
Name__________________________________________(MRN NO._____________________________)

I hereby give consent for the eye examination of my child for the Retinopathy of
Prematurity (ROP) screening suspected retinal abnormality. This examination of retina
is done by a trained technician using a digital camera or by an Ophthalmologist using
special instrument. The doctors have explained to me about the condition (ROP) which can
occur since my baby was born premature with low birth weight. The doctors have
explained me the necessity of the test and also told me that the examination may have to
be done repeatedly depending upon the progression of the condition.

It has been explained to me the test involves dilation of the pupils with the help of
eye drops 30-45 minutes before the retina examination. The doctor has explained me
regarding the possible side-effects of the eye drops. It has been explained to me about
eye examination complication such as breathing / heart rate abnormalities which in will
subside. I also hereby give consent to use retina images / data of my child for quality
monitoring training / research purposes. It has been explained that my child's identity will
be kept confidential at all times.

वर �ल�हलेले मला समजणाया भाषेत व�त समजावनू सांिगतले आहे  व मला  �वचाराची संधी होती .माा सव शंकांचे िनरसन  
झालेले असनू मी सदर तपासणीस माझी संमती �वचारपवूक देत आहे. 
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