BaﬂBﬂeHl/le O TICUMXNATPUNHECKOM JIEHEHWNIN
(Declaration for Mental Health Treatment) OHSU

(Updated December 2021)

BHMMaHMe! 3To topugnueckmnin LOKYMEHT, KOTOPbI COAEPXKNT BaXKHYI0 MHPOPMaLMIO O MOXKENAHUAX U YKa3aHUAX COOTBETCTBYIOLLErO ML
OTHOCWTESNIbHO €ro ncuxmaTpuyeckoro neuenus. (Attention: This is a legal document which contains important information regarding the affected person’s
preferences or instructions for mental health treatment.)

3aaBneHune o ncnxmaTpuyeckom neveHum (Declaration for Mental Health Treatment)

A, , 6ylyur B3pOCJIBIM YeJI0BEKOM B 3paBOM yMe, 0CO3HAHHO
U 106POBOJILHO [IeJ1alo 3TO 3asgBJI€HHE 0 IICUXUATPHUUeCKOM JleueHUH. MHCTPYKITUY, U3JI0)KEHHEIe B 3TOM
3asiBJIeHHUH, [J0JDKHBI OBITH BBHITIOJTHEHBI B TOM CJIydae, eC/IM Cy[0M WIN JBYMs BpadyaMH GyZieT yCTaHOBJIEHO,
YTO 51 He MOTY CaMOCTOSITeJIbHO IIPUHUMATBD PellleHUs], TaK KaK M0sI CIIOCOOHOCTb 3gpGeKTUBHO II0JIy4aTh U
aHaJM3UPOBATh HHPOPMAIIHIO JTU60 COOOIIATh O CBOUX pPellleHUsIX HapyIlleHa B TaKOM CTeIleHU, YTO 5 He
MOT'Y 0TKa3aTbhCs OT IICUXUATPUIECKOT0 JeUeHNs UIH COTIaCUThCS Ha Hero. «[[cHXuaTpuyuecKoe JieueHue»
O3HavaeT UCII0JIb30BaHMe IICHX0aKTUBHBIX JIEKaPCTBEHHBIX BEIIEeCTB, IIOMeIlleHUE B MeJUITHHCKOe
yupesk/ieHHe U yaep>KaHue TaM B TeueHHe Ilepruo/ia o 17 cyToK, IpUMeHeHHe CYI0POyKHOU Tepauu U
aM0byJIaTOpHOe JIeueHHe, KaK YKa3aHO B 3TOM 3asiBJI€HUH.

(15 , being an adult of sound mind, willfully and voluntarily make this Declaration
for mental health treatment. I want this Declaration to be followed if a court or two physicians determine that I am unable to make
decisions for myself because my ability to receive and evaluate information effectively or communicate decisions is impaired to such
an extent that I lack the capacity to refuse or consent to mental health treatment. “Mental health treatment” means treatment of
mental illness with psychoactive medication, admission to and retention in a health care facility for a period up to 17 days, convulsive
treatment and outpatient services that are specified in this Declaration.)

Bbi60p nuua, npuHMalowero peweHuna (Choice of Decision Maker)

Ecyu 51 ToTepsiro CIIoCOOHOCTE aBaTh WIM He faBaTh MHPOPMUPOBAHHOE COTJIacHe Ha CBOe IICHXUAaTPUYeCKoe
JIeUeHHe, 1 X004y, UT00BI 3T pellleHus IIpuHUMaJIo ciaenyroiee juIio (IOCTABETE CBOU NHUITUAJIBI PAIOM
C O/ITHMM U3 IIEPEYMCJIEHHBIX HUJKE BAPUAHTOB): (If T become incapable of giving or withholding informed consent for
mental health treatment, I want these decisions to be made by: (INITIAL ONLY ONE))

Mol oBepeHHBbI IIpe[CTaBUTENb, IIPUHUMAOIINHI PellleHUsI B COOTBETCTBUU C MOMMU I10’KeJIaHUSIMU
JIN60 B CiIy4ae, €CJIKM TaKOBEIE ITOXKeJIaHUA ITPEACTaBUTE/II0 HEM3BECTHBI, B COOTBETCTBHHU CO CBOUMU
IIpeJcTaBJIeHHSIMY 0 MOMX HAaHMJIYUIIIMX MHTepecaX. (My appointed representative consistent with my desires, or, if my
desires are unknown by my representative, in what my representative believes to be my best interests.)

