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Conditions for form approval

1. A photocopy of the ID number and appendix must attached to each form. Without it, it will be
send back to sender without handling

2. The Dr or Nurse Need to explain the details of the medical information. Which have the
purpose of healing, or of prolonging life, and which of preventing pain or suffering.
Explanation must described in writing. If you defined as Dying Patient when filling out the
form, a specialist doctor requires filling up the information.

If you chose section A or B, on the Powers of Attorney on page 6, there is no need to fill in the
doctor or nurse's explanation and their signatures.

3. Signatures

e The two witnesses must not be related to the first family (son, daughter, husband, wife,
parents, and siblings) will sign. The witnesses in their signature testify that the Power of
Attorney provider is clear and fully aware when filling out the form.

e Method of acquaintance - the witnesses must indicate how they know the Power of
Attorney's provider.

e Signatures - the Power of Attorney's provider must sign the form together with the two
witnesses at the same time and date

e Signing the medical information release - the doctor or the registered nurse, must sign the
statement on the signature page, fill in the required data, including the date and personal
details required on the form. (only for those filled section C on the Powers of Attorney on
page 6)

A form with signatures on different dates of the witnesses and the person filling out the form will
returned to the sender without processing.

A form with partial data will returned to the sender without processing.

Address for sending the original forms only, by registered mail only:
Ministry of Health

Center for Advance Medical Instructions

39 Jeremiah St.

Jerusalem 9446724
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Second supplement

Power of attorney to provide medical instructions for treating a dying patient

(Articles 37, 42)

The form must be completed in Hebrew — nmaya os1on X7 nain

INI9IN 719'0N 7V INizNa V'7NNY JNoIN AW T NID N9 NINY |*AIVNN DTX T 7' TYIM DT 0910
V2 12'RY 1910 27W2 NINZ NVNN N7IN IR ,NNWD 702 1'RY NINY NVIRN D710 DY DR L17 [N XY IR (MY

nnwo

This form is to be filled out by a person willing to grant another person power of
attorney to decide on his behalf what medical care shall or shall not be given, should
he become terminally ill and incompetent, or terminally ill in the final stage and

incompetent?.

[, the undersigned: nun DIMNN X

Surname \ nnown nv : First Name \'v1o nw:

Israeli identity card no (9 digits) \ ninoo 9 nint NTIyn 190N :

Only in the absence Israeli Identity Card) foreign passport number:

Country of issuance of the foreign passport :171 |I22T NP9IN YIX 'NNn

Address + zip code / Tipm 7715 jyn :

Year of Birth\ n17 mw : cell phone no:

Email:

(Please attach a clear photocopy of the I.D. card, including its appendix).

NN 7NN In ;70Y%) 2005-1"ownn ,NinY? nVlA A7INN IR INTTaND 'Tninwd fua
NI 19" NINY NLVNRN N7INN ZIN NIRAIN D7 ,AT NN L(Nm?

A7 2NN IR NN 9T NN IXY

Being competent within the meaning of the Terminally-1ll Patients Act, 2005
(hereafter — the Terminally-Ill Patients Act), hereby issue, under the provisions of
the Terminally-1ll Patients Act, this power of attorney:

For granting the power of attorney, | declare as follows

1Lega||y competent” - a legal definition

Those in whom all these take place

(1)He is 17 years old

(2)he is able to express his will

(3)He has not been declared incompetent

(4)He was not excluded from the assumption of legal capacity
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(A) (%) (1) my current medical condition is: O It has been determined that | am a
dying patient \ nmm% nunn 71N X ' 2% yaa (Mark only if relevant)

:21%190 YT My (2)
(2) | received medical information by Dr or registered nurse \1"T IX qnoin NxX:

(A Specialist will provide the information only for terminally ill pt.)

yain'nb a1n2 onn NpN oM Nizivon NI7Iysn Naank? Yo1un% 10nivw 'RION yT'n VN

X(nNnm x9N / nom nx /x9N T 7 DwAt yT'an ')
N'7'0 DNIX D'9'VON NIX 2N 7910NNW X711 ,09102 D'Y'9INN DURIDIN D'NINN NITIR 120NN VIR 2Nd7 UY)

(n1'&191 NIIN2KR XY7)

The details of the medical information given to the patient to understand the
preliminary medical procedures included In the power of attorney he chose to avoid

(a doctor, qualified nurse or specialist must record):

(One must write a description of the explanation about the medical terms that appear
on the form, and state that the patient understood the sections he filled out (not

medical diagnoses)

JINI9TN VTN N0 NINKD IX X9NN 27 nniwnY?
TIDINN DNVN 17X 19" DNNUN DMNOTINN D'7219'0nn 17X ,NDN 9™ NI 192 vt w
19" NNY7 N1 X7 ,07T yTM K77 .720 IN XD YN X' NNP'Yn DNV 0'719'0 1781 DN
QIN 07 AR PN P, YT N
For the attention of the physician or nurse providing the medical information:
Please emphasize to the power of attorney provider, which of the treatments mentioned are for
healing, which are for prolonging life and which treatments their main purpose is to prevent pain or
suffering. Without this information, it is not possible to give power of attorney, so it may not be valid.
(Example: The administration of radiation treatments is in many cases an effective palliative

treatment that prevents or reduces pain)

1. For a person determined to be a terminally ill patient, a specialist doctor will provide information regarding his medical condition, Including
extensive information regarding his condition that is relevant to the provision of instructions as well as medical information reasonably
necessary for him to provide advance medical instructions.

2. For a person who has not been determined to be a terminally ill patient, a doctor or a registered nurse will provide the medical information
reasonably necessary for him to provide advance medical instructions.
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(B). I am aware that this power of attorney will take effect, only once it has been
determined that | am Dying Patient, and | have been declared incompetent and |
am suffering significantly, and all according to the provisions of Dying Patient law.
11X 122 ,'NNWD NPTNN MIRXIN X7 X ,NINY VRN N7I0 X D 227 yap' orw 7 Ui (1)

NN DM YMIN Y

(C). I am aware that if it has been determined that | am a Dying patient, and still
competent, that my expressed wishes shall take precedence over the provisions of
this power of attorney.
'Y 27 yap' X7 TV 721 ,ny 752 0T NI 19T DR 7027 IR NNRY7 'RWN AR D 2 Ui L(T)
091021 ,UTN NID 'I9" NN NN 710120 |9IX ;NINY NVIN N7INN 7IN2 WNKRD NNW)D 7y

JN'Y'IN NO90INAY NoNA 710

(D). I am aware that | may alter or cancel this power of attorney at any time, as
long as | am competent within the meaning of the law; The method of cancellation
will be by issuing a new power of attorney form and a completed cancellation form,
as provided in Appendix 4.

1707 |1¥NnD ,01YW wnN TY N9IPNY IN DY UNN KD DT DD 19" qEin D 7 v .(N)

7V NN'MNN IRNN DAY WNN TV INK 7IRN XKM7 [Na)

.(NT NID 19"
(E). I am aware that this power of attorney shall remain valid for five years or up to
five years, namely until: (A date may be specified

here up to five years from the date the power of attorney form is signed).
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Power of attorney

NiN% NoNN A7IN N'NRY DY IR N7 N0IRN D710 D'RY YA ' 179'w Man 7y 1707 D17 Nid 19" Ar N X
0w N0 TV 7722 DURIDN 0719100 NIYaN'AY IX DUNIDN 0719107 NINDONI NI'NIN NNY 721X X7 Ny NNIXal,'™D10 A7wa

7 NN 9T DX NI X L,NT NI 19T NI'NINY ORNNA 17Y9'Y M1 ,'NIYNRYN 710 7120X1 ,NINRT NIYYY7 N1DIA IN N'W9)

| hereby grant power of attorney to the persons noted below so they may act on my
behalf when | become terminally ill (death imminent) and incompetent. When |
cannot issue instructions or consent to medical procedures due to lack of
intellectual, mental or physical ability to do so. In addition, | will be suffering
significantly, so in accordance with the instructions in this power of attorney, |
hereby grant power of attorney to

