<

2. Keep me comfortable and allow natural death to occur. I do not want medical
interventions used to try to extend my life. If I am unable to take enough
nourishment by mouth, however, I want to receive nutrition and fluids by tube
or other medical means.

Caeaaiite Tak, 4TOOBI 51 He VICHIBITbIBaA 00AM, U II03BOAbTE HACTYTIUTh
eCTeCTBeHHOI cMepTH. S He X04y, YTOOBI UCII0AB30BAANICH MEAVIIVTHCKIIe
BMeIllaTeAbCTBa A5 TOTO, YTOOBI HOIIBITaThCs IPOAAUTD MOIO XK13Hb. OAHAKO,
ecAU 51 He CMOTy IPMHUMAaTh MUIIY B A0CTaTOYHOM KOAMYECTBe, 51 XOUy I10Ay4aTh
HNTaHNe VI BOAY 4epe3 TPyOKY MAU APYTUMU MEAUIIMHCKIIMI CIIOCOOaM.

rd




>>0R/ UAN <<

3. Try to extend my life for as long as possible, using all available interventions
that in reasonable medical judgment would prevent or delay my death. If I am
unable to take enough nourishment by mouth, I want to receive nutrition and
fluids by tube or other medical means.

ITocrapaiiTech IpOAAUTH MOIO >KI3Hb MaKCMAABHO AOATO, UCIIOAB3YS A5
DTOTO BCe MMeIOIIecs B pacliopsKeHN MeANIIHCKIe CpeACTBa, KOTOpble 10
00OCHOBAaHHOMY MHEHUIO Bpadell IpeAOTBPaTsT AU OTCpOdaT MOIO CMEpPTh.
Ecam s1 He cMory IpMHMMATh HUIIY B 4OCTATOYHOM KOAMYECTBE, 51 XOUy
I0Ay4aTh IUTaHUEe U BOAY depe3 TPyOKYy UAM APYTUMU MeAULIVHCKUMU
criocobaMu.

e

C. Preference in Case of Persistent Vegetative State
(If you want to state what your preference is, initial one only. If you do not want to
state a preference here, cross through the whole section.)

Mou nmo>xeaaHnsi B caydae yCTOMYMBOIO BereTaTMBHOIO COCTOSTHVS

(Ecam Ber xotuTe yKazaTh CBOM MOXKeAaHN:I, IIOCTaBbTe MHUIIMAABI TOABKO I10/,
0aHo¥ 13 popmyanposok. Ecan Ber He xoTuTe 34ech yKa3bBaTh CBOU ITOKEAaHIIS,
IlepeyepKHUTE BCIO BTy 4acTh.)

If my doctors certify that I am in a persistent vegetative state, that is, if I am not
conscious and am not aware of myself or my environment or able to interact with
others, and there is no reasonable expectation that I will ever regain
consciousness:

Ecam Mmou Bpaum 3aKa104aT, UTO s HAXOXYCh B YCTOIMYMBOM BereTaTMBHOM
COCTOSTHIM, TO €CThb, YTO 51 He HaXOXKYyCh B CO3HaHMM, He OCO3HAIO ce0sI 1 rae s
HaXO0XYyCbh, He MOTY OOIIaThCs C OKPY KaOIMVIMI 1 OTCYTCTBYeT KaKasi-A1m0o
o00CHOBaHHAas HagexXaa, 4To sI KOrga-anoo NpuAy B CO3HaHUe:

1. Keep me comfortable and allow natural death to occur. I do not want any
medical interventions used to try to extend my life. I do not want to receive
nutrition and fluids by tube or other medical means.

Caeaaiire Tak, YTOOBI 51 He MICIIBITbIBaA 00AH, U ITIO3BOAbTE HACTYTIUTh
eCcTeCTBeHHOI cMepTu. S He X041y, UTOOBI UCIIOAb30BAANCH KaK/e-A100
MeAUIIMHCKIEe BMelllaTeAbCTBa 445 TOTO, YTOOBI HOIBITaThCsA IPOAAUTH MOIO
>KI3Hb. I He XOuy oAy4JaTh NUTaHNe U BOAY Yyepe3 TPYOKy AU APYTUMU
MEeAUIIMHCKIMY CIIOCOOaMIA.

e
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2. Keep me comfortable and allow natural death to occur. I do not want medical
interventions used to try to extend my life. If I am unable to take enough



nourishment by mouth, however, I want to receive nutrition and fluids by tube
or other medical means.

