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Consent for Taking and Publishing Photographs (Adults/Minors) 
 

 
Name of patient in English (BLOCK LETTERS): ________________________________________ 

 
Photographs of you (or ________________________________, a minor for whom you are the guardian) were taken in 

the course of treatment by Dr.______________________________. This author wishes to use these photographs in a 
medical work, of which he/she is an author. It is expected that a medical publisher will publish this work in the Journal of 
Diagnostics and Treatment of Oral and Maxillofacial Pathology. 

 
By signing this release, you give permission for publication of these photographs in the same in all editions or versions, 

and in all forms and media. This release also permits publication of the photographs in excerpts and in articles and other 
medical materials by the above-named author. This release covers the publisher, their licensees and assigns, and all others 
authorized or licensed to publish the work, in whole or in part, regardless of the manner or media of publication. 

 
By signing this form, you also release any claims you may have resulting from use or publication of the photographs in 

accordance with this release, including claims that such use or publication invades your privacy or violates your rights of 
confidentiality as a patient. You also acknowledge that no one put any pressure on you to sign this form. 

 
Because these photographs, in which you are or may be recognizable, were taken in the course of your treatment, the 

above named author wishes to be sure you have no objection to their publication and that you know you are waiving any 
rights you may have as their patient to refuse permission or prohibit their use or publication. You understand that the 
publishers will rely on this release, and, therefore, it may not be revoked. 

 
 

If you agree to this release and waiver, please sign at the bottom 

 

 Name of patient or his/her legal guardian (BLOCK LETTERS) Signature 

___________________________________________________ ___________________ 

 

 Name and signature of author 

 

Date signed 

___________________________________________________ ___________________ 

 