[TocTaBITUK YCIIYT 110 ICUXUATPHUUYECKOMY JIEUeHHI0, KOTOPOMY MO€ COTJIache He0O0X0IUMO IS MOETO
JIeYeHHU UCK/IIUYUTEJLHO B COOTBETCTBUM C STUM 3asiBJIEHUEM. (By the mental health treatment provider
who requires my consent in order to treat me, but only as specifically authorized in this Declaration.)

[loBepeHHbIN NpeacTaBuTenb (Appointed Representative)

B ciay4dae BI:IﬁOpa IpencraBuUTesId, KOTOprfI GYJIGT IIPUHHUMATL OT MOET0O UMEHH pelIeHus KacaTeJIbHO MO€ETro
IICUXHaTPHUYECKOTIO JIEHEeHUd ITPHU YCIIOBHUH MOEM HecII0COOHOCTH JeJjiaTh 3TO CaMOCTOSATEJ/IbHO, 4 YKa3bIBal0
34eCh UM 3TOIO JIHUIIA. SI TaxkoKe Mory BBIGpaTI: OPYIroro 1peacraBUTe . Kaxc,z;oe W13 Ha3HAYE€HHBIX MHOIO JIHI]
QOJDKHO IIPUHATH MO€ II0PYUYEHHUE, YTOOHBI BBICTYIIaTh B Ka4eCTBe MO€ETO ITpeacTaBUTe . S HOHUMalo, YTO It
0QOopMJIEHHS 3TOT0 3asABJIEHUS MHe He TpebyeTcd B 00513aTeJTbHOM IIOPSKe Ha3HavaTh IIpefcTaBUTes. (If

I have chosen to appoint a representative to make mental health treatment decisions for me when I am incapable, I am naming that
person here. I may also name an alternate representative to serve. Each person I appoint must accept my appointment in order to
serve. I understand that I am not required to appoint a representative in order to complete this Declaration.)

S HazHauaro ciaenyrolee gutlo (I hereby appoint):
®. 1. O. (Name)

Anpec (Address)
Howmep TesiedpoHa (Telephone)

B KaueCTBe CBOEro IIpeACcTaBUTe I I IIPUHATHUS pPellleHU 0THOCUTEJIbHO MOEr0 IICUXUAaTPUYECKOT0
JIEUeHUs B TOM CJIy4ae, eCJId 9 He CMOTY IaTh WK He 1aTh UHGOPMUPOBAHHOTO COTJIACHS Ha TaKoe JedeHue.
(to act as my representative to make decisions regarding my mental health treatment if I become incapable of giving or
withholding informed consent for that treatment.)
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(HEOBSI3ATEJIBHO) (OPTIONAL)

Ecmu YKa3aHHOE€ BBIITI€ JIMIT0 OTKa’>KeTCd NI HE CMOXKET rE[EI\/'ICTBOBaTb OT MOETro MMeHH JIN00 eCJIy 5 0T30BY €ro
IIOJTHOMOYHMA BBICTYIIATh B KaUeCTBE MO€ET0 ITpeACTaBHUTE I, 1 Ha3Hadal0 CBOKUM IIPeCTaBHUTE/IEM CIEAYIOIIEee JIIT0:

(If the person named above refuses or is unable to act on my behalf, or if l revoke that person’s authority to act as my representative, I
authorize the following person to act as my representative:)

. U. 0. (Name)

Anpec (Address)

HomMmep TesnedoHa (Telephone)

Mot rpeicTaBUTE b YIIOJHOMOYEH IIPUHUMATh PellleHHUs], COOTBETCTBYIOIIIEe MOUM I10>KeJIaHUSIM, KOTOpPhIe
M3JI0>KEHBI B 3TOM 3asiBJIeHUH JIM00, IIPH UX OTCYTCTBHUU TYT, CTAJIM U3BECTHEI eMy IPyTUM cItoco6om. Ecitu
MOU JKeJIAaHUSI He U3JI0>KEHBI TYT U He U3BeCTHBI MOEMY IIPeJICTaBUTEII0 MHBIM 06pa3oM, OH JI0JDKEH IIOCTYIIaTh
TaK, KaK 3To OY/IeT, II0 er0 MHEeHHIO0, 0TBe4aTh MOUM HaWIyUIlINM HHTepecaM. Mol IIpeficTaBUTeIIb TaKKe
YIIOJTHOMOYEH II0JIy4aTh HHGOPMAITHIO O IIpe/yIaraeMoM IICUXHUAaTPUUeCKOM JIEUeHHUH, a TaK)Ke I10/IyJaTh,
IIPOCMAaTPUBATh MEeJUIIMHCKYIO0 JOKYMEHTAITHI0, CBSI3aHHYIO C TAKUM JIEYeHHEM, U JaBaTh COTJIacHe Ha ee
PaCKpBITHE.