CaeaariTe Tak, YTOOBI 51 He MCIIBITBIBAA 00AM, U IT03BOAbTE HACTyIIUTD
eCTeCTBeHHOII cMepT. £l He xO4y, YTOOBI CII0Ab30BaAMCh MeAMIIVTHCKIIE
BMeIllaTeAbCTBa AAs TOTO, YTOOBI HOIIBITaThCs IPOAAUTD MOIO K13Hb. OAHAKO,
€CAl s He CMOTY IIPMHMMATD IIUIIY B A0CTaTOYHOM KOAMYECTBE, 51 XO4y I10Ay4JaTh
IUTaHUe U BOAY Yyepe3 TPyOKy MAU APYITMIMU MeAUITMHCKMMMU CIIOCODaMMI.

rd
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3. Try to extend my life for as long as possible, using all available interventions
that in reasonable medical judgment would prevent or delay my death. If I am
unable to take enough nourishment by mouth, I want to receive nutrition and
fluids by tube or other medical means.

ITocrapaiiTech IpOAAUTH MOIO >KI3Hb MaKCIMaAbHO AOATO, ICIIOAB3YS AAS
HTOTO BCe MMEIOIINEeCs B PacCIOPsIKeHN MeAUIITHCKIIe CpeACTBa, KOTOPBIe 10
000CHOBaHHOMY MHEHUIO Bpadell IpeAOTBPaTsT AU OTCPOYaT MOIO CMEpPTh.
Ecau 51 He cMOTy MpUHMUMATD IAIITY B AOCTATOYHOM KOAMYECTBE, 51 XOUy
I0Ay4ath IUTaHUe U BOAY depe3 TPyOKy UAM APYTUMU MeAUIIVHCKUMU
criocodbamMu.

rd

D. Preference in Case of End-Stage Condition
(If you want to state what your preference is, initial one only. If you do not want to
state a preference here, cross through the whole section.)

Mou noxeaaHusi B cAydae KOHeJHOI CTaagvy 3a00aeBaHs

(Ecam Brr xoTnTe yKasaTh CBOM ITOKe/AaHMs, IIOCTaBbTe MHUIIMAABI TOABKO 1104,
0aHOV 13 popmyanposok. Ecan Bl He xoTuTe 34ech yKa3blBaTh CBOU ITOKeAaHNS,
IepedYepKHITE BCIO DTy 4acTh.)

If my doctors certify that I am in an end-state condition, that is, an incurable
condition that will continue in its course until death and that has already
resulted in loss of capacity and complete physical dependency:

Ecam Mmou Bpaum 3aKa104aT, 4TO HaCcTyIIMAaa KOHe4YHas CTaavisi MOeTro
3a002eBaHMsI, TO €CTh, OHO Hen3Ae4dnmMoO 1 OyAeT pa3BMBaTbCsI CBOMIM
4epeAOM MOKa 51 He YMPY, ¥ YTO OHO y>Ke IpuBeao K (PYHKIIMOHAAbHBIM
IOTepsIM U MOAHOM (PU3NIeCcKON 3aBUCMOCTH:

1. Keep me comfortable and allow natural death to occur. I do not want any
medical interventions used to try to extend my life. I do not want to receive
nutrition and fluids by tube or other medical means.

Caeaaiite Tak, 4TOOBI 51 He VICHIBITbIBaA 00AM, U II03BOAbTE HACTYTIUTh
eCTeCTBeHHOI cMepTH. S He Xouy, 4YTOOBI MCII0Ab30BAAVICDH KaKe-A100
MeAUIIMHCKIE BMelllaTeAbCTBa AAs TOTO, YTOOBI IOMIBITAThCA ITPOAANTH MOIO
>KI3Hb. S He XOuy OAy4aTh NUTaHNE U BOAY Yepe3 TPYOKy AU APYTUMU
MEeAUIIMHCKIMI CIIOCOOaMIA.



