PARENT CONSENT FORM FOR HEARING, VISION, HEIGHT/WEIGHT

SCREENING

Child’s name Date of birth M_F
Child care program:
Does your child have:

Ear tubes? Yes No

History of ear infections? Yes No

Current ear infection? Yes No
Does your child wear:

Glasses? Yes No

Hearing aid? Yes No

I give my permission for my child to have vision, hearing, height and weight screenings ( height
and weight screening for 2-5 yr olds only ) completed by the Early Learning Coalition Screening
Staff. | understand that the results of these screenings will be made available to me following the
screening. | understand this test is performed free of charge.

Parent signature Date
Parent name printed
*Daytime phone number of parent ( ) -

*Optional (your number will not be released to any one and will be used for the sole purpose of follow-up by the
ELCFH Health Specialist.)

I do not wish to have my child screened at this time. | understand the testing is free, and
that | may consent to testing at a later time.
Parent signature Date
Parent’s printed name

O Charlotte Office O Desoto Office O Hardee Office

O Highlands Office

3028 Caring Way, Suite 4
Port Charlotte, FL 33952
Phone: 941 255-1650
Fax: 941 255-5856
Toll-Free: 866-639-4979

4 West Oak Street, Suite H
Arcadia, FL 34266

Phone: 863 494-5233
Fax: 863 494-5291
Toll Free: 866-639-4979

324 N. 6™ Avenue
Wauchula, FL 33873
Phone: 863-767-1002
Fax: 863-767-1007
Toll Free: 866-639-4979

www.elcfh.org

209 N. Ridgewood Drive
Sebring, FL 33870
Phone:  863-314-9213
Fax: 863-314-4480
Toll-Free: 866-639-4979
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