(My representative is authorized to make decisions that are consistent with the wishes I have expressed in this Declaration or, if

not expressed, as are otherwise known to my representative. If my desires are not expressed and are not otherwise known by my
representative, my representative is to act in what he or she believes to be in my best interests. My representative is also authorized to
receive information regarding proposed mental health treatment and to receive, review and consent to disclosure of medical records
relating to that treatment.)

YKasaHNA OTHOCUTENbHO NcnxunaTpuyeckoro neyveHus (Directions for Mental Health Treatment)

B aTOM 3asiBJIEHHH 51 MOTY HU3JI0’KUTH CBOH I10’KeJIaHUS OTHOCHUTEILHO MOETro IICUXHUaTPUUeCKOTO JIeUeHUs,
B TOM YHCJIE C TPUMEHEHHEM IICUX0aKTUBHBIX JIEKapCTBEHHBIX ITPeIlapaToB, IOMEI[eHHeM MeHS B
MeUIIMHCKOE YUpesK/ieHHe [JIs1 TAKOTo JIeYeHUs U ylep>KaHUe TaM B TeueHHe Iepuoza 1o 17 fHew,
IIpUMeHeHHeM CYZ0pP0>KHOM Tepalmuy U aMOyJIaTOPHOTO JIeUeHUSL.

Eciu 51 moTepsito cC10CO6HOCTE /IaBaTh WJIH He JaBaTh HHOOPMUPOBAHHOE COTJIaCHe Ha CBOe IICUXHATPHUUYeCcKoe
JleueHHe, MOH IT0KeJIaHUS B 3TOM OTHOIIIeHUH H3J10>KeHbI HiKe. 1 A0 COTJIACHUE HA ITIPUMEHEHUE
IEPEYNCJIEHHBIX HWKE METO/Z10B JJISI IICUXUATPUYECKOI'O JIEUEHUSA. (M0>XHO yKa3aTh KOHKpPeTHBIEe
JIeKapCTBeHHEIe IIpellapaThl U UX T03UPOBKY, KpaTKOBpeMeHHOe CTalliOHapHOoe JlIeueHue, OIIpeie/IeHHOTO
Bpaya WiH jieuebHOoe yupe)xeHre, TPaHCIIOPTUPOBKY K Bpady WJIH B jiedebHOe yUpexXIeHUe, CYJ0POKHYI0
TepaIrio Wi aJTbTepHAaTUBHEBIE CII0COOBI aMOyJIaTOPHOTO JIEUEHHUS.)

(This Declaration permits me to state my wishes regarding mental health treatments including psychoactive medications, admission to
and retention in a health care facility for mental health treatment for a period not to exceed 17 days, convulsive treatment and outpatient
care services. If I become incapable of giving or withholding informed consent for mental health treatment, my wishes are:  CONSENT
TO THE FOLLOWING MENTAL HEALTH TREATMENTS: (May include types and dosage of medications, short term inpatient
treatment, a preferred provider or facility, transport to a provider or facility, convulsive treatment or alternative outpatient treatments.))
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51 HE IAIO COIVTIACHE HA ITIPUMEHEHHUE ITEPEYNCJIEHHBIX HKE METOA 0B UIA ICHXUATPUYECKOI'O
JIEYEHUSI. (PekoMeHyeT s yKasaTh IIPUUMHEL, HAIIpHMep HebOJIaronprusaTHhIE peaKIIUU B IIPOLIIOM, HaIu4due
aJIUIepIUU WIN OIIIMO60YHBIN 1uarHos. iMeiTe B BUY, UTO JIUII0 MOKET OBITH II0ABEPTHYTO IIPUHYAUTEIEHOMY
JIeYeHHI0 06e3 ero CorjIacusa B COOTBETCTBHUH C 3aKOHOAaTeILCTBOM O HeZl0OPOBOJILHOM TOCIIATATU3allHH.)

