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

bién Thoai: (215)
Fax: (215)

Ngay:

Xin dién vao cac muc sau day va gai tra lai cho truong cua con
quy Vi.
TOi cho phép T6i khong cho phép

con t6i la

(tén ho dua tre)

duogc khdm mat. Toi biét rang két qua cua viéc kham mit va
nhitng thong tin can thiét khac trong hd so hoc ba ciia con tdi ¢6
thé duoc cho cac gido su va nhitng nhan vién y té nao lam viéc
véi truong biét d&é quy vi ndy cung cip cho con téi nhitng dich
vu thich hop tiép theo.

Chtt Ky Phu Huynh/Giam Ho

Ngay:

Vietnamese
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