1. Full name \ X7n nw

Israeli identity card no. (Nine digits) 7.n 1o0on

Address \ naim>

Cell phone no.\ 11 .70

NI> N9I'M NI'N7 MIPN2 "IN IR, NIDD A9 NIMY 2'W7 Amyn DTN 210 IR 7210 K7

NN Y

Should the person mentioned above not be able or refuse to be my proxy, | appoint
to be my proxy instead:

2. Full name \ X nvw

Israeli identity card no. (Nine digits) \ .n 1o0n

Address \ naimn>

Cell phone no.\ 11 .70
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miynwn 720
Significant Suffering

N'N 7110 DTRY ,720 IX AXD 720K DX 71 (7IN2 YTAINY '9) Miynwn 720 71100 awnk .1
NID'RA N'NIYNYN NYA9] 71N 1QTN OX KX L117707 IX 1201 YIN7 112 131 ynRn NIy? pIin
197 DXNN] 17V9' ,NINWD 10N NINY nLII N7IN 'R DX ,NT XN 711,10 N7NIMA IR 1N
.NT ND
1. | consider to be significant suffering (as defined by law), only if I will suffer pain or
suffering which a reasonable person would be ready to make a great effort to
avoid or eliminate it, even at the cost of significant change to his life quality or
expectancy. Only in that state, and if | will be incompetent dying patient, this
power of attorney be followed
NLI N7IN DAREN7 T2V YaRtY 19D 'MiIvnwn 710 7w axn AR DR D M uIm 2
.NT JNON2Y NID 'I9"7 DRNNA 1 'RI9T 719'0N 1YIN' ,NINWD 10N NINY
(MIrNwox 1901 oY TwoK) XIN NIAY 'Miynwn 710
2. | am aware that only if | reach a state of 'significant suffering’, as defined by me,
and will be incompetent dying patient, procedures will not be performed on me
accordance with the power of attorney in this document;
Significant suffering, as | define it, is

O Requiring being artificially fed/nourished \ o*nipX7n n'v¥nka (It NN? nippm™n
O | am quadriplegic (paralyzed in all four limbs) \ n*oa yaaxa pniwn X 12 2xn
O A state of dementia \ (n*xnT) |'ow 7w 2x¥n

O | require any of the following treatments \ :n7x D*"XI91 D*719'0N TNX 727 NIFPTN

O One of the following conditions: \ n7x p*axnn TNX
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Powers of an Attorney
Choose one of the following alternatives, a — c:
737 yann 702 1 'RI90 719'0-'R IR 'RIDT 719'0 12T NVTNN 73 7aph 1 'nd N9 .

[al ,0"'N )N 'RID 719'0 [NNT7 NNd0N2 AT OX |2 ,0"NN-'2'IXN DYRIDN 0719'0N
.0""N XA 'RIDT 719'0N NIYIN'HA N2ITA DN
O A. A proxy will be able to make any decision regarding medical treatment or non-
medical treatment in me with regard to all life-prolonging medical treatments,
whether it is consent to the provision of life-prolonging medical treatment or to refrain
from life-prolonging medical treatment.
AWND D2 ,D"N JINN AN RIS 719'0 INNY NNd0NA 70 WA 71y97 'RWA 'Nid N9IM A
NIYIN'N 12T NU7NN 727 "KW 1R IR L|MIVD NI2'01 NPTYN DN7 'R D'790Nn0 NyTY
.0"'N )"IRN 'RI9T 719'0N
O B. A proxy may act in my name only with the consent to provide exceptional life-
prolonging medical treatment, even when the caregivers are of the opinion that
such treatment is not justified in the circumstances of the case, but is provident to
make a decision regarding the avoidance of life -prolonging medical treatment.
:D'INI0NNI 707 D™D D'719'0N A7 V'7NNYT 'RYY NDNN9IM .a
O C. The proxy may decide on the treatments listed and marked below:

(Please mark your choice)

O Provide me life-prolonging medical care \ n'*n 7xn X191 719'0 7 NNY
Or\Ix
O Avoid providing me prolonging medical care \ n'n xn 'x191 719'0 *7 NN vanaY
43 — 12 0'9'V021 NIY'SINN NI'NIN7 DXNN NNT
42 — 12 0'9'v0 X71' 2 NDI7N2 NAY ' N
This is in accordance with the instructions that appear in sections C1 - Cx
Only those who have chosen alternative C should fill out sections C1 — C4
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NIdN 192 NI71700 NI7IYon NR X-1 1o ('a n917N2 NId 192 NN DX 1 K'Y vr)
Cl. In the condition of a terminally ill patient

(Fill out only if you have chosen a power of attorney in alternative C)
Mark with X the actions included in the power of attorney

Mark your

choice

Medical action

JNNYON T 702 ARNN VIXA

Resuscitation in any possible way (x)
.2I¥'N 27 110'Y 7w T ARTAN VI

Resuscitation by external cardiac massage (2)
.NN'YIN m,7'7 212'Y NON T 7Y Nnwan v INTA AXR"NN YIX'a

Resuscitation by endotracheal intubation (a)
AR"NN NISINN [N v INTA AXR"NN VIX'

Resuscitation by administering resuscitation drugs (1)
“7nwn 070 7¥ T2 DRUNN VIND

Resuscitation by electric shock ()

|AT AN DY (N'TMIPKRM NNYINY 1'won) Dwint 1an
Connection to a ventilator with a timer (Temporary artificial ()
breathing

INTN YN DR MX7 W' .0WINT Nainn DY Iyn 1Y NN (vintaY? X7 nin'o ox
(hmimn nx 7nn) n72an K77 /o'wTin /My /ome

If you chose to perform, it means that you want to connect to the
breather. please specify for how long it is to be maintained:

days/weeks/months/without time limit (Cross out what
does not apply)

NTORT? 2N
Dialysis (1)
S219'07 N7NIN 'RY AN’ DX NTYR'T 719'0 (WNnN YIn'a7 OXN 1YIN'A7 X7 NIn'o DX
If you chose to perform, would you like to continue if there is
no useful effect?

.("m1 M9 12'R NNMD IR NN N9 NN 1Ad) 0'71TA D'NINA (n)
Major surgery (e.g. amputating a necrotic limb, removing a

necrotic internal organ)
(n'j7m1 yax¥x NNMO [120) DIVP D'NINY (v)
Minor surgery (e.g. amputating a necrotic finger)

nIxXNN n7nna nnapn (I)

Radiotherapy for malignant diseases

NN N7NN2 N'OININD (N')

Chemotherapy for malignant diseases

.D"MAY D"VIN'VIXK D'719'07 TNYIIMN DT-N7X 7Y 2x¥Na NR'0I"'0IXR (:I)
Antibiotic treatment for severe septicemia resistant to

regular antibiotic treatment
(101211 201 MI?'Y ,0T) NIMINAX NPT (;-)

Diagnostic tests (blood, X-rays, cardiac monitor)

(@)

(b)

(c)

(d)

(e)

®

@)

(h)

0]

)

V)

(m)

(n)

JRI9IN YTAN N0 NINKN IR XONN 27 NnIwn?

D'719'0 17X DN NDIRN DNIVA 17X L1917 DNIVA DTN DY719'0NN 17X ,NIPDN 19" | 1192 U7 v

QP 07 N RPN P71, DY ND 9T NN NI K7 0T YT K77 720 IX AR Nytn X0 DNP'Yn DNNVN

(28> n'NoN IX Yamn 7'yr 2'uxMO 719'0 021 DNPNA DINA NIDPN NN CRNAIT)

-7-
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C.2 Should I reach a terminally ill state (death imminent)
(Fill out only if you have chosen a power of attorney in alternative C) Mark with X the actions
included in the power of attorney

Mark your
choice

Medical action

JNMYUOXR NT 201 ANTNN VIXA
Resuscitation in any possible way
.I¥'N 27 10y Y 0T AXR"NN VIX'A
Resuscitation by external cardiac massage
.NN'YIN M7 1Y NOdN T 7Y NNWIN 7Y 1T ARTNN VI
Resuscitation by endotracheal intubation
LRUNN NI9SNN NN 7W T2 ARUNN VI
Resuscitation by administering resuscitation drugs
nwn 070 7w T2 ARTNN VINA
Resuscitation by electric shock
|nT 2¥I7 DY (NTMPKM NNWINT7 1'wion) ownt 1an
Connection to a ventilator with a timer (Temporary artificial breathing

IATN qwn DX X7 U'.0wInt 1ainn NI rain )Y NN :yinn X7 Nin'o ox
(hmimn nx Fnn) n72an X977 /o'wTin /My /on
If you chose to perform, it means that you want to connect to the breather.
please specify for how long it is to be maintained:
days/weeks/months/without time limit (Cross out what does not apply)

NTYNT? NN
Dialysis
19'07  N7NIN 'RY YNAN' DX ATORTA 7190 qJWNnn van'n'? DRN van'n? X7 NIn'o DX
If you chose to perform, would you like to continue if there is no useful effect?
.('PYJ] 'N'19 12'X NNMD IR L, N'YPNY N9a NN |I,D) D'7217T2 D'NINY
Major surgery (e.g. amputating a necrotic limb, removing a necrotic internal
organ)
(m'j7m1 yax¥xX NNMD 1Ad) DIV D'NINY
Minor surgery (e.g. amputating a necrotic finger)
nINnN n7nna nnapn
Radiotherapy for malignant diseases
NIXAN N7NNa N'DNIMD
Chemotherapy for malignant diseases
.0"NNAY D"VI'A'VIX 0'719'07 TMYI NN DT-N7X W 2x¥na N'0I'A'VIX
Antibiotic treatment for severe septicemia resistant to regular antibiotic treatment

(h1vm a0 mi?'Y ,07T) NMINAX NPT M.

Diagnostic tests (blood, X-rays, cardiac monitor)
JAMXmi 0T ,N'0I"A'0IX NN 12D ,0"NNAY n'719'0
Routine procedures, e.g. giving antibiotics, blood & blood products
[*7102'X NN (120 ,NI171 NI7NN2 0171910
Treating undercurrents ilinesses, e.g. administering insulin
N'NDKM T It NN
Giving food artificially
N'NIDKRA T 097 NN
Giving liquids artificially
0'7j7n 0'719'01 NISINN NN
Giving palliative treatment and drugs

-8-
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C.3 Instructions for other Emergency Situations (a condition that require
immediate treatment or the patient will die)

a¥N 227 N'NIN N'Y7 J2IX02 OX 70 DT 90 X7 W) 'y nrn ['RY NI'YX NIRINL42

(w7 2ymxnn nuw NN

C.4 Personal Directions not mentioned above (Fill out this section only if you
are willing to provide an instruction regarding an emergency different from the

above-mentioned one)

NII9% 12 079010 NX NN X ,'7'W7 DMINKD D'XINA A 719'07 NYann N'RI9T AR '1D2 .53
'K KINY IX ,UNTN TVINA NN N9 NIX A'WN7 [N K7 DXL JIYXIN NN D917 N'WUX)

LU NN N9IMY NI9Y 1 0790100 DX NNIN X LIT{P9N DR X7 21'0 IK 71D

C.5 With respect to every medical question regarding my treatment under the
conditions specified above, | direct my caregivers to contact first the first proxy;
should it not be possible to reach this person at the required time, or should he be

unable or unwilling to fulfill his duties, | direct my caregivers to contact the second

proxy.
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With regards to advance medical instructions
(p ox (no) NIM'TZA NI'KIST NI'NIN DA 'NNA ,AT N 1977 qona (1)
.NT NI 97 DXNN [N NNMKD NI'NIN7 DXNNA [N 7197 2 0*790NnN DX NN NI
(1) O In addition to power of attorney, | issued advance medical instructions,
(Check if yes) and | direct my caregivers to act in accordance with both, the

medical instructions and this power of attorney.

