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POWER OF ATTORNEY
FOR ISSUING INSTRUCTIONS REGARDING THE MEDICAL CARE
OF A TERMINALLY-ILL PATIENT
(Articles 37, 42) (42-1 37 D'D'VO)
The form must be completed in Hebrew — N'12Y2 09100 X9NY N2IN
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This form is to be filled out by persons willing to grant another person their power of
attorney to decide on their behalf what medical care they shall or shall not be given,
should they become terminally ill and incompetent, or terminally ill in the final stage and

incompetent’.

Before completing the form, it is important to carefully read and follow the instructions for completing the form >

ntomw,/ Date of Birth: wn/ ID card number: (9 nonomnn /|, the
digits) undersigned:
WNIT NHWNI N9 Nand oY wean /- You Address: (According to the ID card)

may also add another mailing address

N2INN PIN NIRIN DY ,NT2 NI ,(NINY NVIN NOINN PIN :202) 2005-1"0WNN,NINY NVIIN NYINN PIN2 IMTAND NNWD 9y2
NID 9T, NIND NVIN

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

For granting the power of attorney, | declare as follows -[PPYTI ANND IR NIDN 1D N N
181 DA
|DD5TD ANNND N DII’)'TDDD NIRIDAN NI'MANN |ﬂ|’) ]WIR?

With the intention of providing the preliminary medical instructions | declare as follows
(A) (1) My current medical condition is: NN N2RN W 2N (1) (R)
Generally healthy \59>nmrxna O
It has been determined that | am a dying patient\ nin5 nonn n9in ax 0 ma9 vapr O
Other\ann O

(A) (2) | received medical information: INIDY VT MDD (2) (K)
By Dr..\ n'n
or registered nurse(s), Mrs./Mr.. :an/22 n2/AnoIn NI/NR IX
| received information from a \ 1" nnnin xonn yTn N7
specialist
A Specialist will provide the information only for terminally ill pt.
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Legally 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
2 Medical information - legal definition
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.

(DNOIN NINK /RDN /NNNID KON 1T B QWA INIDIN VTN NNYNN 0N'D
Detailed medical information summary (to be register by a doctor/specialist

doctor/registered nurse):
D'D'YON NN 2N N2INAWY |'¥Y1,5-6 D'TINY2 D'VY'DINN D'RIDIN D'NIAINN NITIK 1200 [N 9V 1IXR'N T' 212 2N2H wr)
(NI'RI91 NIIN2KR KY) .N9'D DNIN

(A description of the medical terms listed on pages 6-5 will be noted that the patient
understood the sections he filled out. (No medical diagnoses)

For a patient in the status of terminally ill, the specialist doctor should also write down the
medical diagnoses
NIRIOIN NIINANN NX DA QN2 NNRINN XDNN DY ,NIND NV 9 DIDVLO NDIN 12V

ANIDIN VTN MOIN NINKD IR KON 29 NDIWNI
p'&£1216 1K1 PN Nk PHIGN 1Fk 11919 PHIGN p1I28IND P 196N 1K NlkaInn JnlJ 1yas erdzad er
kdl jon' 121 ,n¥2n nINzpIN nInyn nnd 0ty kd 05 ¥9n kb oo Ik ko DYIYN K1 N1pI¥D PHIGN
(9k> NhoN Ik ¥JIND Fr¥1 1916k1da F1916 p'as prapND allan nlppa |nN ckndlz) Tpln |adf o9
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For the attention of the physician or nurse providing the medical information:

It should be emphasized to the provider of the instructions, 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

advance instructions, so they may not be valid. (For example: The administration of radiation
. treatments is in many cases an effective palliative treatment that prevents or reduces pain)

N e o o e e e e - - - ———
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(b) I am aware that these directives shall come into effect, that is, that the medical care given me
shall conform to these directives, only once it has been determined that | am Dying Patient, and |
have been declared incompetent and | am suffering significantly, all the foregoing within the
meaning of the Dying Patient law.

ANNN 9V 1IN DAY, NNWD NPTNR MRYIN K N, NIN NN N9IN 1IN 1D 1A VIR DRY D VIT (A)
9N NIMIN2

(c) I am aware that if it has been determined that | am Dying, but have not been declared
incompetent, that my expressed wishes shall take precedence over the provisions of these
directives.