(IDO NOT CONSENT TO THE FOLLOWING MENTAL HEALTH TREATMENT: (Consider including your reasons, such as past

adverse reaction, allergies or misdiagnosis. Be aware that a person may be treated without consent if the person is held pursuant to
civil commitment law.))
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JAOIIOJTHUTEJIBHAA NTHO®OPMAIINA O MOUX ITIOTPEBHOCTAX B INTAHE IICUXUATPUYECKOTO JIEYEHUS.
(PexoMeHyeTCs YKa3aTh UCTOPHIO IICHXUYECKHUX U QU3UYECKUX 3a00/IeBaHUH, TUETOJIOTHUeCcKHe TpebGoBaHUS,
PEeJIUTHO3HEBIE CO0OpaKeHMs, JII0JIeH, KOTOPBIX CIeyeT YBEJOMHTh, M IPYTHE BasKHbIE MOMEHTHI.)

(ADDITIONAL INFORMATION ABOUT MY MENTAL HEALTH TREATMENT NEEDS: (Consider including mental or physical health
history, dietary requirements, religious concerns, people to notify and other matters of importance.))

JUIS1 TOTO UYTOBHBI IAHHOE 3ASIBJIEHUE CUUTAJIOCH IEVICTBUTEJILHBIM, BAM HY)KHO
HNOJAIINCATHCA 1 IIOCTABHUTD AATY HHUKE:
(YOU MUST SIGN AND DATE HERE FOR THIS DECLARATION TO BE EFFECTIVE:)

IToxrvick 1 aTa: (Signature and date)
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MopTBepXKaeHMe co CTOPOHbI cBUAeTenen (Affirmation of Witnesses)

A IIoATBEP’KAAal0, 4TO JIMIT0, KOTOPOE IIOAIIKMCAaJIO 3TO 3asiBjIeHUe:
(I affirm that the person signing this Declaration:)

a. JIMYHO 3HAaKOMO MHEe; (Is personally known to me;)

b. IIOAITHCAJIO 3TO 3asaBJIeHUue Wil IIOATBEPANJIO CBOIO ITIOAITMCH Ha HEM B MOEM IIPHUCYTCTBHU;
(Signed or acknowledged his or her signature on this Declaration in my presence;)

C. IIpeacCTaBJIA€TCA MHE B 3[[paBOM yMe, He Hp66LIBaET 1101 naBJIEHHEM, HE rI[eI‘/JICTBY(ET 1101 BJIUIHHUEM obMmaHa
HIH OIpyTux H66JIEII‘OHpI/IHTHLIX O6CTOHT€JIBCTB;
(Appears to be sound mind and not under duress, fraud or undue influence;)

d. He cBsI3aHO CO MHOM OTHOIIIEHUSIMH KPOBHOTO pOACTBaA, 6paKa NI YCBIHOBJIEHI/IH/Y,ILOT{EPEHI/IH;
(Is not related to me by blood, marriage or adoption;)

€. He SABJIAeTCd IIalTHeHTOM HJIN PE3UAECHTOM YUPEXXIEeHUsI, KOTOpPpO€ HaXOAHUTCA BO BJIaJ€HHUH UJIH 110/
YIIpaBJIEHHEM MEHS NI MOEro pOACTBEHHHKA;
(Is not a patient or resident in a facility that I or my relative owns or operates;)

f. He gBJIsIeTCSI MOUM ITAITUEHTOM U He IT0TydaeT MeJUIIMHCKHE YCIYTU OT MeHS MJIN KOT0-JTH00 U3 MOUX
POZACTBEHHUKOB; 1

(Is not my patient and does not receive mental health services from me or my relative; and)

g. He Ha3Ha4YMUJI0O Me€Hs CBOUM IIpe/iCTaBHUTEJIEM B 3TOM JOKYMEHTE. CBI/I,ZLeTeJII/IZ

(Has not appointed me as a representative in this document. Witnessed by:)

[[Tommucek cBupetend (®. Y. O. cBueTe I IedaTHEIMU OYKBaMM) U faTa] ([Signature of Witness (Printed name of
Witness)/date])

[[Toxmuce cBugetend (®. Y. O. cBuzeTe I IedyaTHEIMU O0yKBaMU) U fiaTa] ([Signature of Witness (Printed name of
Witness)/date])

MpuHATME NonHOMOUNI NpeAcTaBUTenNA (Acceptance of Appointment As Representative)

