AUTHORIZATION FOR THE USE OF PHOTOGRAPHS

The use of photographs is essential to the planning and evaluation of cosmetic or reconstructive surgery. Your surgery has been photographically documented before, possibly during and now after the procedure.  These photographs are a permanent part of your medical record and will never be shown to anyone else without your consent.

For various reasons, our office is often asked to show before and after photos of patients. Many patients, happy with their results, have given permission to use their photos anonymously. We now ask you that you do so as well.  Please consider the following circumstances and either authorize or deny use of your photos for each situation. We appreciate your consideration.
Patient Name

Procedures that you have had done:

1.

2.

3.

I authorize the anonymous use of my photographs for the before and after book in Dr. Reath’s office.
Procedure 1:  YES   NO
Procedure 2:   YES   NO
Procedure 3:   Yes   NO

I authorize the anonymous use of my photographs for the internet.
Procedure 1:  YES   NO
Procedure 2:   YES   NO
Procedure 3:   Yes   NO

I authorize the anonymous use of my photographs for Dr. Reath’s newsletters, brochures, magazines, and newspapers.
Procedure 1:  YES   NO
Procedure 2:   YES   NO
Procedure 3:   Yes   NO

I authorize the anonymous use of the photographs for seminars or articles written by Dr. Reath for publication in medical journals.
Procedure 1:  YES   NO
Procedure 2:   YES   NO
Procedure 3:   Yes   NO










over

If a prospective patient, who is contemplating having the same procedure, would like to speak to me regarding my experience and have some of their questions answered, I would be willing to speak with them. (Dr. Reath’s staff will contact you to facilitate this, and it will be anonymous).  
Procedure 1:  YES   NO
Procedure 2:   YES   NO
Procedure 3:   Yes   NO

Please send me a copy of my photos via:

Email 

mail 

no thanks: (circle one)

Address:

I understand that every attempt will be made to represent me and David B. Reath accurately and with integrity and dignity in all media.  I hereby certify that I have read the foregoing and fully understand its meaning and effect. I understand that I can revoke this consent at any time by contacting Dr. Reath’s office in writing.
Patient Signature: 
Date:
