
 
 
 
 

 
 

 

 
Parental Consent Form 
 
 
Parent 
Name__________________________________________________________________ 
 
Email_______________________________________________Mobile______________ 
 
Relationship with the child___________________ 
 
 
Child  
Name______________________________ Grade_______________  
 
Date of birth_______/_______/_______               Age_________________ 
 
 
Medical information: optional 
 
Name of Doctor___________________________ 
  
Tel No._____________________________ 
 
Does your child suffer from any chronic disease? _________________ 
 
If yes, please specify_____________________________________________________ 
 
 

I give permission for my child to take part in the EYE SCREENING provided by Eye 
save optometrist and for the information to be held and used by the Eye save 
optometrist. 
 
Date___________________                    Signature________________ 
 
 

Please complete.  
 

Eye save optometrist, Email: eyesave1@gmail.com 
  
60 Loch Road, Kenilworth  
 
Tell: 021 671 9899 or WhatsApp 066 4566 437. 

OPTOMETRIST 

OPTOMETRIST 

 

mailto:eyesave1@gmail.com
tel:+27216719899
https://wa.me/+27664566437