1INV 123D VAP N TIV 921, NY 9D NIN NINITPN NIFNION NITMIN D02 IX NAYWI IRWI 1IN D D VIT (T)
91012 OOIVA IN,NIYWTN NINRIDT NITNINA NN 10N [DIN;NIND NN NIINN PIN2 ANKD NNWD YYD
J1'Y'2IN NHOIN2Y NDINA

(d) I am aware that | may alter or cancel these medical directives at any time, as long as | have not
been declared incompetent within the meaning of the law; the cancellation shall take the form of
new medical directives or a completed cancellation form, as provided in Appendix 4.

909 J1¥ND,D1IY WNN DY D91V NIRY NDIPNI TV IR DAY WNN RIN NN DI'NIN PIM D 9 VT ()
NIMINN 9V NNDMINN JINNND DY WNN Y D91V IR 7NN KIND NN)

ND NI'INN DX ,NIN NITNINA AWNNT IRINN KON MINKN NOIPNN DN .(NINTPNN NIRIDIN
150D

(e) | am aware that these medical directives shall remain valid for five years or for a period not
exceeding five years, namely until: (A date may be specified here not
more than five years from the date the advance medical directives form is signed). After the end
of the said period a Responsible Physician may (but not must) take these directives into account,
unless they were canceled by me.
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Power of attorney (a power of attorney may not also be used as a witness)

2952 NINY NLVIN NIIN NRY NV IN,NIND NN N9IN NMNY NY2 DY 19Y9'Y NIN 9Y 1905 BMIND NID 9T AT NI 1IN
90V NOIDEATYIM 5932 DURIDT DIIDION NIVINMI 1IN DURIDT 01907 NINDONI NI'NIN NI 9DIN KD NY NNINAL,'DI0
5 NIDN DM AR NITIN,NTNID 1D NIFNIND DRNN2 19YD'Y T MIVNYN Y20 120K, NNTNIYYI N1IDIA IN N'YO)

| hereby grant power of attorney to the person noted below so that they may act on my
behalf when | become terminally ill (death imminent) and am incompetent and cannot
issue instructions or give or refuse my consent to medical procedures for lack of the
intellectual, mental or physical ability to do so, and am suffering significantly, and so that
they may act in accordance with the instructions in this power of attorney, | hereby
grant power of attorney to:

ow \First Name: NNDWN DY \ Family Name: tnoon\ (9 digits) Israeli identity card no.

Namnd \ Address:

71 1930 190N \ Cell phone no.:

N DY NID NI NI INIPR2 NINND IR ,DYW NIDA NI NIMD 9'WI MINKRN DTRN 210" IN 901' XY
Should the person mentioned above not be able or refuse to be my proxy, | appoint
to be my proxy in his/her stead:
ow \First Name: NNOWN DY \ Family Name: ©nwon\ (9 digits) Israeli identity card no.

N2IND \ Address:

71 1920 190N \ Cell phone no.:

Or\ and DAL\ IN
ow \First Name: NNSWN DY \ Family Name: tnwon\ (9 digits) Israeli identity card no.

N2IND \ Address:

71 1920 190N \ Cell phone no.:




nid 19" — 2005-1"ownn N7 nunn n72INn IN'

Defining significant suffering for me N2y MIYRWN 520 NNTaN

2191010 1YIR' NN 10N NIND N0 NOIN NNNIEIND T OY YIPIY 19D, MIVRWN 920 HW 2NN MR DR P D D VT ]
.NTN0MY NINTPRN NIKIDIN NIMNIND DNNN2 12 'NID

1. I'am aware that only if | reach a state of significant suffering, as defined by me below,
and shall be terminally ill and incompetent, will medical procedures not be performed
on me in accordance with the advance medical instructions in this document;

AN IN NON IN29 AWONREL2 NPOD DY NNO0NIT NP NINWND IWON T NPOD NIND N2IN |'N) NI NIy MIivpwn 510
(NIN2N NITNWORNN

Significant suffering for me is: (You are not required to fill in this paragraph. You can
leave it blank and rely on paragraph 2, and you can choose one or more of the
following options)

