
Patient Consent for Photography 

 

I authorize Myers and Fotopoulos, MD’s PA dba New Image Dermatology ( the Practice) along 

with its physicians and staff  to take photographs of either myself or my minor child (a person for 

whom I am a legal guardian).   

 

I understand these pictures are necessary for use in the electronic medical records system utilized 

and will be used for the purpose of documenting either the lesion(s) being biopsied, the surgery 

being undertaken or for any cosmetic procedure(s).  These photos can be shared with other 

physicians who may be involved in my care and may also be used for promotional materials 

(such as site area on website or used in brochure). 

 

Please initial if you do not want your photos used on any promotional materials. ___________ 

Refusal to consent to photographs for the purpose of promotional materials will in no way affect 

the medical care I will receive. 

 

Although my name will not be used, it may be possible for others to identify me in the pictures.  

By consenting to these medical photographs, I understand that I will not receive payment from 

any party. 

 

The person/organization authorized to use/disclose the information will not receive any 

compensation for doing so. 

 

I understand that I have the right to revoke this authorization, in writing, but I understand that 

any disclosure and release of my photographic images made prior to the time of such revocation 

cannot and will not be recalled. 

 

I hereby release and discharge Myers and Fotopoulos, MD’s PA dba New Image Dermatology  

(the Practice) and their trustees, offices, employees, and patients from any claims, demands, 

agents’ actions, or causes of action against New Image Dermatology for use of these images. 

 

Federal law guarantees a patient’s right to maintain privacy of medical information.  Images, 

both still and motion taken before, during, and after medical procedures are considered part of 

patients medical information. 

 

I have read and understood the foregoing, and I have had the opportunity to ask any questions I 

have about this authorization to use my photographic images. I also understand that my treatment 

will not be conditioned upon my agreement to sign this authorization form. 

 

 

___________________________________            Date: __________________ 

Signature of Patient (or parent/legal guardian) 

 

___________________________________            ________________________ 

Printed Name of Patient             Witness (medical staff)  

(or parent/legal guardian) 


