








Dental/Oral medicine consent form 

 

 

 

 

I, (Mother of) authorizes dentist/oral medicine specialist to take 

photographs, radiographs, dental impressions or any necessary diagnostic aids to make a 

complete diagnosis for the patient.  

 

I authorize dentist/oral medicine specialist to perform all recommended treatment mutually 

agreed upon by me and to use the appropriate therapy indicated for my condition.  

 

I consent to allow my medical information, photographs, x-rays to be used for dental records, 

dental research, and dental education including lectures, and professional publications. I, also, 

understand that my identity will be kept confidential.  

 

  
Patient nam
 
Guardian na
 
Signature: 
 
 
 
Dr. Ashwag Aloyouny  
Oral Medicine  
 
 
Date: 19. 10.2017  



Authorization for Publication of Case study 

 

I, (Mother give Dr. Ashwag Aloyouny and her team at Princess 

Nourah Bint Abdulrahman University, College of Dentistry, permission to publish, reproduce, 

and distribute, the attached Case Study, regarding Oral and Perioral Herpes Simplex Virus 

Infection Type I in A Five-Month-Old Infant: A case report and discussion. I am aware that the 

case study does NOT mention my name or address, but it does reflect my medical care, age, 

gender, and medical history.  

I have been told that the authors currently plan to submit the case study for publication in a 

medical journal for educational purposes.  

I will not be paid in any manner for the use of the case study, as described above. I will not 

receive any royalties or other compensation in connection with any such publication or use. 

I am not required to sign this form, and I may refuse to do so. My medical treatment and 

payment for healthcare will not be affected by whether or not I sign this document. 

I may withdraw this authorization for any future sharing at any time by notifying my attending 

physician in writing, but my withdrawal will not affect the information that has already ben 

shared or published. This authorization has no expiration date.  

  
Patient name
 
Guardian na
 
Signature: 
 
 
Dr. Ashwag A
Oral Medicin
 
Date: 19. 10.2017  




