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

Name of Child D.O.B.

| 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

605 W. East Ave. 2056 Talbert Dr. Ste. 100 6585 Clark Rd. Ste. 340
Chico, CA 95926 Chico, CA 95928 Paradise, CA 95969
530.895.1727 530.893.1695 530.872.3519
530.895.1506 Fax 530.893.2458 Fax 530.872.3529 Fax

www.chicoeye.com E-mail: info@chicoeye.com



