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PATIENT’S CONSENT FOR CLINICAL PHOTOGRAPHY 
 
 
I________________________________________, hereby authorize the office of Life Oral Health or any 
of its assignees to take photographs, slides, and/or videos of my face, jaws, and teeth.  
  
I understand that photographs, slides, and/or videos of me will be used as a record of my care and may 
be used for educational purposes in lectures, demonstrations, advertising (including digital media, 
newspapers, magazines, directories, television) and professional publications (including dental 
magazines and journals).  
  
I further understand that if photographs, slides and/or videos of me are used in any publication or as part 
of a demonstration, my name and/or other identifying information may be used unless otherwise stated 
below. I do not expect compensation, financial or otherwise, for the use of these photographs.  
  
Please Initial:  
  
_____ I authorize my name and face to be used in any of the settings stated above.  
  
  
Exceptions:  
  
_____ I do not wish to have my name shown or released.  
  
_____ I do not wish to have my face shown.  
  
_____ I agree to having only my teeth shown but not any facial features.   
 
 

Signature ____________________________________________ Date ____/____/____ 
 Patient / Responsible party   

 ____________________________________________ Relationship _______________ 
 Print name to patient  

 