>>0R/ UAN << rd

2. Keep me comfortable and allow natural death to occur. I do not want medical
interventions used to try to extend my life. If I am unable to take enough
nourishment by mouth, however, I want to receive nutrition and fluids by tube
or other medical means.

Caeaaiite Tak, 4TOOBI 51 He VICIIBITbIBaA 00AM, U II03BOAbTE HACTYTIUTh
eCTeCTBeHHOI cMepTH. S He X04y, YTOOBI UCII0AB30BAANICH MEAVIIVTHCKIIe
BMeIllaTeAbCTBa A5 TOTO, YTOOBI HOIBITaThCs TPOAAUTD MOIO X13Hb. OAHAKO,
ecAu 51 He CMOTy IPMHIUMAaTh UIIY B A0CTaTOYHOM KOAMYECTBe, 51 XOUy I10Ay4aTh
IITaHNe VI BOAY 4epe3 TPyOKY AU APYTUMU MEAUIIMHCKIMI CIIOCOOaM.

rd
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3. Try to extend my life for as long as possible, using all available interventions
that in reasonable medical judgment would prevent or delay my death. If  am
unable to take enough nourishment by mouth, I want to receive nutrition and
fluids by tube or other medical means.

ITocrapaiiTech IpOAAUTH MOIO >KI3Hb MaKCMAABHO AOATO, UCIIOAB3YS A5
DTOIO BCe MMeIOIecs B pacliopsKeHN MeANIIMHCKIe CpeACTBa, KOTOpbIe 10
00OCHOBAaHHOMY MHEHUIO Bpadell IpeAOTBPaTsT A OTCpOYaT MOIO CMEpPTh.
Ecam s1 He cMory IpMHMMATh HUIIY B 4OCTATOYHOM KOAMYECTBE, 51 XOUy
I0Ay4aTh IUTaHUEe U BOAY depe3 TPyOKYy UAM APYTUMU MeAULIVHCKUMU
criocobaMu.

e

E. Pain Relief
O0e300amBaHue

No matter what my condition, give me the medicine or other treatment I need to
relieve pain.

BHe 3aB1cMOCTI OT MOETO COCTOSIHMA, 51 XOUy 110Ay4daTh AeKapCTBa NAU ApyTue
BUABI A€4eHIsI, 9TOOBI M30aBUTHCS OT OOAIL.

In Case of Pregnancy
(Optional, for women of child-bearing years only; form valid if left blank)

B cayuae OepeMeHHOCTI
(He o0s3aTeabHO 4451 3aII0AHEHIsT, OTHOCUTCS TOABKO K KeHIIIHaM AeTOPOAHOTO
BO3pacTa, AOKyMEeHT AelICTBUTeAeH Aa’kKe eCAM DTOT IYHKT He 3aIll0AHeH)

If I am pregnant, my decision concerning life-sustaining procedures shall be
modified as follows:

Ecam s 6y4y 6epeMeHHa, MOI penieHN:1 B OTHOIIIEHNY METOA0B I10AA€P>KaHNI
JKN3HUN AOA>KHDBI OBITH M3MEHEHBI CAeAYIOIIUM 06pa30M:



G. Effect of Stated Preferences
(Read both of these statements carefully. Then, initial one only.)

JencTBye yKa3aHHBIX I1OXKeAaHW
(BunMateabHO IpounTaniTe Ase IpuBeAeHHbIe HIKe POPMYAUPOBKU. 3aTeM
IOCTaBbTe MHUIIMAABI TOABKO 1104 OAHOM 13 GOPMYANPOBOK.)