,NID N9IM 7¢ ARIIN 127 NNTEN N'RI9T NNIN 2 TIAM 7w NN D A nnm X P (2)
iU alhRakbi)

(2) | hereby direct that, in case of a contradiction between my advances medical

instructions and an instruction of the holder of my power of attorney, precedence

shall go to (Check one of the two boxes)
O My advance medical instruction / an T n'xion n'nan
O Power of attorney order / np nom 2w nxain

NINTEN NIRIDY NI'NIN |2 NNN0Y WA 7w (2) 9o % axdmn Tvna D 7 v (3)
N9IPN [N NN 9™ OX D7IXI NN TRAN N'RIDIN N'NINN A9 TY AN LN 19" 127

JTOM ATV AT YD n'NInn NN INX7? N'MIynwn

(3) 1 am aware that, in the absence of an instruction under Article D.2 below,
concerning a contradiction between the said advance medical instructions and this
power of attorney, the instructions shall take precedence, but if the power of
attorney given significantly later than the instructions, then an institutional board

shall decide the precedence between them.

ZNID M9 127 NINTEN NIRID NI'NIN |2 NN'N0 12T NS0 NIXAIN (4)
(4) Additional instructions regarding a conflict between preliminary medical

instructions and a power of attorney:

-10-
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nNaxXn
NI 19" DI'P 7Y 0'9501 D'YIX VIT" 7Y DNnxn
DECLARATIONS

Other persons informed of my power of attorney

['R NIV N7R D'WIRYT N1 IR/ 707 D"1IINN D'WIRNN ' DY NNIY NN 9 NI OX 1 X7nY)
(NN 19T Y D11 Y DIWMYT 130N DK 19WYT 1TD DA W 07IX LY TY? Nain

There is no duty to inform other persons, but doing so increases the efficiency and

correctly of your power of attorney.

If you have not informed another person, go directly to the next section, Signature.

,NT 0N NITIX NLN D'NIYIN D'WIRN DY 'NNNIY D 0T DAy X

| hereby declare that | have talked with the persons noted below about this

document and (Check out whichever apply)

O I have given them a copy of this document / nth monnn pniy on'7 'NM

O 1 have not given them a copy of this document / ntn Jnoninn Pniy on7 'NN1 X7

If you have informed another person, please check the relevant boxes below

clearly and insert the required details.

| hereby declare that | have talked with the persons noted below about this

document and that | have given them/have not given them (Cross out whichever

does not apply) a copy of this document.

O Relationship / nay , Details / 019
O Relationship / nay , Details / ro1o
O Relationship / N2y , Details / 019
O Relationship / N2y , Details / 019
O Relationship / nany , Details / rono
O Relationship / nanype , Details / rono

"T21 D TR 20,2 DR, PY RN LTIV AT -2 :DIWDY7 W DA

19701 oW X7 v D'

In Relationship, please write spouse, attorney, doctor, neighbor, brother, son, rabbi,
kaddi, priest, etc.

In the details, fill in name and phone number.

-11-
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(0*1Y 1w 191 DIMNY w') NDA 19 [N MN'NN

Signature of Person Granting this Power of Attorney
(The signatory must sign in the presence of two witnesses)

YN'7 NN X271 ,'RNXY1'YOIN [IXY INN1 Myn NYT 71'w ANK7 N7 non 7y onin X
ONX X 'MNAN ,'MNDWN
| sign this document after long and careful consideration and of my own free and
autonomous will, and not in consequence of any familial, social or other pressure.

