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PATIENT MEDICAL PHOTOGRAPHIC CONSENT FORM

Patient number ;11088544 Patient name : BhAFE Date : /LO%/ L / %0

| consent to the taking of photographs, slides, videotapes and other images (“imaging records”) of my body
parts in connection with the plastic surgery procedures(s). | understand that such imaging records may be
published in medical publications, including medical journals, textbooks, electronic publications, of informing the
medical profession or the general public about plastic surgery methods, results, trends, concerns and similar

matters.

Neither |, nor any member of my family, will be identified by name in any publication. | understand that in some
circumstances the photographs may portray features which shall make my identity recognizable. Further, |

recognize that in some instances the photographs may be transformed into a non-photo likeness of me.

| understand that | have the right to refuse this authorization in writing at any time, but if ! do so it won’t
have any effect on any actions taken prior to my refusal. Refusal to consent to photographs wiil in no way

affect the medical care | will receive.
| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

| grant this consent as a voluntary contribution in the interest of public education and certify that | have read

the above Authorization, Release and Discharge and fully understand its terms.
\
AR
‘ZI/Patient N o | Date Lona-/ ! /770

[ Q
WITNESS/PHYSICIAN - 20

| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservation of

= N . . . .
2 A , @ minor. | am authorized to sign this consent of his/her behalf | grant

this consent as a voluntary contribution in the interest of public education.

[] Parent/Guardian Date






