@ . . ] PYCCKUIN/RUSSIAN
@@ Honorlng ChOlCGS PacnopsAKeHuA No NeYeHMIo U YXoAy: KopoTKaa dopma

W MINNESOTA Wishes for Health Care: Short Form?

An initiative of the Twin Cities Medical Society.

PaCHOPH)KeHMﬂ no 1Ie4eHUo N yxoay wraTa MuHHecoTa
Minnesota Health Care Directive?

(CmoTtpeTb cTpaHuubl 3-4 gnA 3aBepLUEHUA 3TOM aHKeTbl)
(See pages 3-4 for completion directions)

Uma n pamunus: [aTta poxkaeHus:
Full Name Date of birth

1. f HasHaualo, cnegylowee MU0, B KauecTBe MOEro 0CHOBHOro (OCHOBHOI) NpeacTaBUTENA NO BOMNPOCamM MeAULUHCKOTo
nevyeHnAa un yxoaa. 9TOT YenoseK 6VAET NPUHUMATDb BCe pelleHUA 3a MeHA, eC/in A He B COCTOAHUN NPUHATDb UX CaMm:
| appoint the following person to serve as my primary (main) health care agent.

Uma u pamunnus: Kem mHe npuxogurca:
Name Relationship

TenedoH (mob): Opyroi tenedoH:

Cell phone Other phone

(Heo6a3aTenbHo): fl HA3HauYalo HUXKEYKa3aHHOE INL,0 MOUM a/ibTePHAaTUBHbIM NpeacTaBUTeNIeM NO BONPOCaM MOEro
MeaAUUUHCKOro 1eyeHna n yxoaa B cayyae, eciam MmoM nepBbIﬁ npeacraBuTe/ib He AOCTYNEeH:
(Optional): | appoint this person as my alternate health care agent in the event my first health care agent is not available:

Uma n pamunus: Kem mHe npuxoaurca:
Name Relationship

TenedoH (mob): Opyroii Tene¢oH:

Cell phone Other phone

2. (HeobssaTtenbHo): fl Bbipakalo CBOU c/ieaylowme noyKenaHuaA No NoBoay MOero MeauLMHCKOro IeYeHUA 1 yXxoaa,
HanpMmep: MO LLEHHOCTU U Y6eXKAEHUA, UTO A JKeNalo U He Keato, MOE MHEeHMe 0 KOHKPETHbIX cnocobax sieyeHusn B

pasnnuHbIX cutyaumax. Ecam Bam Hy»KHO 60nblue mecTa, NPoJonrKaiTe Ha 4 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 4.

Mopnuce: [ara:
Signature Date

'Bonee noopobras opma makice 0ocmynna, eciu 8vl xomume 607ee N0OPOOHO ONUCAMY BAULU NONENAHUT NO MEOUUUHCKOMY
JIeHeHUI0 U yX00y

'A long form is available if you wish to more fully describe your health care wishes.

19mom doxymenm He 6ydem npumeHAMbCA K 110006 Mepanuu c6A3aHHOU ¢ NCUXUHECKUM 300P06beM U TledeHUeM
(Onexmpocy0oposicHas mepanus uiu Heliposenmu4eckux npenaparnos).

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



Ucnonwb3ylime Hux3ceyKazaHHoe npocmpaHcmaeo 0414 NpodosmxeHusa nepeyHa Bawux noxcenaHuli no meouyuHCKomy yxody
(eonpoc 2 uz nepsoli cmpaHuye), unu 049 ocmaesaeHusa Bawiux 0onoaHUMENbHbIX 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 signing this
document to sign on his or her behalf.

Signature of Notary:

My commission expires (date)

Moanucu cengerteneii
OR Statement of Witnesses

Csuperenbl: Csuperenn2:

Witness 1 Witness 2

Mma (neyatHbie 6yKBbl): Mma (neyatHbie 6yKBbl):
Print Name Print Name

(CBMAETGHM AONNKHbI 6bITb 18 net nnu CTaplie U He MmoryT 6bITb BAalLMM OCHOBHbIM U/U a/IbTEPHAaTUBHbIM
npepcrasurenem. OauH u3 csu,qe'reneﬁ He MOXKeT 6bITb BalwmMm nevyawmm Bpayvyom uUam COTpyaHUKOM NOCTaBLUMKaA

BalUMX MeAULUHCKUX YCAYT.)
(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.)



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

AonxKeH N 4 3aN0NHUTb 3TY aHKeTy ?

Do | have to complete this Health Care Directive?

