
COVID-19 ACKNOWLEDGEMENT  
 
The undersigned, being at least 18 (eighteen) years of age, does hereby agree to this consent and release of liability. 
 
Information about Safety Measures at this Practice Location 
Cascade Eye Center follows guidance from local, state, and federal agencies to reduce the chance of transmission of the 
COVID-19 -"COVID-19" means: 

(i) severe acute respiratory syndrome coronavirus 2; or 
(ii) the disease caused by severe acute respiratory syndrome coronavirus 2. 

 
Acknowledgement and Assumption of Risk 
I understand and acknowledge the contagious nature of COVID-19, and that it can be spread through close proximity to 
an infected person (through breathing or physical contact) or by touching contaminated surfaces or objects.   
 
I understand and acknowledge that although Cascade Eye Center takes precautions to reduce the chance of 
transmission of COVID-19 at this Practice Location, including but not limited to wearing of gloves, masks, surface 
sanitation and office disinfecting, as well as social distancing protection from exposure or transmission cannot be 
guaranteed.  I voluntarily and knowingly assume the risk of exposure to or infection by COVID-19 by visiting the Practice 
Location and using the services provided by Cascade Eye Center. I understand that infection by COVID-19 may result in 
personal injury, illness, permanent disability, or death. 
 
I understand and acknowledge that exposure or infection may result from the actions or omissions of myself, the 
employees of Cascade Eye Center or other patients or visitors at this Provider Location, and that this acknowledgement 
releases all causes of action except where such is otherwise prohibited by law (such as instances of gross negligence or 
willful misconduct).  
 
I release Cascade Eye Center, its owners, employees, and staff from all liability, claims, demands, actions, and causes of 
actions whatsoever, except to the extent prohibited by law, for any loss, claim, damage, injury, illness, attorney’s fees or 
harm related to actual or alleged COVID-19 exposure or infection experienced at Practice Location.  
 
Signatures 
I, the undersigned participant, affirm that I am at least 18 years of age, that I have read this agreement, and that I am 
freely signing this agreement. I have read this form and fully understand that by signing this form I am giving up legal 
rights and/or remedies which may otherwise be available to me. I agree that if any portion is held invalid, the remainder 
will continue in full legal force and effect. 
 

Printed Patient’s Name: _____________________________________ 

Signature: _____________________________________ 

Date: ________________________ 

 

Authorization for Participants Under 18 Years of Age 
I have read the acknowledgement and confirm that I am the parent/guardian of the above-named minor and do hereby 
authorize and give permission for the above-named minor(s) to receive care at this Provider Location. 
 
Signature of Guarantor: _____________________________________ 

Date: ________________________ 


