
 

 

 
 
 

 

 

 

 

Consent by Parent for Minor 
To be treated at Chico Eye Center 

 
 
___________________________________________________________________ 
Name of Child           D.O.B. 
 
 
 
I hereby give my consent to Chico Eye Center to see _______________________________________________.  
                                                                                                 (Minors name)  

 
The following person(s): ________________________________________________ have my permission to be   

      (Name of person with minor) 
 
                                       
with____________________________________ during the exam at Chico Eye Center, on ________________. 
          (Minors name)                                                                                                                  (Date) 
 
 
 
__________________________________________________________________________________________________ 

Parent / Guardian Name 
 
__________________________________________________________________________________________________ 

Parent / Guardian Address 
 
__________________________________________________________________________________________________ 

Telephone        Business Phone 
 
 
__________________________________________________________________________________________________ 

Parent / Guardian Signature        Date 
 

 