HeT. He 06a3atenbHo. Bbl MOXKeTe 3an0NHUTL €€ cerogHA nam B byaywiem, Takke Bbol MoXKeTe 0TKa3aTbCA OT 3aMO/IHEHMA.
OfHaKo 3anosiHeHMe 3Tol GOopPMbl, MOMOXKET YA0BNETBOPUTL Balim noxkenaHua B byayuiem. BbickasbiBaHMe Bawnx

nosKenaHui B NMCbMEHHOM d)opme, AaCT BO3SMOXXHOCTb Bawmm 61n3Kkum OCyLWwecTBnATb Bawwn noxkenaHua.
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 uHdopmalmio 2 Ao0/MKEH NpeaocTaBUTh?
What information am | being asked for?

Bonpoc 1: 31oT Bonpoc o Bawem npeacraButesnie, KOTOPOro Bbl yNoAHOMOUYMAM TOBOPUTb M NPUHUMATb MeAULMHCKME
pelleHuna 3a Bac, ecnun Bbl HE COCTOSAHUM NPUHATL X CAMOCTOATENIbHO. PEKOMeEHAYeTCA Ha3BaTb YJIEHOB CEMbM, UK
Apyra, KoTopbli Bac xopoLwo 3HaeT, M NoHMMAaeT Balim noxenaHua v ybexaeHua. Bbl OMKHbI NOKa3aTb 3TOT OKYMEHT
Bawemy npeacrasuTtento U 06cyamnTb ero ¢ HUM Unu ¢ Helh. Caenarite AONONHUTENIbHbIE KOMUM 3TOTO AOKYMEHTA M aiTe

Konuu Bawemy npeacTtaBuTento, nedvalimm Bac Bpayam v apyrum 611M3kum Bam ntogam.

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: (HeobasaTenbHO): ITOT BONPOC KacaeTca MeanLMHCKOro yxo4a, U BO3MOXKHO ApYrMX NOXenaHui, Kotopble y

Bac moryT 6bITb. Bbl MOXKeTe X yKa3aTb KOHKPETHO unu B obem. 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 yenum, y6exxkpeHua u npegnouTeHUs 0 MEeAULIMHCKOM IeYeHUM U yXoae
e your goals, values, and preferences about medical care

® cnocobbl neyeHusa KOTOpble Bbi npegnovynTtaerte
e the types of medical treatment you would want or not want

® KaK MMeHHO Bbl xoTuTe uto6bl Baw npeactasutens/npeacraButeny, NPUHMManm peeHus
¢ how you want your agent or agents to decide

e raeBbl 6b1 XOTeNn ocyLecTBUTb CBOI yXopa, (aoma unu B 6onbHULE)
e where you would like to receive care (such as at home or a hospital)

e XxoTtute aAu Bbl 6bITb JOHOPOM OPraHOB, TKaHel U rnas
¢ whether or not you would like to donate your organs, tissues, and eyes

Hotapuyc namn Cengetmnnm

Notary Public or Witnesses

HoTapuycy unu 2 cenpetenam HeobxoaMmo nNoaTBepPAUTb Bally MOANMUCH HA 3TOM AOKYMeHTe. CBUAETENM AONKHbI ObiTb
18 net nau cTaplie u He ABAATLCA B 3TOM AOKYMEHTE OCHOBHbIM WM a/ibTEPHATUBHbIM NpeacTaBuTesiem no Bawemy
neyeHnto 1 yxogom. o KpaitHel mepe oauH CBUAETENb HE MOXKET ObITb Balimm neyalmm Bpavom Uam coTpyaHUKOM

NOCTaBLUMKa Bawnx megnLnMHCKUX YCAYT.
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.



Yto A A0/IXKEH AeniaTb Nocaie 3anoJIHEHUA 3TOro AOKYMEHT ?
What should | do after | complete this Health Care Directive?

Bbl ONKHbI COOOWMTL NtOAAM, YTO Bbl X Ha3HAYMIM BaliMm OCHOBHbIM WK aNbTePHATMBHbLIM NPeACcTaBUTENEM, B
TOM cny4yae, eciv Bbl 310 ele He caenanu. Yoeamtech, YTO OHM YyBCTBYHOT ce6s B COCTOSIHUM BbIMOAIHUTD 3TO Ba*KHOE
peweHne ana Bac B byaywem. [darite Konuto Bawemy Bpayy. XpaHWUTe AOMNOJIHUTE/IbHbIE KOMWUW, B TAKOM MECTE, Iae UX

MOXHO Nnerko HaﬁTVI, a TaKXe ,D,aVITe Konuun Bawmm pPoACTBEHHUKAM U 6NU3KUM.

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 Kem MOKHO OGCYQMTb eciny meHAa ectb BOnQOCbI?
Who can | talk with if | have questions?

Baw nevawimin Bpay MoKeT OTBETUTb Ha Bawu Bonpockl n 6ecnokoiicteo. OH MAM OHa HanpaBuUT Bac K cneyyanncram,
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.



