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NMSBVI Access to Learning ~ Low Vision Clinic

THE LOW VISION CLINIC CONSENT FORM

AUTHORIZATION TO USE OR DISCLOSE HEALTH INFORMATION

(Please Print)

I,                                                                          the (Mother, Father, Guardian) ________________________

of (student’s name)       
Date:__________________
do hereby give my consent for my child to be evaluated by the low vision clinic staff of the New Mexico’s Low Vision Clinic, NMSBVI Access to Learning and for the school  district and/or the teacher for the visually impaired to release eye reports, functional vision/orientation and mobility assessments to the clinic.  
This evaluation may include the following assessments: near and distance visual acuity; routine color tests; routine contrast sensitivity testing; visual fields screenings; magnification assessment; glare assessment, evaluations of optical devices including but not limited to: monocular, magnifiers, CCTVs, etc.
I understand that this low vision evaluation does not replace a comprehensive medical ocular exam.
Signed: (Print)____________________________ Sign___________________________________

Also:
In order to provide optimal care for your child’s vision needs, it is important that the information obtained by the Low Vision Clinic be shared with your child’s current eye care professional or other agencies or individuals. By signing you give your permission to send a copy of the report. A copy will be sent to you.  If you do not wish it to be released to anyone else, please write NO in the box.
Release Information:

A copy of my child’s low vision clinic report may be sent to:  (One Doctor per form please)
	Name of Agency or Doctor:

	Phone:

	Doctor’s Address:

	

	City, State, Zip:


Parent/Guardian Signature:      









Parent/Guardian Telephone Number:       

Parent/Guardian Address:      ______________________________________________________
(This authorization will expire one year from the date signed.)

Photograph and Video Recording Consent:
________I do hereby give permission for my child to be photographed/video recorded in the regular operation of the Low Vision Examination for educational or information purposes.    
________I do not wish for my child to be photographed or video recorded.
Signed: (Print)​​​​​​​​​​​​​​___________________________Sign______________________________________
Submit form via mail or fax to NMSBVI-ECP, Attn: Low Vision Clinic, 801 Stephen Moody ST SE, Albuquerque, NM 87123. FAX: (505) 271-3073 margarethidalgo@nmsbvi.k12.nm.us