51 corsialaroCh B34Th Ha cebst 0013aHHOCTH JJOBEPEeHHOTI0 JIMI[a ¥ BBICTYIIMTD IIpeficTaBUTesIeM JIs1 IIPUHATHS
pellleHH KacaTeJbHO IICUXUAaTPUUeCKOTO JieueHUs. Sl IOHUMal0, UTo 00s13aH(-a) IeicTBOBAaTh B COOTBETCTBUU
C ITO’KeJIaHUSIMH JINIIA, HHTepechl KOTOPOTO IIPe/ICTaBJIsII0, M3/I0°KEHHBIMH B 3TOM 3asiBJIEHHH JIM00, B ClIydae
UX OTCYTCTBUA TYT, U3BECTHBIMH MHE UHBIM 00pa3oM. Ecjii MHe HeH3BeCTHO O IT0’KeJIaHUSIX JIUIA, HHTePeChI
KOTOPOTO 5 IIPe/ICTaBJIAL0, 51 00513aH(-a) [eliCTBOBATh B HAWJIYYIIINX MHTepecax 3TOr0 JIUIa C006pasHO MOUM
I06POCOBECTHBIM IIpe/[CTaBIEHUSIM 0 HUX. Sl TIOHUMAI0, YTO 3TOT JOKYMEHT JlaeT MHe II0JITHOMOYUS IIPUHUMATh
pellleHHs KacaTeJbHO IICUXHAaTPUYeCKOr0 JIeYeHUs TOJIbKO IIPU YCI0BUH, YTO JJaHHOE JIUI0 OyZeT IIPU3HaHO
HeCII0COOHBIM IIPUHUMATh TaKHUe pellleHus CYyA0M WUIH ABYyMs BpauaMH. Sl IOHUMal0, UTO JIUII0, Ha3HAUUBIIIee
MeHS CBOMM IIpe/ICTaBUTeJIeM, MOYKeT IIOJTHOCTHI0 M/ YaCTUYHO 0TO3BAaTh 3TO 3asiBJIEHHE, COOGIIIUB 0 TAKOM
OT3bIBE CBOEMY JIedallleMy Bpady WIH IPyroMy II0CTaBIIUKY MeJUIITMHCKUX YCIYT IIPU YCJIOBHUH, UTO 3TO JIUIL0
He SBJIIETCS HeJleeCII0COOHBIM.

(I accept this appointment and agree to serve as representative to make mental health treatment decisions. I understand that I must act
consistently with the desires of the person I represent, as expressed in this Declaration or, if not expressed, as otherwise known by me.
If I do not know the desires of the person I represent, I have a duty to act in what I believe in good faith to be that person’s best interest.
I understand that this document gives me authority to make decisions about mental health treatment only while that person has been
determined to be incapable of making those decisions by a court or two physicians. I understand that the person who appointed me may
revoke this Declaration in whole or in part by communicating the revocation to the attending physician or other provider when the
person is not incapable.)

[[Iopmuce npexpcraButend ($. K. O. meyaTHLIMU OyKBaMM) U f1aTal
([Signature of Representative (Printed name) and date])

[[Toxmuce gpyroro npenacraBuTesnd (®. Y. O. medaTHRIMU 6yKBaMH) U 1aTal
([Signature of Alternate Representative (Printed name) and date])
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YBeaomneHue ana nvuua, aenaiwulero 3asasfieHre O NCUXNaTPUYeCKOM fieyeHnn
(Notice to Person Making A Declaration for Mental Health Treatment)

9TO Ba’KHBIN HpaBOBOfI JOKYMEHT. 0):1 IIpeacraBJsieT 0001 3asIBJIEHHE O IICUXUAaTPUYECKOM JICHEHUH. Hpeme
YeM IIOAIMHChIBATD 3TOT JOKYMEHT, 03HAKOMBTECH C IIPUBEICHHBIMH HHKE Ba>KHBIMU (l)aKTaMI/I.

