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       VISION SCREENING CONSENT FORM
On _________________, the local Lions Clubs in your community will offer a free vision screening to your child. Utilizing instant photographs and/or an auto-refraction of your child’s eyes, the screening may determine the presence of eye disorders including far and nearsightedness, astigmatism, strabismus (crossed or misaligned eyes), anisometropia (unequal refractive power), and media opacities (i.e. cataracts). No physical contact is made with your child and eye drops are not necessary.
I, the undersigned, hereby give permission for my child,                                                               , to participate in the screening event. I understand the following regarding this program:

1.   The information obtained from this vision screening is preliminary only, and does not          

      constitute a complete exam or diagnosis of vision problems.

2.   There is no charge to participate in the vision screening process.

3.   I will be contacted either by telephone or in writing with the results of the screening             

      through the Louisiana Lions Cubsight Program.

4.   I understand that I am responsible for arranging for a complete eye exam if my child has been 

      referred as a result of the screening test. 

5.   If referred, I authorize the examiner to release the results of my child’s exam to the              

      Cubsight Program and/or my child’s school/day care facility.

6.   I will not hold the Lions Club organizations, the Louisiana Cubsight Program, or the           

      Louisiana Lions Eye Foundation accountable for any errors of commission, omission or other   

      misdiagnosis.
       ______________________________    
____________________

Signature of Parent or Guardian
Date

______________________________________________________________________________

Please Print or Type











Child’s Name:__________________________________( _____ )   Male:_____    Female:_____

First                           Middle                          Last
    Initials
Child’s Date of Birth:________________
Child’s Age: (12 months-60 months.) __________

Parent or Guardian: ____________​​​​​​_____​​​
Parish: _____________________________

Address:__________________________
e-mail:______________________________


City and zip: _______________________


Phone: (     ) __________  / ___________
 
                          Home
     Work / 2nd Number
Is your child currently under the care of an eye doctor ?
YES _____     NO _____

Name of Eye Doctor:_________________________
Phone: _______________________

(06-07)
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