
 

Permission to Treat 

Patient:_______________________________________              Account #:_________________ 

I, the undersigned____parent_____legal guardian, do hereby give Eye Care of Maine permission 

to treat _______________________________, my____child____ward, for any vision or other 

problems related to his/her eyes using whatever ophthalmic/optometric treatments the Eye Care 

of Maine provider deems medically necessary. This may include tests that are needed for the 

diagnosis of the condition for which the patient has been seen. This permission is valid for one 

year from  ____________ or until_______________which date is less than one year from the 

date above.  

Print Name of Parent or Guardian_________________________________  Date:___________ 

Signature of Parent or Guardian: ___________________________________________________ 


