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AUTHORIZATION TO EXAMINE CHILD UNDER 18 YEARS OF AGE 
 
 
I, _______________________________________, authorize Niswander Eye Center 
          (Print name of parent or guardian) 
to examine my child, _______________________________, to include dilation of the 
                                                (Print name of child) 
pupils. 
 
 
___________________________________                __________________________ 
   Signature of parent or guardian                                                     Date 
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