Phone: (215)
Fax: (215)

Date:

Month / Date/ Year

Please complete the following and return to your child’s school.

I do give permission, | do not give permission

for my child,

(child’s full name)

to receive vision screening. | 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:

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