1. Irealize I cannot foresee everything that might happen after I can no longer
decide for myself. My stated preferences are meant to guide whoever is making
decisions on my behalf and my health care providers, but I authorize them to be
flexible in applying these statements if they feel that doing so would be in my
best interest.

sl monuMalo, 9TO He MOTY IIPeABUAETD BCe, YTO MOXKEeT IIPOM3O0ITH I1I0CA€ TOTO,
Kak 51 He CMOry 00/blIlle IPYHUMAaTh pellleHNs] CaMOCTOATeAbHO. YKa3aHHbIe
34€Ch MHOI IIO>KeAaHN: IpeAHa3HavYeHbl 4151 IIOMOIIY B IPUHATUN PeIleHNIA
AuIiaM, KOTOpbIe Ae4al0T HTO 3a MeH:, I MOMM BpadaM, HO s Aal0 UM
IIOAHOMOYNSI ICTIOAB30BaTh TMOKOCTH B BHIITIOAHEHN MOVX ITIOPYYeHUII, €CAU C
JIX TOUKM 3peHns 9TO OyaeT B MOUX MHTepecax.

e
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2. Irealize I cannot foresee everything that might happen after I can no longer
decide for myself. Still, I want whoever is making decisions on my behalf and my
health care ﬁroviders to follow my stated preferences exactly as written, even if
they think that some alternative is better.

A IIOHMMalIO, YTO HEe MOTY ITPpeABUAETDH BCE, YTO MOJKET HpOI/ISOIZTI/I I10CA€e TOTO,
KaK sI He CMOTYy 0oAabIIIE INpUMHUMATDh peIIeHNsI CaMOCTOSITEABHO. M Bce xe s Xouy,
YTOOBI Aunna, KOToOpbIe 6YAYT IIpMHMMAaTh peIIeHNsI 3a ME€H, I MO Bpa4dll TOYHO
cae40Baan MOVIM yKa3aHINsIM KaK OHU 3allliCaHbl, 4a’Ke B TOM Cay4ae, eCAln
Kakoe-a10o aAbTE€PpHaTUBHOE perieHme ABASJIETCIA AyIIINM € X TOYKU 3PpEHILIL.

'




PART III: SIGNATURE AND WITNESSES
PA3AEA III: TIOAIINCH I CBUAETEAN

By signing below as the Declarant, I indicate that I am emotionally and mentally
competent to make this advance directive and that I understand its purpose and effect. I
also understand that this document replaces any similar advance directive I may have
completed before this date.

Mozt rtoariich HyKe B KauecTBe 3asBUTeAsl yKa3bIBaeT, UTO I IICUXUYECKN ¥ YMCTBEHHO
Aeecrioco0eH AAs1 COCTaBAeHII AaHHBIX ITpeABapUTeAbHBIX MeAVIIVHCKUX YKa3aHUI 1
IIOHMMaIO VX Ha3HadeHe U IT0CAeACTBIA. Sl TakKe CO3Hal0, YTO AaHHBIN AOKYMEHT
3aMeHseT coOol A100ble ApyTUe aHaAOTMYHbIe IIpegBapuTeAbHble MeAUITMHCKIe
yKaszaHI:I, KOTOpble MOTAU OBITh COCTaB/A€HbI MHOIO paHee.

(Signature of Declarant) (Date)
(TToarmuce 3asBuTEAs) (data)

The Declarant signed or acknowledged signing this document in my presence and,
based upon personal observation, appears to be emotionally and mentally competent to
make this advance directive.

3asBuTeAb IOANNCAA UAV IPU3HAA TIOAIINICAHE DTOTO JOKyMEHTa B MOeM
IPUCYTCTBUY U, OCHOBBIBAsICh Ha AMYHOM HaOAIOA€HUM, TPOU3BOAUT BlledaTAeHle
IICUXIMYECKN U YMCTBEHHO AeeCIIOCOOHOIO YeA0BeKa AAs1 COCTaBAEeHMs 4aHHBIX
IpeABapUTEAbHBIX MEAVIIMHCKIX YKa3aHMIA.

(Signature of Witness) (Date)
(IToaruce cBUAETEAS) (Aata)
Telephone Number(s):

Howmepa Teaedona (TeaedpoHOB):

(Signature of Witness) (Date)
(IToamnucs cBuaeTest) (dara)

Telephone Number(s): Homepa Teaedona (reaedonos):



(Note: Anyone selected as a health care agent in Part I may not be a witness. Also, at
least one of the witnesses must be someone who will not knowingly inherit anything
from the Declarant or otherwise knowingly gain a financial benefit from the Declarant’s
death. Maryland law does not require this document to be notarized.)

