Consent to Photograph

 

 

 

I, the undersigned, do hereby authorize Dr. Mario O. Kapusta, to photograph or permit other persons to photograph _________________________________, while I am under his care.  I agree that he may use or permit other persons to use the negatives or prints prepared therefrom, for insurance purposes.  Dr. Mario O. Kapusta may utilize the pictures for publication in the medical literature or education (without identifying the patient.) 

 

_____________________________________          ______________________________

    Patient





    Date

 

 

 

_____________________________________          ______________________________

    Witness





    Date

 

