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Student ID (filled out by school officials): _________________

Student Information

Student Name: ___________________________________   School Name: ________________________

Student Address/Zip: ____________________________________________________________________

Parent/Guardian Name: __________________________________________________________________

Parent/Guardian Contact Number: _________________________________________________________


Age: _______________

Male 


Female 


Grade: _______
The ultimate goal of "Vision Partnership" is to provide eyewear for school age children that are identified by school nurses every year as needing glasses.
If your child needs eyewear based on the results of the eye examination provided by a licensed optometrist, a trained optician will assist your child in selecting a pair of glasses that are suitable for his/her prescription, face shape, and features.*

The entire process, from registration at the stated appointment time to the completion of the eye exam and eyewear, will take 2-4 hours.  Please make arrangements to ensure that your child will have available any necessary medications and/or food that will be needed during this time period.  Due to space limitations, parents cannot accompany the child during a Clinic.

If you want your child to participate in this program please complete the attached parental consent form with the requested information and sign the form.  Failure to return this form with the appropriate signatures will result in forfeiture of your child’s appointment. 

* Vision Partnership does not provide any breakage protection warranty on the glasses. Vision Partnership will not replace glasses that are lost, stolen or broken.

Health History:
In order to help facilitate the eye exam please complete this brief health history for the child named above.  This information must be returned with the attached parental consent form.

Please check off any of the following eye conditions your child currently has or has had in the past.

____Eye Disease
____Turned Eye
____Eye Surgery
  ____Double Vision
     ____Color Vision Defects

____Lazy Eye
____Glaucoma
____Eye Injuries          ____Vision Therapy       ____Flashes of Light

____Cataracts
____Uses Glasses
____Laser Treatments ____Contact Lenses        ____Using any Eye Medications

Does your child or any immediate family member (parent, grandparents, and sibling) have any of the following?

DIABETES


Yes
Whom: ____________________________________
No

GLAUCOMA


Yes
Whom: ____________________________________
No

HIGH BLOOD PRESSURE

Yes
Whom: ____________________________________
No

Does your child have any known ALLERGIES?

Yes, please list: _________________________
No

Is your child currently taking any MEDICATION?
Yes, please list: _________________________
No

Please list any known problems or symptoms your child has in regards to his/her vision and/or eye health:
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Billing Information:

Does your child have Medicaid or (please circle the correct answer): Yes                  No       

If yes, please write the Medicaid or CHIP number below so that we may bill for eligible services provided.

Medicaid ID Number: _____________________________   CHIP ID Number: ____________________________
If you have any question, please contact: 

Phone Number: 

Please return this permission slip to: 

By the following date: 

​​​​​​​​​​​​​Consent for Vision Services     
I, __________________________________ parent/guardian of, _______________________________________

(Print Parent’s/Guardian’s Name)



(Print Child’s Name)
give my permission for my son/daughter to participate in a Vision Partnership during the 2014-2015 school year and to receive a free eye exam and eyewear, if needed and necessary referral and follow up. 
I also grant permission for the Houston Department of Health & Human Services to access and receive school performance records from my child's school or district regarding attendance, behavior and academic performance for the purpose of researching and evaluating this program's effectiveness.  I understand that these records will be kept confidential.
Release of Liability:

I release from any liability associated with this event the officers, directors, employees, agents, affiliates, and/or assigns of the following groups: optometrist(s) who perform the eye exam; the cosponsoring agency, Vision Partnership.
Privacy Notification:

 With few exceptions, you have the right to request and be informed about information that the City of Houston collects about you.  You are entitled to receive and review the information upon request.  You also have the right to ask the city agency to correct any information that is determined to be incorrect.  For further information, contact Carolyn Sebile, Privacy Officer, Houston Department of Health and Human Services at Carolyn.Sebile@houstontx.gov.
SIGN HERE: ____________________________________________________ DATE: _________________

(Parent/Guardian Signature)


Permission to Photograph Child:
This event may be photographed or filmed by Vision Partnership for internal communications for future use in publications, video tapes or other educational presentations. When these photographs/images are used in this way, your child’s case history and other test results may also be used to describe the health and the condition of your child’s eyes. At no time, however, will your child’s name be made public.  Photographs/footage will not be used for advertising, eyewear product endorsement, and/or commercial use. 

I do  do not  give my permission for my child to be filmed or photographed and understand that my decision will not affect whether my child receives an eye exam or glasses at this Clinic.

Waiver of Dilated Fundus Exam:
The state board of optometry may require a dilated fundus exam as part of an eye examination performed by a licensed optometrist.  A dilated fundus exam is a thorough exam of the peripheral retina aided by the use of topical dilating eye drops.  This procedure is used to diagnose abnormalities of the retina such as detachments, tears, tumors, infections, hemorrhages and genetic abnormalities.  The dilating drops will leave the pupils dilated for approximately four hours.  During this period the patient may experience blurry vision and light sensitivity.  Reading may be difficult during this time period.

I do  do not  give my permission for the optometrist to perform a dilated fundus exam during the examination process on the Vision Partnership Clinic.

SIGN HERE: ____________________________________________________ DATE: _________________




(Parent/Guardian Signature) 
FAILURE TO RETURN THIS FORM WITH THE APPROPRIATE SIGNATURES WILL RESULT IN FORFEITURE OF YOUR CHILD’S APPOINTMENT.
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