
Insured Info – Name:_ ___________________________________ DOB_______________Cell Phone:_____________________________
Insured’s Employer____________________________________________________________________________________F/T    or    P/T

BARNETT VISION CENTER, LLP
Francis Barnett, OD                                                  Angela Hase, OD



This serves as a consent for Dr. Barnett/Dr. Hase to examine and/or treat you or your minor child. If patient is a 
minor, this form must be signed by a parent/legal guardian. This also serves as a release for Barnett Vision Center, LLP to use

your/minor child’s protected privacy health information necessary for treatment, payment and/or health care operations.




