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.

