PARENT PERMISSION FORM

Low Vision Clinic

University of California, Berkeley

California School for the Blind

I give my permission for __________________________________ to have a 






      (Child’s Name)

low vision examination administered by staff of the University of California, Berkeley, School of Optometry.  Although it is unlikely, this examination may include dilation of my child’s eyes if necessary to check eye health.  The results of the examination will be shared with parent(s), the student’s local school representatives, and California School for the Blind staff.  Vision and education professionals as a part of their training programs may observe the examination.  Data collected may be used in and published as research.  My child’s confidentiality will be maintained.

Parent’s Name (Please Print):__________________________________

Parent’s Signature:___________________________________________

Date:_______________________________________________________

Address:_________________________ Phone Number:_____________


    __________________________ 
               __________________________

PHOTOGRAPHIC RELEASE*
I give my permission for ____________________________ to be 

                                                  (Child’s Name)

photographed, recorded, and /or videotaped for the purposes of assessment and for use in training other professional staff, parents, and students.

Parent’s Name (Please Print):________________________Date:___________

Parent’s Signature_______________________________________________

Address:_________________________ Phone Number:________________


    __________________________

               __________________________


*Permission to photograph is not required for referral for a low vision examination.