Requiring to be artificially fed/nourished\ omnioxon oryynra i nn9 nipprn O
| am quadriplegic (paralyzed in all 4 limbs)\ 0103 yawa priwn axnavn O
A state of dementia\ (pementia - nvanT) row Hw 2vn O

| require any of the following treatments: \ :n9x onwion aiooR 1R 995 Nipprn O

| am in one of the following conditions :N7R D'axnn TN O

J1D0N DN P (DIND ATAINY 19I) MIVRWN 920 92100 JWNR 91V (1) NPOD2 NIRY MIYRWN 920 1NN MIND'ID KT ON 1D 1D YT ,2

IN 1N NID'N2 NNIVRWN NYIADI 1N 127N DX AN ,IPI0T IN 1NN YINMI 17D 121 YRRND NIYYI 21N NN 1120 DTNY 920 IN XD
NIN DINIDY NI'NINT DRNN2 19YD',NNWD 10N NIND VI NOIN AR DR ,NT2NN PN NININ2

2. | am aware that if | have not defined in Clause (1) above what | consider to be
significant suffering (as defined by law), | shall be considered as being in a state of
significantly suffering only if: | am experiencing pain or suffering which a reasonable
person would be ready to make a great effort to avoid or eliminate, even at the cost of
significant injury to his quality of life or life expectancy, and that only if | am in that state,
and am also a dying patient and incompetent, will these advance medical directives be
followed.
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Powers of an Attorney NId>N NOI'D NI'DNO
Choose one of the following alternatives, a — c: £ 3-N NIN2N NIDIINNN AR N2

2,01NN-1DMIND DURISIN D9I910N 939 VAN 932 12 RIS JIDI0-IN IR 'RIDT 91910 1272 NLINN 9 929 9o N norn N O
.0"N RN INIDT J1910N NIYIN'A 1AITH DX 121,00 JIRD 'RIDT J19'0 NN NND0N2 121N DX

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.

DN9 |'N 0ID0NN NYTY IWRD DA, 01N JIRD AN IKIDT9ID10 [NNY NNION2 P 'PWA DIveY wwA N norn .- O
DN RN IRID D1910N NIYIN'T 1272 NVONN H2PD IRW IR N1V NIRI0ID NPT

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'INIONNI (909 0NN 01910 239 VINNY K PR o .A - O

C. The proxy may decide on the treatments listed and marked below:

Provide me life-prolonging medical care  \ D''N JINN 'RI91 21910 D NNOO
Or\ IN

void providing me prolonging \ D''N PINND RO D190 1D NNON VInmo O
medical care

52 =713 D0'9'YO NIYDINA NI'NINYD DRNN NNT
This is in accordance with the instructions that appear in sections C1 - C5
52— 12 D'9'YO NIN' A NDIINI NIV 'D P
Only those who have chosen alternative C should fill out sections C1 - C5




nid 19" — 2005-1"ownn N7 nunn n72INn IN'

C1. In the condition of a terminally ill patient NIND NVIN NOIN YW 2¥N2 1A

Terminally ill patient- life expectancy up to six months

(ANDINI NI O™ N DR P NIND W)
NIDN 19" NIYION NIYIYON NN X-2 [P0

(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

JNMYON T 922 NN'NN YIND
Resuscitation in any possible way ®) | @

AN 29 MDY W DT ARINN VIND
Resuscitation by external cardiac massage e) (b)

NN mp') q12'Y NDDN T OV NRWIN DY T2 NR"NN VIND
Resuscitation by endotracheal intubation () ©

ARTAN NIDAN NN BlY] T2 RN VIND
Resuscitation by administering resuscitation drugs M (d)

INWN 09N YW T2 NIN'NN YIND
Resuscitation by electric shock () ()

(DT 2NIP DY (NMIDNIN NPWINI 1'WON) DWINI 1IN
Connection to a ventilator with a timer (Temporary artificial (1 V)
breathing

NN AWR NN YD W .DWIND D20 NIMD [MIIVN 13N NANDN :YIN'MI X9 NIN'O DN
(QNIMN NN PNR) NY2aN X9 /D'WTIN /NIVIAY /D!

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)

NTONTI NN

Dialysis| | @

19109 NONIN ['RY 1N2N' O NTORITL 21910 TWNNND YIN'MI DRN :YIN'NY K2 NIN'D DN
If you chose to perform, would you like to continue if there is no
useful effect?

