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Low Vision Services

Parent Permission for Observation/Consultation
I give my permission for __________________________________ to be 






Child’s name
observed by teacher(s) from the California School for the Blind Low Vision Services at school, in the community and/or at home.  The conclusions and recommendations derived from the observation will be shared with parent(s), local school representatives, and California School for the Blind staff.  Although the primary purpose of the observation is to offer consultation to local school staff for my child’s educational program, 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:___________________________________________

Address:_________________________ Phone Number:_____________


    _________________________

               _________________________

PHOTOGRAPHIC RELEASE*

I give my permission for ____________________________ to be photographed,

                                                  (Child’s Name) 

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_______________________________________________

*Permission to photograph is not required for referral.
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