
                            Max Optics, Inc.    

               12639 US 19     

     Hudson, FL 34667    

                   (727) 863-4444 

 

 

 

Date: _____________________ 

 

Minor Child’s Name (Please Print): _____________________________________ 

 

I hereby grant permission for Max Optics and its staff to provide all eye-care 

needs to my minor child named above.  

 

Parent/Guardian Name (Please Print): __________________________________ 

 

Parent/Guardian Signature: __________________________________________ 