('PN1 M9 2R NNND IN NP1 NOA NNMD [13D) D'917A D'NINY
Major surgery (e.g. amputating a necrotic limb, removing a (N) (h)
necrotic internal organ)

(NP1 VANN NNND [1AD) DI0P D'NIN1 (l)
Minor surgery (e.g. amputating a necrotic finger) (©)

NINNND N9NN2 nmpn

Radiotherapy for malignant diseases () ()

NINNN NINN2 N'OININ'D
Chemotherapy for malignant diseases GORIN()

.D'"NNAY D'OI'OIN DIID'OD TNYI NN DT-NOX ¥ 2¥ND NP'OIN'OIN
Antibiotic treatment for severe septicemia resistant to regular Q) | (m)
antibiotic treatment

v1In ,[A0N NN ,07) NININ2N nip'm
Diagnostic tests (blood, X-rays, cardiac monitor) @) | ()

INIDIN VTINN NOIN NINKD IX KDNN 2D NNIWND
0'919'0 19N DN NDINN DNIVN 19X 19 DNIVN DM2TNN 09I9'0NN 19X NININN NI 192 WATND W
NN NI PN 291, DYTA NINTPIN NIFNIN NNYD NI KD ,NTYTN K39 .920 IN 2D NVIN RN NPV DNN0N
QN2 'NON IN YIINN 91V 110RMD 21910 D' DIPN2 NINN DIPN NN RPAT .apIn [N

-7-
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Satient C.2 Should | reach a terminally ill state (death imminent) o0 29v2 ninY nonn A9IN YW avm .22
that NIDN 11912 NIYI22N NI2IVON NK X-2 [NO_ (A NDIINI NID 'I9M] NN ON PI KINT W)
his life  /(Fill out only if you have chosen a power of attorney in alternative C)
expect [ Mark with X the actions included in the power of attorney
3222 . .I.W'W\—U.E)N mnt 202 DN.”ﬂﬂ VIX'D a.
not Resuscitation in any possible way
JIN'N 2D 10N DY T2 NNR'NN VIND b
exceed L :
Resuscitation by external cardiac massage
two NN mp') q12'Y NDDN T OV NRWIN DY T2 NR'NN VIND
\ weeks / Resuscitation by endotracheal intubation
ARTAN NIDAN NN BlY] T2 RN VIND

Resuscitation by administering resuscitation drugs

INWN 09N HY T2 NR'NN YIND e

Resuscitation by electric shock
[PT QNP DY (NTMIDRIN NRWIND 1'wIR) DWINI RN

Connection to a ventilator with a timer (Temporary artificial breathing

IR YR NN (1N WL .0WINT NN NIMI (11N 30 NAIDN 2VINMY 89 NIN'O 0N
(NIMN DX PNR) N92aN K22 /D'WTIN /NIVIAY /D!

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)

NTINTI 2N
g.

Dialysis
919109 NONIN ['RY 12N DN NTONITY 21910 TWNNN YIN'MI DRN :VIN'NY K9 NIN'O DN
If you chose to perform, would you like to continue if there is no useful effect?

('PN1 ™M1 Q'R NNMD IN N'PNI NDA NNNMD [1AD) 09172 D'NINY h

Major surgery (e.g. amputating a necrotic limb, removing a necrotic internal
organ)
(M'PNI YI¥N NNND [1AD) DIOP DNINY
Minor surgery (e.g. amputating a necrotic finger)
NNRNN NINNA NINPN
Radiotherapy for malignant diseases
NIRNN NINN2 N'OININD
Chemotherapy for malignant diseases
D'NNAY D'OINI0IN 091909 TRYININN DT-NIN 9Y 2NN NP'OIIVIN
Antibiotic treatment for severe septicemia resistant to regular antibiotic treatment

(Q101m 20N NI ,DT) NINININ NPT m

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

17NVINI DT ,NP'OIOIN (NP 12D, D' MY D910

Routine procedures, e.g. giving antibiotics, blood & blood products

101N N0 122, NIIDI NIDNN2 DDID'0. - K

Treating undercurrents illnesses, e.g. administering insulin
NMIDNIN T 1T NN

Giving food artificially

NMIDNIN T2 DT NN

Giving liquids artificially

09PN D'I19'0I NIDINN [ND

Giving palliative treatment and drugs

N

TC

e

ne
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C.3 Instructions for other Emergency Situations (a condition that require immediate
treatment or the patient will die)
Itis also allowed not to complete anything on this page.

