
 
Vision Therapy

 
 

PHOTO CONSENT 
 
I, _______________________________________, give my (or my child’s) consent to be 
pictured in association with Columbus Vision Therapy by Curtis Optometry, Columbus Vision 
Group, or Columbus Vision Therapy photo documentation.  I understand that Curtis Optometry 
Group, Columbus Vision Group, or Columbus Vision Therapy will not publish any personally 
identifiable health information along with any photographs. 
 
 
 
 
Signed: __________________________________________ Date: _____________________ 


