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Eyesight Locations 
www.EyesightNH.com 
 
155 Borthwick Avenue 

Suite 200 East 

Portsmouth, NH 03801 

Tel. 603-436-1773 

Toll Free 1-888-222-EYES 

Fax 603-427-0655 

 
McReel Building 

192 Water Street 

Exeter NH 03833 

Tel. 603-778-1133 

Fax 603-778-1055 

 
267 Route 108 

Somersworth, NH 03878 

Tel. 603-692-7500 

Fax 603-692-7575 

 

99 US Route 1 Bypass, Ste B 

Tel. 207-439-4958 

Fax 207-439-4313 

 
Clear Advantage 
Vision Correction Center 
www.ClearAdvantageLaser.com 
 
155 Borthwick Avenue 

Suite 200 East 

Portsmouth, NH 03801 

Tel. 603-501-5000 

Toll Free 1-866-30-CLEAR 

Fax 603-501-5001 

 

 
UNACCOMPANIED MINOR AUTHORIZATION LETTER 

 
 
Date: ___________________________ 
 
 

My signature below indicates that I, ___________________________________,  

give permission for my child, ______________________________, to be examined on 

(date)_______________________ by Dr. _______________________________.  

 

I am aware that I am financially responsible for any debt incurred.  If any 

treatment is necessary, including eye drops, I understand that I will need to be 

present, even if this requires scheduling another appointment.   

 

____________________________ will be accompanying my child to the appointment and 

will have current insurance information, a photo ID (for themselves and my 

child) and payment for any expenses (co-pay/exam) incurred at time of service.  

 
____________________________________________ 
Parent/Legal Guardian Signature 
 

 
Phone number(s) where I can be reached:  
 
Home: _____________________  Work: ____________________ 
 
Cell: ____________________  Other: _______________________ 
 
 
 
 
Auth for Unaccompanied Minor 03-01-2019 
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	Childs name: 
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