Signature \ nn'nn Date \ 7 xn

Cell phone No. \ 11 .70 Phone No. \ 1970

D"TYN NN'NN
Signature of Witnesses (The signatory will complete the date and signature)
(The two witnesses must sign in each other’s presence)

VT ANOoNN DNINY D'T'YN NN DMINNN 12X

We, the undersigned, witness that the above signatory of this document (check one of
the two boxes)

O Is personally known to us/ n'w'x 17 1>
Or\ x
O Identified himself/herself to us by means of an identifying document included

photo / namn N%7150 NN NTIVAN NIY¥YAKA 111192 ANTT

17 YN7 N72y9n7 0an'o X771 ,"y7 12T 1Y RINY 'Y AR KRIN DIELMINDINA D WY
D"'7572 D'ONVI'R D 7 I'NI1L,NTD NIFNYT TAYIN 22'RIE DINNN 7Y IND N9IM 1KY 1'N¥N IR
7¥2 NNSWn [2 NINY ,ONK IR 7275 000K W2 KINW M TY N RY) .JNonn 0Nin 7In DNX IX
.(TY "N NINK IR X9 710" IR NN IR "72'7D 0101R
He did so in my presence and that he seemed to me to be alert and speaking to
the matter, and without signs of putting pressure on him.
| declare that | do not hold the signatory’s power of attorney, nor am | a candidate
to do so, nor do | have any economic or other interests involving the signatory.

(No one who has a financial or other interest, including a family member with a financial or other

interest, will be a witness; however, a doctor or nurse can be a witness).

Witness 1:

Full name\x'm nw Israeli identity card no. r.n (Nine digits)
Address \ namd

Cell phone no.\ 11 .70 Signature\ nn'nn

Date\ 1 xn

-12-
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Witness 2

Full name\x''n nw Israeli identity card no. r.n (Nine digits)
Address \ naimo

Cell phone no.\ 11 .70 Signature\ nn'nn

Date\ 7xn

Date should be sign by the signatory in the presence of the person granting the power of attorney

INI9N YT'Na Y0INn NN'NN

(Mm% nvnn A7IN XIN D 1127 Y2A7IY MR DD DY NI IWKRD NN JN0IN DX IX XON)
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Signature of the medical information provider
(A doctor or a certified nurse will sign when the person giving the power of attorney
Is not terminally ill patient)

(For a person who is determined to be terminally ill, a specialist doctor will provide information
regarding his medical condition, including medical information regarding his condition that is

relevant to the granting of the power of attorney, as well as medical information that he reasonably

needs for granting the power of attorney)

'22/An%7 'MYon (Anrnn nx pnn) JRA0M NX / ANNM x9N /XN, N

|nn ow7 10 |9IX2 17 UNTN 'RIDY VTN 7NN

'XIOTMN VTN NX 'MNYA D 1IND .07 09102V O"NKI9N 0'NIINN NXR I7 'mN20N 1 ,NIdN ot

(1 Tmy) (x) 9'voaw

'wn 'on T.n (]
(1970 |[yn
NN nn'nn T .70

l, , a physician/ specialist / registered nurse, (Delete the superfluous) submitted to

Mr. / Ms. on (date) Medical information he reasonably needs for
granting the power of attorney. | also confirm that | explained him the medical terms used in this form. |

wrote down the medical information in clause (A)

Name ID number License number:
Address Phone Mobile Phone
Signature Date
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INSTRUCTIONS FOR FILLING

THE POWER OF ATTORNEY FORM

PAGE

PAGE 1 - PERSONAL DETAILS

PAGE 2 - DETAILS OF THE DOCTOR
OR NURSE WHO PROVIDED YOU
WITH THE INFORMATION.

DETAILS OF THE MEDICAL
INFORMATION SUMMARY - WILL BE
WRITTEN DOWN BY A DOCTOR, A
SPECIALIST DOCTOR, OR A
REGISTERED NURSE (EXCEPT A
DENTIST OR VETERINARIAN)

IF THE GRANTOR OF THE POWER
OF ATTORNEY CHOOSES
ALTERNATIVE (A) ON PAGE 6, IT IS
NOT NECESSARY TO FILL OUT
PAGE 2.