(IIpnmeuanme: /luio, HasHaueHHOe B Pasaeae I MegUIIMHCKIIM areHTOM, He MOXKeT
BBICTYIIaTh B KauecTBe cBuAeTeas. Takke, Kak MUHMMYM OAVIH U3 CBUJeTeAel A0AKeH
OBITH AMIIOM, KOTOPOE, HACKOABKO €My HTO M3BeCTHO, He ITOAY4YUT HMKaKOTO HacAeACTBa
OT 3asABNUTeAs, M KOTOpOe He ITOAYIUT HMKaKOI (PMIHAHCOBOII BHITOABI OT €T0 CMEPTIH.
3akoH mtata Maryland He TpeGyeT HOTapMaAbHOTO 3aBepeHNsI DTOTO JOKYMeHTa.)



AFTER MY DEATH

[IOCJIE MOE1 CMEPTU
By: Date of Birth:
(Print Name) (Month/Day/Year)
Nmst: Jarta poxaeHus:
(ykasaTh I1edaTHBIMU 6yKBaMI/I) (Mecsii1/aeHn/Toa)

(Initial the ones that you want. Cross through any that you do not want.)
(ITocraBbTe cBOM MHUIMAABI TaM, TAe no>KeaaeTe. [lepedepknuuTe Te IyHKTHI, C
KOTOpBIMU BBl He coraacHsr.)

Upon my death I wish to donate:
ITocae moelt cMepTH 51 XO4y HOXKEPTBOBATh:

Any needed organs, tissues, or eyes. e
/1100bIe HeOOXOAVMIMBIe OpTaHbl, TKaHM, UAM IAa3a.

Only the following organs, tissues, or eyes: e

Toapko yKazaHHbIe 34€Ch OpraHbl, TKaHU, AN Ia3a.

I authorize the use of my organs, tissues, or eyes:
S paspeuiato ucnoAv3oeariie MOUX 0p2aros, mKameii, UAU 2Aa3:

For transplantation rd
Aas TpaHCIIAaHTaLIUN

For therapy e

Aas aeaenust

For research 7

Aast uccaeaoBaHmm

For medical education rd

Aas 00y4eHUsI CTYy4eHTOB-MeAVKOB

For any purpose authorized by law e

B a100661x neAsX, pa3pelleHHbIX 3aKOHOM

I understand that no vital organ, tissue, or eye may be removed for
transplantation until after I have been pronounced dead. This document is not
intended to change anything about my health care while I am still alive. After death, I
authorize any appropriate support measures to maintain the viability for



transplantation of my organs, tissues, and eyes until organ, tissue, and eye
recovery has been completed. I understand that my estate will not be charged for
any costs related to this donation.

Mne m3sBecTHO, YTO HU OAMH >KM3HEHHO Ba’KHBII OpTaH, TKaH!U, AU T1a3a He
MOTYT OBITh Y4aA€HbI 445 TPaHCIIAaHTAM 40 OOBABACHIS MO CMepTI. Jmom
JOKYMeHm He nosAeuent 3a co00tl HUKAKUX USMEHEeHUTL 8 TPe)oCTNAGASIEMOM MHe
MeQUUUHCKOM 00cAykusanuu noka 5 xus. Ilocae Mmoeit cmepTn s paspernaio
ICII0Ab30BaHMe AI00BIX HajAeXKallluX Mep A5 oAAep>KaHUsI MOMX OpTaHOB,
TKaHell U r1a3 B COCTOSIHUM, IIPUTOAHOM AAsl TpaHCIIAaHTallny, II0Ka He OyaeT
3aBepIlIeHO M3BAeueHle MOMX OPTaHOB, TKaHell U r4a3. MHe 1sBecTHO, 4TO
OCTaBA€HHOMY MHOIO COCTOSIHMIO He OyJeT BhICTaB/AeH cJeT 3a KakKue-A100
pacxoapl, CBsI3aHHBIE C JAHHBIM IOXKePTBOBAaHUEM.

PART II: DONATION OF BODY
PA3AEA II: IIOKEPTBOBAHME TEAA

After any organ donation indicated in Part I, I wish my body to be donated for
use in a medical study program.

