
Photography Consent Form

Name:.............................................................................................. DOB:.............../.............../...............

We seek your consent for clinical photography. 

your treatment and the passage of time, for communicating with other health care professionals who are 
involved in your treatment, and for further education and clinical research. 

Please read this form carefully, complete it according to your preferences and sign below.

Patient declaration 
I consent to clinical photographs and/or video being taken as part of my treatment. I agree that the images 
may be (please tick according to your preferences):

Yes No

Used in my medical record

students in Australia and abroad

Published in a medical journal, textbook or other form of medical publication

Used on the practice website for the purpose of medical education

Used on the practice Facebook page for the purpose of medical education

I acknowledge that: 

• I have read the above information and have received an explanation about what clinical  
photographs will be taken and why. 

• I am not obliged to agree to clinical photography being taken as part of my treatment but in some 
circumstances my failure to do so may impact on the quality of treatment that can be provided to me. 

• I understand that my photographs will not be used for any purpose other than set out above without my 
consent. 

Signature:.........................................................................................Date:.............../.............../...............
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