REJUVENATE
PHOTOGRAPH CONSENT

I authorize the office staff of Andrew
J. Wolfe, M..D. or Steven D. Vath, ML.D. to take photograph of the treatment site
Patient

Initials

Details of the photographing have been explained to me in terms I understand.

I understand that the photos are the property of the above-mentioned physician,
and that upon request with my signature, I may obtain a copy.

I agree and authorize the use of the photos for teaching purposes, which include
being shown to other patients. I am aware that my identity will not be disclosed.
I DO NOT authorize the use of these photos for teaching purposes.

I agree and authorize use of the photos in the advertisements of the above-
mentioned physician. I am aware that my name and identity will not be disclosed.
I DO NOT authorize the use of these photos for advertising.

I agree and authorize the above-mentioned physician to place my photo on his/her
professional web site. I am aware that my name and identity will not be disclosed.
I DO NOT authorize the use of these photos on any web site.

The staff has answered all of my questions to my satisfaction.
I certify that I have read and understand this agreement and that all blanks were filled in
prior to my signature.

Patient or Legal Guardian Signature Date Relationship to Patient

Print Patient or Legal Guardian Name

Witness Signature Date

I certify that I have explained the nature and purpose for the proposed photographs to the patient
or the patient’s legal guardian. I have answered all questions fully, and I believe that the

patient / legal guardian fully understands what I have explained.

Circle One




Physician Signature Date

Copy given to patient Original placed in chart

Initial Initial