ITOT ZOKYMEHT JJaeT BaM BO3MOJKHOCTE 3a61arOBpeMeHHO IIPUHATE pellleHHe 00 UCII0/Ib30BaHUH
OIIpeJieJIeHHBIX METO/IOB JJISI BaIllero IICHXUaTPUYIeCKOr0 JIeUeHHUS: IIPUMeHeHUH IICHX0aKTUBHBIX
JIeKapCTBEHHEIX IperapaToB, KpaTKOCPOYHOM (Ha IIepHof, 10 17 CyTOK) IIOMeIeHUH Bac B JleuebHoe
yupe)KIeHue, UCII0JIb30BaHUHU CyIOPOKHOM Tepalliy ¥ aM0yJIaTOPHOM JleueHUH. AMOyJIaTOpPHBIE METOZbI
JIeueHUs IIPeICTaBJISIIOT COO0M YCIYTH 110 ICUXUATPUIECKOMY JIEUeHHUIO COTJIACHO IIpeIIuCaHUsIM
OUILIOMUPOBAHHBIX CIIEIHUAINCTOB U COOTBETCTBYIOIIUX IPOTpaMM. YKasaHUs, U3JI0’KEeHHbIe BAMH B 9TOM
3asBJIEHUH, OYyT IeHCTBOBATh TOJIBKO B TOM CJIydae, eCJIU Cy[, MJIH IBa Bpaya IIPU3HAIOT, UTO BEI He B
COCTOSSHUHY IIPUHUMATH pellleHHs OTHOCUTEIHHO CBOETO JIeUeHUs. B IPOTUBHOM CiIydae BHI OyieTe CIUTaTHCS
crtoco6HBIM(-011) JlaBaTh WJIN HE JaBaTh COIJIacCHe Ha TaKoe JieueHUe. Baly HHCTPYKITUH MOTYT OBITh
IIPOUTHOPHUPOBAHEI B CJIydae Balller0 IPUHYAUTEIBHOTO JIeUeHUs B COOTBETCTBUHM C 3aKOHOaTe/IbCTBOM O
Hel06pOBOJIbHOM IOCIIUTaIHU3al[AH.

BrI TaxoKke MO)KeTe Ha3HAUMUTD KaKoe-JIM00 JIUII0 CBOUM IIpefcTaBUTeIeM, KOTOPHBIH OyAeT IIpUHUMATh
pelleHys 0 BallleM JIeUeHUH B CIydae Balllel HeCII0COOHOCTH JielaTh 3TO CaMOCTOATeIbHO. HasHaueHHBIN
BaMH 4eJIoBeK OJDKeH OyleT efiCTBOBATh B COOTBETCTBUU C BAIlIMMU I10KeJIaHUSIMHU, U3JI07KEeHHBIMU B

9TOM JOKyMeHTe JIN00, IIPU UX OTCYTCTBUU TYT, U3BECTHBIMU €My UHBIM 06pa3oM. Ecyii Balliu IoKestaHus
OyZyT Hen3BeCTHEI BallleMy IIpeACTaBUTEJII0, OH JOJDKeH OyAeT IIPUHUMATh PellleHUs B BalllNX HAUTYYIITUX
uHTepecax. [yig TOro 4To6bl 9TO Ha3HaYeHUe BCTYIINIIO B CHUJIY, Ha3Ha4YeHHBIN BAMU YeJI0OBeK [J0JDKeH
IIPUHATE eT0 B IIMCbMEeHHOM BH/le. ITOT YeJsI0BeK TaKyKe MOJKeT B JII0O0M MOMEHT CJIOKUTH C Cebs II0OJTHOMOYUS
BaIero npejacraBuTess. C TOUKU 3peHUs 3aKoHa COIJIaCHO 3aKOHY IIITaTa, IIpe/lCTaBUTe b TAKKe CUUTAETCS
«II0BEPEeHHBIM», OFHAKO IIPH 3TOM He 0053aH ObITH IOPUCTOM.

HacTogmuii JOKyMeHT 0CTaeTCs B CUJIe B TeUeHHe TpeX JIET, eCJIM BbI He II0TepsieTe CII0COOHOCTh y4acTBOBaTh
B IPUHSATUHU pellleHUI OTHOCUTEJIbHO CBOET0 IICUXUATPUYeCKOro jJedeHus. EC/IM 9To IIpOu30ieT, Balllu
yKas3aHud OyAyT NefCTBOBATH [0 TEX II0P, IT0Ka BBl CHOBA He 06peTeTe TaKylo CIIOCOOHOCTD.

BbI MOKeTe B JIF0O0M MOMEHT YaCTUYHO HUJIY II0JTHOCTHI0 0TO3BaTh 3TOT JJOKYMEHT, eCJIM Ha COOTBETCTBYIOIIUHI
MOMEHT BpeMeHU He 6yJeTe IIpu3HaHbl HefleecrtocoOHBIM(-011). BBI HE CMOJKETE OTO3BATbH 3TO
3ASIBJIEHUE, ECJIA BYAETE ITPU3SHAHBI HEJAEECIIOCOBHBIM(-0¥1) CYZIOM WIN ABYMSA BPAYAMM. /Iyt
TOT'0 YTOGBI OT3BIB BCTYIIMJI B CHJIY, BB JOJDKHBI COOGIIUTE 06 3TOM CBOEMY JledallieMy Bpady WU JPYyIroMy
II0CTaBIIUKY MeJUITMHCKUX YCIYT.