220 N'NIN N IV DX P NT W0 XOND WY D13 NN [IIRY NIYIR NINTIN.4AA
(21V9 NINKNN NAIY DN 2N¥N

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)

2 090NN NN NNIN 1IN, 3V DNINNN D'NIN2 12 21909 NYAIN N'RIDN NINW 912 .52
JWUNTN TVIND NIDN DI NN AN [N NI DR IWNIN NIDN NDITND N'WRY NINDY

N9I'ND NIIDI D DDID0NN NN NNIN N ITPDN NN RINI 210 IX 1D 1IN NINY N
YN NDN

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 _nin'Tpn NI'kI9I NI'NINI NIDN'NN

(Check if yes) (ooxpo) O ninTpn NIRIDY NIMNIN DA NNY DT N 191D qona (1)
(1) I have also issued advance medical instructions, In addition to power of attorney

NTNID 19" DNNN2 [NENNINKN NI'NINY DRNN2 N 21Y9 12 0'DID0NN NN NNIN NI

| direct my caregivers to act in accordance with both the said medical instructions and
this power of attorney.

NNIIN 122N ,NID NDIN YW AKIN 29 NRITPN NIRIDT NNIN 2 TR DY NP2 D N NN IR P (2)
@1V
(2) I hereby direct that, in case of a contradiction between my advance medical

instructions and an instruction of the holder of my power of attorney, precedence shall
go to—

My advance medical instruction \ nnTpn nwio nrnan O

(Check one of the two boxes)

Holder of power of attorney \ nin norn 5w nxin O

,NIDN 1M 2D NINTPN NITKIDN NIMIN 12 N0 1WP2A 99 (2) 9'Y0 199 NN ATYNL D I VIT (3)
N'NINN NN INKD NNIYNYN NDIPN [N NDN DT DR DIINE,NRTPNN NIRIDIN N'NINN NDTY NN
DTOIN NTYI 1272 YION

(3) I'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 was given

significantly later than the instructions, then an institutional board shall decide the
precedence between them.

NI HN |']'3 NINTPN NIRIDY NI'MIN |2 NN 1272 NIDOIN NINYIN (4)
(4) Additional instructions regarding a conflict between preliminary medical instructions
and a power of attorney:

-10-
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DECLARATIONS nnNnxn

Other persons informed of my power of attorney npa 9" oip Sy oon owar vit Sy minxn
DY 7D )22 W DIIN, VT NAIN 'R .PAIY NIR D'WIND NI IR/ NI DMINN D'WIRNN 'D DY NNIY NIDN DT NN DN P RIINY
(MI'NINN S 12319y DIWIS 1IN NI

[There is no duty to inform other persons, but doing so increases the efficiency and
correctly of your medical instructions.
If you have not informed another person, go directly to the next section, Signature.

,NTNOD NITIR NON D'NIYIN D'WIRN DY 'MNNIY D N2 N/AMNYD 1IN

| hereby declare that | have talked with the persons noted below about this document
and \ I

| have given them a copy of this document. nt qnronnn pniv ony nna O
| have not given them a copy of this document. \ nt qnonnn pniv ony mmixo O
[Cross out whichever does not apply]

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.

Details :1'01D N p 0O
Relationshif

Details :1'01D N2 p O
Relationship

Details :1'O1D N O
Relationship

Details :I'0OND N2 p O
Relationship

Details :1'01D N2 p O
Relationshif

Complete the name, phone and address. You should complete one of the following options:
Spouse, attorney, doctor, neighbor, brother, son, rabbi, kaddi, priest, etc.

-11-
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DITY Y 1192 DINND W' NIDN 19! NIl NR'MN
Signature of Person Granting this Power of Attorney (The signatory must sign in the

presence of 2 witnesses)

JNK N 'N2N,NNBWR YND NN RI1LIRDNYIETWDIN [INY )N PINYR NYT 2P NN NT)R0N 2V DNIN 1IN
| 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 \nwn

Cell phone No. \ 1 50

Phone No. \ 250

The signatory will complete the date and signature

Signature of Witnhesses

(The 2 witnesses must sign in each other’s presence)

D'TVN ND'NN

NN 9™ NI DY TNYND INIKD QINNY DD DY ']\U)

We, the undersigned, witness that the above \ 9v57 Jponn n/oninw omyn non oIMAN IR
signatory of this document

Is personally known to us nww~nsn/om O

(Check one of the two boxes)
o Identified himself/herself to us by means of \ ninn Y90 nAm Amyn nvypra nnea an/nnTn O
an identifying document which included a photo of the signatory

or\

/1Y YN NOYOND DIN'O RIDI1L[MIYI N/I2TR N/INY RID/RINY WD NN RTY/RIN DIELNINDN (D NN/NYY
RONN N/DNIN 21N DNN N 09292 D'0VINR 919 ['R1L,NTD NIND TRVIN 1IN N/DINNN YW N/IND N9IM 1IIRY INNN 1IN

TV 1T NINK IN KDWY D12 IR NN IN 929D DI0I'R HY2 NNOWN 12 NIDYI,INK IR D29 DI0IN IV RINY N TV NN RD)
Signed this document in our presence and that he/she appears to us fully aware and
speaking to the point, and that there is no sign of any pressure brought to bear on

him/her.

| 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.

