
SPECTRA EYE INSTITUTE, L.L.C. 
ADVANCE DIRECTIVES FOR HEALTH CARE DECISIONS ACKNOWLEDGMENT 

 

Spectra Eye Institute, L.L.C. is required by applicable Arizona State Regulations to make you aware of your 

right to be involved in decisions regarding your medical care at the time of service.  Specifically, you have the 

right to execute an Advance Directive for Health Care Decisions (“Advance Directives”) either in the form of a 

Living Will or a Durable Power of Attorney for Health Care.  To help your better understand your rights, a 

summary of Spectra Eye Institute’s policy on Advance Directives is being furnished to you. 

 

I have received the following information: 

 A copy of Spectra Eye Institute’s Patient Rights…………………..……………yes / no 

 Summary of Arizona State Law on Advance Directives………………..………yes / no 

 Summary of Spectra Eye Institute’s Policy on Advance Directives…..…...……yes / no 

I have executed an Advance Directive.. ………………………...………………………yes / no 

 Does it contain a Do Not Resuscitate clause……………….….………………..yes / no 

 

  If yes, anesthesia must consult with the patient regarding the DNR clause 

Notes: _______________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

Signature of Patient      Date    Time 

______________________________________________________________________________ 

Signature of Anesthesiologist     Date    Time 

_____________________________________________________________________________ 

 I have a Living Will / Durable Power of Attorney for Health Care..… (circle appropriate) 

Copy location: 

 (name) _________________________________________________________________ 

         (address) _________________________________________________________________ 

(city, state, zip) ________________________________________________________________ 

      (telephone) ________________________________________________________________ 

Signature of Patient      Date    Time 

______________________________________________________________________________ 

Spectra Representative     Date    Time 
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