
Khmer 

                                      Phone:  
                                            Fax:  

 
Date: _________________ 
 
 
Please complete the following and return to your child’s school.  
 
I do _____ give permission,     I do not ______give permission  

for my child, _______________________________________ 
                                  (child’s full name)  
 
to receive vision screening. I understand that the results of the 
vision screening and necessary additional information about my 
child that may be in his/her school records may be shared with 
other educators and health care professionals working with the 
schools to provide appropriate follow-up services for my child.  
 
 

___________________________________  
Signature of Parent or Legal Guardian  

 
Date: ____________________ 

 

                                                         ទូរស័ព�៖ 

                                                         ទូរសរ៖ 
 

ៃថ�ែខ៖ _________________________ 

 

សូមបំេពញនូវចេនា� ះខងេ្រកមេនះ េហើយេផ�ើ្រតឡប់េទសលរបស់កូនេលកអ�ក

វញិ។  

ខ�ុំអនុ�� ត ______        ខ�ុំមិនអនុ�� ត _____ 

ឲ្យកូនរបស់ខ�ុំ _______________________________________ 

                                            (េឈ� ះកូន) 
 

ទទួលករពិនិត្យែភ�ក។ ខ�ុំដឹងថា លទ�ផលៃនករពិនិត្យែភ�កេនះ និងព័ត៌មានែដលចំ

បាច់េផ្សងេទៀត អំពីកូនរបស់ខ�ុំ ែដល្របែហលជាមានេនក�ុងឯកសរសល អច

ែចកជូនេទ បុគ�លិកអប់រ ំនិងបុគ�លិកសុខភិបាល េផ្សងេទៀត ែដលេធ�ើករជាមួយ

សល េដើម្ីបផ�ល់ករពិនិត្យបែន�មដល់កូនខ�ុំតមេសចក�ី្រត�វករ។ 

 

___________________________________  
ហត�េលខរបស់ មាតបិត ឬ អណាព្យោបាល 

 

ៃថ�ែខ៖ ____________________ 

 
 

 

ែខ   /   ៃថ�   /   ឆា� ំ 

  

          
 

ែខ   /   ៃថ�   /   ឆា� ំ 

  

          
 

 Month /   Date /   Year 
 

          
 

 Month /   Date /   Year 
 

          
 


	School Name: 
	Phone #: (215) 
	Fax #: (215)  
	Date of Doc: 
	Student Name:  
	Date signed:  