(N.B. Relatives, a physician, an attorney, or others may have economic interests
involving the signatory)

Witness 1: \ 17y

Israeli \ (9 digits) t.noon
identity card no.

First Name: v
Family Name: NNOWN DY

Adress \ N2IND

Phone no. \ [1990

Cell phone no. \ 11 50

Datae \ 7xn

Signiture \ NN'NN

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

Withess 2\ 2 7y

Israeli \ (9 digits) .0 oon
identity card no.

First Name: ow
Family Name: NNOWN DY

Adress \ N2IND

Phone no. \ [1950

Cell phone no. \ 11 .50

Datae \ 7~n

Signiture \ NN'NN
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nid 19" — 2005-1"ownn N7 nunn n72INn IN'

'NIDN VT'NN 101NN NN'NMn
INJ NOIN NIIN RIN D 123 VIPIY D 1R NIMINN (NI TWRD IDNN' NDNOIN NINK IX 9N
IN NLIIN NN DIVVD RIN D NI'NINN NI 22T YIPI WRD DINN' NNDID XON

NN NN D NNTD TWRND (9717 28 2rp) NDNDIN NINK /KD, N
'NIDY VT'D 1IRN2 '22/2N9 MN0NI (2 'NY) 'RIDIN VTN NINYDN
D'NANN NN 19 'NN20N D IWRND 1IN TV NINTRN NINRIDT NINAN (NN DY 1120 [DIND 19 WNTN
19 MDNY YTNN NIX 2N KIN 1D MNYWINN DI,NT 0D102W D'RIDIN

UM 'oN n DY
.50 1950 M)
ety nnmN

Signature of the provider of the medical information

A doctor or a certified nurse will sign when the person giving the instructions is not a person
determined to be a terminally ill patient.

A specialist doctor will sign when it is determined regarding the person who provided the

Guidelines that he is in a terminally ill patient status.

l, , a physician/ registered nurse, [Cross out whichever does not

apply], hereby confirm that | wrote the précis of medical information (page 2) and on
(date) gave Mr./ Ms. medical information about his/her

condition he/she may reasonably require for issuing advance medical directives. | also
confirm that | explained to him/her the medical terms used in this form and that it was my
impression that he/she understood that information | gave him/her.

Name ID number
License number: Address

Phone Mobile Phone
Signature Date
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nid 19" — 2005-1"ownn N7 nunn n72INn IN'

INIDIN VT'NN 10IN RN

NOIN RIN D 1A VIPIY NN NININD (NI IWRD INNN NDNOIN NINN IN XD
NN NLVIN

JINY NLIIN N2IN 1N D NIMAND NI 2AD VIPI IWRD DINNENNNRIND N9

Signature of Person who Gave the Signatory Medical Information
To be filled out if it has been determined that the issuer of these instructions is

terminally ill.

MDY D NIRT2 TYWKRND NN NN PNN) NDNDIN NINK /NDN N
23/ N2 'MNDNIIRIDIN VTN NN NN

NINTPN NIRIDY NI'MIN NN OWI 10 [DIND 12 WNTN INIDY VTN NN

NIN D MNDWANN DI ,NT 0DI02W DUNIDIN D'NAINA NN 1D 'NN20N D AIWRND IR TIY
12 MI0NY YT'NN NN 2N

| a certified physician / nurse (delete the unnecessary) hereby confirm

that | wrote down the summary of the medical information and provided it to Mr./Mrs .

on the medical information reasonably necessary for him/her to

give advance medical instructions. | further confirm that I explained to him/her the medical
terms in this form, and that | was impressed that he/she understood the information |

provided to him

wn DY.
T .50 1950 VD [I'w 'on
NN nnmn
Name: Id. no.
Address:
Tel. no. (landline): Tel. no. (mobile):
Signature: Date:
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