Ilocae IIO>KEPTBOBAaHII MOMX OPraHOB, YKa3aHHBIX B PasAeAe I, s X0y, 4TOOBI
MOe€ TeA0 OBLAO IIO>KePTBOBAHO A4S IIPpOTrpaMMBbl MEAUIIVIHCKOTO OGYIIQHI/I}I.

e

PART III: DISPOSITION OF BODY AND FUNERAL ARRANGEMENTS
PA3AEA III: PACIIOPSIKEHMSI OTHOCUTEABHO TEAA Y IIOXOPOH

I want the following person to make decisions about the disposition of my body
and my funeral arrangements: (Either initial the first or fill in the second.)

! Xouy, 4TOOBI YKa3aHHO€ HVI>Ke AVIIO IIPMHVMAaAO pelleHn:1, CBJ3aHHbIe C
pacriops>keHneM MOVM TeA0M U ITIOXOPOHHBIMH ITPUTOTOBACHUSMILL (HOCTaBI)Te CBOM
MHULIMaAbI 1104 II€PBbIM BapMaHTOM MAN 3allOAHNUTE BTOpOI71 BapI/IaHT.)

The health care agent who I named in my advance directive.
MeaunHCKNI areHT, KOTOPOTO 1 Ha3Ha9MA B CBOMX IIpeABapUTEeAbHBIX MEeAUIIMHCKIX
yKa3aHUsX.

rd
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This person:
Caeayroiee Auno:

Name:
JANYE

Address:
Agpec:

Telephone Number(s):

(Home and Cell)

Howmepa teaedona (TeaedpoHOB):
(AomarHmit 1 MOOMABHBII)

If I have written my wishes below, they should be followed. If not, the person I have
named should decide based on conversations we have had, my religious or other beliefs
and values, my personality, and how I reacted to other peoples’ funeral arrangements.
My wishes about the disposition of my body and my funeral arrangements are:

Ecau s Hixe YKa3aa CBOM IIO>KeAaHN:, 51 X049y, 4TOOBI OHM OBIAM BBIIIOAHEHBI. Ecan
MOMU ITO>KeAaHV HE YKa3aHbl, Ha3BaHHOE€ MHOIO ANIO IMIPUMET DTN PEIIEeHIIsT
OCHOBBIBAsICh Ha HalllVIX Pa3roBopax, MOMX PEeANUTVIO3HBIX BEPOBAHIIIX 1 APYTUX
Y6e>K,ZI,eHI/I}IX " IIEeHHOCTIIX, MO€eN ANYHOCTU U TOTIO, KakK s5I BOCIIpMMIHA/A ITIOXOPOHbBI
APYyTIuX AIOAGIZ. Momn rmo>keaaHuss OTHOCUTEABHO pacnops>KeHmns MOUM TeA0M I
IIOXOPOH YKa3aHbl HIKE:

PARTIV: SIGNATURE AND WITNESSES
PA3AEA IV: TIOATINCH Y1 CBUAETEAN

By signing below, I indicate that I am emotionally and mentally competent to make this
donation and that I understand the purpose and effect of this document.

Mos IIOAITNICH HVIDKE YKa3bIBA€T, UTO I IICUXMNYECKN 1 YMCTBEHHO 4eecnoco6eH AN
HPUHATISL peIIeHNsI O TaKOM ITO>KEePTBOBAaHNN 1 IIOHVMalO Ha3HaveHre 11 I10CAeACTBIII
COCTaBAE€HISI AQHHOTO AOKYMEHTA.

(Signature of Donor) (Date)
(IToarmcey AoHOPa) (Aata)

The Donor signed or acknowledged signing the foregoing document in my presence
and, based upon personal observation, appears to be emotionally and mentally
competent to make this donation.



,ZI,OHOP moArincaa nAu 1npr3Hada 1oaricatrye 5Toro A0OKyMeHTa B MOeM IIPUCYTCTBUN 1,
OCHOBbIBasICb Ha ANMM9YHOM Ha6AIO,ZI,eHI/II/I, IIPpOMN3BOAUT BII€9aTACHINE IICUXNYIECKU I
YMCTBEHHO ,Zl,eeCHOCO6H01"O qea0BeKa A4S ITPUHSTVSL pelleHNs1 00 TOM
IIO>KePpTBOBaHUIL.

