Waco Eye Associates
Consent to Examination and Treatment

Patient Name: _______________________________________       Date of Birth: ________________________
I hereby consent to and authorize the healthcare provider(s) and clinical staff of Waco Eye Associates to perform medical examinations, tests, and treatments that are deemed necessary for my diagnosis and care. This consent will remain in effect until I provide written notification to Waco Eye Associates of changes or updates.
I understand that:
· The nature and purpose of the examination and/or treatment will be explained to me.
· I have the right to ask questions and receive additional information about my condition and proposed care.
· I may refuse any treatment at any time, to the extent permitted by law.
· No guarantees have been made to me regarding the results of any examination or treatment.
I acknowledge that this consent includes routine diagnostic procedures and general medical care under the supervision of Waco Eye Associates licensed healthcare professionals.
Patient/Legal Guardian (print): __________________________________________________________
Caretaker of Cognitively Impaired Adult (print): ___________________________________________
Signature: ______________________________________________________
Date: _______________________________
Witness Name (if required): ___________________________________________________________
Witness Signature: ______________________________________________
Date: _______________________________


Consent for Examination and Treatment of a Minor (if applicable):

I am the parent/legal guardian of the above-named minor and give permission for examination and treatment.
Patient/Legal Guardian Name: ___________________________________________________________
Signature: _____________________________________________________
Date: _______________________________
Witness (if required): __________________________________________________________________
Witness Signature: ______________________________________________
Date: _______________________________