Ecsivt BBl He IOHUMaeTe KaKHe-JIu00 I0JI0KeHHS 3TOT0 OJOKYMEHTA, IIOIIPOCHUTE I0PUCTA ITIOACHUTD UX
BaM. [lyia BCTYIVIEHHA B 3aKOHHYIO CHJIY 3TO 3asiBJI€EHHE TOJI’KHO OBITH IIOAIINMCaHO ABYMSA HaUIeKalllUMK
COOTBETCTBYIOIIINMH Tp660BaHI/IﬂM CBUAeTe/IsIMU, KOTOPhIE 3HAIOT BaC JIMYHO U IIPUCYTCTBYIOT IIPH
IIOAIIMCAaHKWHY BaMH 3TOTO0 JOKYMEHTA WJIN IIOATBEPKAECHUH BaMH CBO€M IIOAIINCH Ha HEM.

(This is an important legal document. It creates a declaration for mental health treatment. Before signing this document, you should
know these important facts:

This document allows you to make decisions in advance about certain types of mental health treatment: psychoactive medication,
short-term (not to exceed 17 days) admission to a treatment facility, convulsive treatment and outpatient services. Outpatient services
are mental health services provided by appointment by licensed professionals and programs. The instructions that you include in this
declaration will be followed only if a court or two physicians believe that you are incapable of making treatment decisions. Otherwise,
you will be considered capable to give or withhold consent for the treatments. Your instructions may be overridden if you are being held
pursuant to civil commitment law.

You may also appoint a person as your representative to make treatment decisions for you if you become incapable. The person

you appoint has a duty to act consistently with your desires as stated in this document or, if not stated, as otherwise known by the
representative. If your representative does not know your desires, he or she must make decisions in your best interests. For the
appointment to be effective, the person you appoint must accept the appointment in writing. The person also has the right to withdraw
from acting as your representative at any time. A “representative” is also referred to as an “attorney-in-fact” in state law but this person
does not need to be an attorney at law.

This document will continue in effect for a period of three years unless you become incapable of participating in mental health treatment
decisions. If this occurs, the directive will continue in effect until you are no longer incapable.

You have the right to revoke this document in whole or in part at any time you have not been determined to be incapable. YOU MAY NOT
REVOKE THIS DECLARATION WHEN YOU ARE CONSIDERED INCAPABLE BY A COURT OR TWO PHYSICIANS. A revocation is
effective when it is communicated to your attending physician or other provider.

If there is anything in this document that you do not understand, you should ask a lawyer to explain it to you. This declaration will not be
valid unless it is signed by two qualified witnesses who are personally known to you and who are present when you sign or acknowledge
your signature.)
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YBefjoMneHMe AnA Bpaya Ui NocTaBlymMKa MeguLunHCKNX ycnyr (Notice to Physician or Provider)

ITo 3akoHy mTaTa OperoH, pU3nUeCcKoe JIUIT0 MOKET C IIOMOIIbI0 3TOT0 3asIBJIEHUS AATh COTJIacHe Ha CBOe
IICUXUAaTPUUecKoe JieueHe WM Ha3HAaUUTh IpeCTaBUTeJIS I IPUHITUS PellleHUH 0 TaKOM JIeUeHUH,
KOT/Ia 3TO JIMILIO Oy/leT He B COCTOSTHUHU IIPUHUMATh UX CaMOCTOSATEIbHO. JIUI0 CYUTAETCSI HECIIOCOOHBIM
IIPUHUMAaTh TaKHe pelleHus], eIy, II0 MHEHUIO Cy/la WU ABYX Bpadel, ero ClioCOOGHOCTb 3 PeKTHUBHO
I10JIy4yaTh ¥ aHaJIU3UpPOBaTh HHGOPMAIIHIO JIM60 CO00IIAaTh O CBOUX PellleHUSIX HapyllleHa B TAaKOH CTelleHH,
UTO JaHHOE JIUII0 B COOTBETCTBYIOIIIMI MOMEHT BpeMeHH HeCII0COOHO IIPUHUMATh pellleHHs KacaTelbHO
CBOET0 IICUXUATPUYECKOI0 iedeHHUs. ITOT JOKYMEHT CUMTAeTCsI BCTYIIUBIIMM B CUJIY IIOCJIE eTo Ilepejaun
JleqallleMy Bpady WJIHM MHOMY IIOCTaBIIUKY MeJUIIMHCKHX YCIYT COOTBETCTBYIOIErO0 JIMIIA U IIPO0JDKaeT
JleICTBOBATH [JI0 TeX II0p, [I0Ka He 6y/[eT 0TO3BaH WJIH ITI0Ka He UCTedeT CPOK ero AeHcTBU. II0JIyduB 3To
3asiBJIeHHe, Bpad WX APYTOH IIOCTaBIIUK MeAUITMHCKUX YCIYT T0/DKeH IPUIOKUTD €r0 K MeTUITMHCKOM
KapTe JaHHOTIO JIMIA. /lefiCTBYd B paMKax IIpe/[0CTaBJIeHHBIX 3asBJIeHHeM II0JTHOMOYHH, Bpad UJIH ITI0CTaBIIUK
MeUIIMHCKUX YCIYT T0/DKeH COOJII0IaTh ero I0JI0KeHHSI B MaKCHMaJIbHO BO3MOYKHOM cTenleHU. Eciii Bpau
WJIY IIOCTaBIMK MeJUIIMHCKUX YCJIYT He KeJlaeT COO/II0AATh U3JI0’KEeHHBIe B 3asBJIeHUU YKa3aHUs, OH MOXKeT
IIpeKpaTUTh COOTBETCTBYIOIIee JJeUeHre Ha OCHOBAaHHUU CBOUX ITIPO0$eCCHOHAIBHBIX CY)KIeHUH U J0/DKeH

