EYE EXAM and GLASSES #0 EYE /\
for your child at NO COST CARE CHARITY

OF M:D-AMERICA"

The Eye Care Charity of Mid-America operates the Mobile Vision Clinic. Thisis a vehicle with a complete optometry
office and lab onboard. This FREE health service is authorized by your school administration and coordinated by your
school nurse and your school’s student health services.

| want my child to get a vision exam from an optometrist and a pair of glasses (if needed) from the Eye Care Charity
of Mid-America at NO COST. Complete this form and return as directed.

Child’s Name Date of Birth Gender M F
Address
Phone Number School Grade
Child’s Ethnicity (circle one) Black or African American Caucasian or White Hispanic
Native American Other

Is your child enrolled in Medicaid? (circle one) No Yes If yes, my child’s Medicaid ID is:

Your signature as parent or guardian gives consent for the doctor, if needed, to examine your child’s eyes, apply
eye drops, and fit your child with glasses. You are also giving permission to verify Medicaid eligibility and if
applicable bill Medicaid only.

Parent/Guardian SIGNATURE Date

Parent/Guardian Printed Name

| agree to allow my child to be photographed or filmed solely for the promotion of
the Eye Care Charity of Mid-America (Parent or Guardian Initials)

Child's Health History

Pl ircl h : Details:
Did your child recelve an eye exam at school last year? Yes No
Does your child wear glasses? Yes No
Are there any problems with his/her vision? Yes No
Has your child ever injured his/her eyes? Yes No

Does your child suffer from any medical conditions or ilinesses? Yes No

Do any family members suffer from any medical conditions? Yes No
Does your child currently take any medication? Yes No
Is your child allergic to any medicines or food? Yes No

If you have any questions please contact Kate McKearn, Director of Resource Development,
at: katemckearn@eccoma.org or 636-778-1022
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