PAGE 4 - POWER OF ATTORNEY -
FILL IN THE DETAILS OF THE
PROXIES

PAGE 5 - SIGNIFICANT SUFFERING

PAGE 6 - POWERS OF A PROXY

Guidelines

Personal details: Full name, ID Card number,
year of birth and current address. You can add
another mailing address.

Medical condition: mark only if you are
terminally ill patient

Must mention the person from whom you
received medical information: Name of the
doctor or registered nurse (except a dentist or
veterinarian)

Explanation by the doctor/nurse about the
medical terms that appear on sections C1 and
C2. The wording of the summary of the medical
information will be as follows:

| explained to Mr. X the medical terms in the form,
for example: CPR, ventilation, dialysis. Mr. X
understood the explanation. In the case of filling
out a form by a terminally ill patient, only a
specialist doctor can fill out this section.

In addition, a summary of medical diagnoses
must attached to the summary of the information.
The doctor/nurse should sign at the end + stamp.

It is mandatory to indicate the full name of the
proxy and his ID Card number.

The Proxies can be relatives or any other
person/entity that can be trusted.

There is no obligation to fill out this part. You can
select multiple alternatives. If this page is not
marked, the definition of significant suffering will
be in accordance with the law.

Choosing an alternative: Only one of the
alternatives should be selected:

Alternative A - The proxy can make any decision
regarding the provision, or non-provision thereof,
of medical care to the patient.

Alternative B - The Proxy may decide to extend
life at any cost

Alternative C - Choose the accompanying
squares between the options whether the Proxy
will decide on a life-prolonging treatment or to
avoid a life-prolonging treatment.
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INSTRUCTIONS FOR FILLING

THE POWER OF ATTORNEY FORM

PAGE 7 - A TABLE DETAILING THE
VARIOUS TYPES OF MEDICAL
PROCEDURES THAT THE POWER
OF ATTORNEY CHOSE TO AVOID
AT TERMINALLY ILL STATUS.

PAGE 8 - A TABLE DETAILING THE
VARIOUS TYPES OF MEDICAL
PROCEDURES THAT THE POWER
OF ATTORNEY CHOSE TO AVOID
AT TERMINALLY ILL STATUS IN A
FINAL STAGE

PAGE 9 - C3 - C5 - DEFINITIONS
AND INSTRUCTIONS.

PAGE 10 — ADDRESSING THE
ADVANCED MEDICAL GUIDELINES

PAGE 11 - STATEMENTS

PAGES 12 — 13 - SIGNATURES

WHEN SENDING THE FORM TO
THE MINISTRY OF HEALTH

The selections in which the Power of Attorney
chose to avoid should be marked with an X.
This page should be filled out only if you

chose alternative C on page 6

The selections in which the form filler is interested
should be marked with an X.

This page should only be filled out only if
you chose alternative C on page 6

C3 - C5 - for free filling if necessary

Advance Medical Guidelines

Section 1 - mark with an X only if you submitted
Advance Medical Guidelines form in addition to
this power of attorney.

Section 2 - Mark that form shall prevail. Be
consistent in marking the decision in both forms

Informing people - there is no obligation to fill
out this section. You can fill out the details of any
kinship of those people who know about the
existence of the form. Fill out full details including
full name and cell phone.

The grant of Power of Attorney signature should
be of free will, clear and fully aware. Must fill in full
details: date, full name, phone and signature.

The two witnesses must sign in the same position
and date.

Witnesses must indicate how they get to know the
grant of the Power of Attorney/ They must fill out
full details: date, full name, phone number and
signature.

Signature of the person providing the medical
information - the doctor or registered nurse who
gave the medical explanation on the form must fill
out the statement to whom they gave the medical
information, on what date and fill out their
required personal details on the form.

In the case of a "terminally ill patient" (who has 6
months left to live), a specialist doctor should sign
and fill out his full details.

be sure to attach a photocopy of the ID Card and
its Appendix
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