
         
 
 
 
 

 
 
 
I hereby give permission to Drs. Rubinstein, Doyle, Bahadori, McKenzie, Soltany, Lee, 
Mantle, Batti or any assistant they may designate to take photographs for diagnostic 
purposes and to enhance the medical record.  I agree that these photographs will remain 
their property.  I further authorize him/her to use such photographs for teaching purposes, 
patient education or to illustrate scientific papers, books, or lectures if, in his/her 
judgment, medical research, public interest, education or science will be benefited by 
their use. 
 
 
Signature: _________________________________________ 
 
Date:  _________________________________________ 
 
Witness: _________________________________________ 
 
 
I also give permission to the above mentioned physicians to use these photographs on 
their website and/or on other material used for marketing purposes. 
 
 
Signature: _________________________________________ 
 
Date:  _________________________________________ 
 
Witness: _________________________________________ 
 
 
 
 
 
 

PHOTO RELEASE FORM 