B 3TOM CJIy4yae He3aMeIUTeJIbHO YBeJJOMUTE 06 3TOM COOTBETCTBYIOII[Ee JIUII0 U €r0 IIpeicCTaBUTEJ, a
TaxoKe IIPUJIOKUTH COOTBETCTBYIOIIlee YBeJOMJIeHHE K MeJUIIMHCKOM KapTe 3TOr0 JIMI{a. Bpay MK Jpyroi
IIOCTaBIIUK MeIUITUHCKUX YCIYT, KOTOPBIM OCYIleCTBJIIET WU He 0CYIeCTBJIAET IICUXUATPUUECKOe JIeUeHHe
B COOTBETCTBUHU C J06POCOBECTHBHIM IIPe/ICTaBIEHUEM O IeHCTBUTEIbHOCTH 3TOTO 3asIBJIEHUS, He IIOJIEXKUT
YTOJIOBHOMY HJIM aiIMUHUCTPATUBHOMY IIpecyel0BaHUI0 MO0 IIpodecCHOHaIbHBIM JUCIIUIIIMHAPHBIM
B3BICKaHUSIM B TOM CJIy4dae, eCId BIIOCJIEICTBUU 9TO 3asiBJIeHHe OYZeT IPU3HAaHO He/leiCTBUTEIbHBIM.

(Under Oregon law, a person may use this declaration to provide consent for mental health treatment or to appoint a representative
to make mental health treatment decisions when the person is incapable of making those decisions. A person is “incapable” when, in
the opinion of a court or two physicians, the person’s ability to receive and evaluate information effectively or communicate decisions
is impaired to such an extent that the person currently lacks the capacity to make mental health treatment decisions. This document
becomes operative when it is delivered to the person’s physician or other provider and remains valid until revoked or expired. Upon
being presented with this declaration, a physician or provider must make it a part of the person’s medical record. When acting under
authority of the declaration, a physician or provider must comply with it to the fullest extent possible. If the physician or provider

is unwilling to comply with the declaration, the physician or provider may withdraw from providing treatment consistent with
professional judgment and must promptly notify the person and the person’s representative and document the notification in the
person’s medical record. A physician or provider who administers or does not administer mental health treatment according to and in
good faith reliance upon the validity of this declaration is not subject to criminal prosecution, civil liability or professional disciplinary
action resulting from a subsequent finding of the declaration’s invalidity.)

9To pyKOBOACTBO IITaTa OperoH mo coCTaBJIEHUIO 3asiBJIEHUSA 0 IICUXHATPHUUeCKOM JIeUeHUU U
COOTBeTCTByHOIIasg popMma ObLIH pa3padboTaHbI B COOTBETCTBHH €O CBOOM 3aKOHOB IITaTa OperoH c
JTONMOJTHEeHUSIMH M M3MeHeHstMHA (ORS), ma1. ¢ 127.700 mo 127.736.

(This Guide to Oregon’s Declaration for Mental Health Treatment and Form was developed pursuant
to Oregon Revised Statutes (ORS) 127.700 through 127.736.)
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