(Signature of Witness) (Date)
(TToamuce cBuaeTeas) (dara)
Telephone Number(s):

Howmepa teaedona (TeaedpoHOB):

(Signature of Witness) (Date)
(IToaruicey cBUAETEAS) (Aara)
Telephone Number(s):

Howmepa Tesedona (TeaedpoHOB):



Did You Remember To ...?
He 3a6viAu Au Bot... ?

Fill out Part I if you want to name a health care agent?

3anoaHuTts Pasaea I, ecan Bel xoTuTe Ha3HAYUTH MEAUITMTHCKOIO
areHra’?

Name one or two back-up agents in case your first choice as health
care agent is not available when needed?

HasHaunTth 0AHOTO 1AM ABYX 3allaCHBIX aleHTOB Ha TOT CAy4dall, ecAu
Ha3HadyeHHOe BaMu Aniio B kauectBe OCHOBHOI'O MEAVIIVTHCKOIO
areHTa OTCYTCTBYeT?

Talk to your agents and back-up agent about your values and
priorities, and decide whether that’s enough guidance or whether
you also want to make specific health care decisions in the advance
directive?

IToroBOopuUTEb C OCHOBHBIM U 3allaCHBIMM areHTaMu o Barmx
SKV3HEHHBIX LIEHHOCTAX U IIPMOPUTETaX, a TaK>XKe PeIluTb, SIBASIETCs
AV Takast 0ecega 40CTaTOYHOM AASI TOTO, YTOOBI OHY CMOTAN
IIPUHATL COOTBETCTBYIOIIee BalM noxxeaaHunsm pelieHne, NAu
BaM cTONT BKAIOUNTH KOHKPETHbIE PaCHOPsI>KeHsI OTHOCUTEABHO
Barrero MeAMIMHCKOTo 006CcAy>K1BaHIsI B IIpeABapuTeAbHbIe
MeAMIIVHCKIE YKa3aHWs?

If you want to make specific decisions, fill out Part II, choosing
carefully among alternatives?

Ecan Bl xoTHuTE CA€4aTh KOHKPETHBIE PACIIOPSIKEHNS, 3aII0AHNAN
au Bor Paszaea Il TijareabHo o0ayMas pa3anyHbIe BApUaHTbI?

Sign and date the advance directive in Part III, in front of two
witnesses who also need to sign?



ITocrasuts noanuce u gary B Pasaeae Il npeapaputeabHbIX
MeAVIIVIHCKMX YKa3aHUI B IIPUCYTCTBUN CBUAETEeACN, KOTOPBIE TOXe
AOA>KHBI ITOCTaBUTDb CBOM ITOAIIVICY ITOA AOKYMEHTOM ?

Look over the “After My Death” form to see if you want to fill out
any part of it?

IIpocmotpets popmy «Ilocae moelr cmepTi» 1 IOAyMaTh, He
XOTUTe AM BBl 3a110AHUTD KaKyI0-A1100 ee 4acTh?

Make sure your health care agent (if you named one), your family,
and your doctor know about your advance care planning?

Y6eautncs, uto Bamnt meauimHCKUI areHT (ecau Bel TakoBoro
Ha3Ha4MAM), YA€Hbl CeMbI 1 Bpad 3HaIOT O Bamem
3a01aroppeMeHHOM I11aHMPOBaHUU MeAVIIVTHCKOTO OOCAY>XKMBaHNS?

Give a copy of your advance directive to your health care agent,
family members, doctor, and hospital or nursing home if you are a
patient there?

IlepesaTs KOIMIO CBOUX IIpeABapUTEABHBIX MEAUITVHCKIX YKa3aHUIA
CBOEMY MeAUITMHCKOMY areHTy, 41eHaM CeMbM, Bpauy, U [IepCOHaAly
0OABHUITEI AU AOMA IIpecTapeAblX, ecAu Brl siBAsteTech nx
aryeHToM?



