Phone: (215)
Fax: (215)

Date:

Manth / Date / Vea

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

TenedoH: (2195
dakc: (215)

[ara:

mecau/uncno/rog,

3anonHuTe, NOXKANylcTa, 3Ty GOPMY U BEpHHUTE €€ B LIIKOITY
Bamrero pe6enka.

s JIal0 pa3penieHue
A HE J1al0 pa3peLIeHne Ha TO,

9TOOBI MOEMY PEOCHKY

(umst u pamumnus peOeHka)
ObLIa TIpOBeIeHA MTPOBEPKA 3PEHUS.
S moHuMaro, 9To pe3yNbTaThl MPOBEPKH 3PEHUS U TpedyeMast
JOTIONTHUTEIbHAS HH(OpMAITUs 0 MOeM peOeHKe OyIyT 3aHECCHBI
B €ro/ee MKOJIbHOE JTUYHOE JIEJI0 U MOTYT OBITh HCIIOJIH30BaHbI
COTPYZIHUKAaMHU CHCTEMBI 00pa30BaHMSI U METUITTHCKHM
MIEPCOHATIOM, pa0OTAIOIIUM CO IIKOJIAMHU, JIJIsl TIPEOCTABICHUS
MOeMY peOeHKY HEeOOXOIUMBIX YCIIYT.

HO,Z[HI/ICB pOaUTECIIA NI OIICKYHA

[arta:

mecau/uncno/rog,

Russian
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