William F. Seefried, Jr., D.M .D.
2183 SE Ocean Blvd.
Stuart, FL 34996
772-283-6245

Photo Release

In connection with the dental servicesthat | am receiving from William F. Seefried, Jr.,
D.M.D. and his dental staff, | hereby authorize William F. Seefried, Jr., D.M.D. and his
respective agents to disclose any, all information concerning my dental condition and
treatment including copies of applicable dental and medical recordsto:

A. any third party payer covering the services of the patient;
B. other health care professionals and institutions involved in the delivery of
health care to the patient;
C. the proponent of any legally sufficient subpoena, or response to a court order;
D. employees and agents of the practice, to the degree necessary to facilitate the
provisions of health care services and payment for such services
as otherwise required by law.
disclosed as part of an educational presentation.
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| further consent that photographs or video may be taken of me or parts of my mouth,
under the following conditions:

1. The photographs or video may be taken by my dentist, his employees and
agents of the practice or a photographer.

2. the photographs or video shall be used for dental records, and if in the opinion
of my dentist, medical research, education or science will benefit from their
use, such photographs and information relating to my case may be published
by republished, either separately or in connection with each other in
professional journals or medical books, or used or any purpose which he may
deem proper in the interest of dental education, knowledge, or research;
provided, however, that thisis specifically understood that in any such
publication or use, | shall not be identified by name, reasonable steps shall be
taken to preserve my identity.

3. The aforementioned photographs or video may be modified or retouched in
any way that my dentist, in his discretion, may consider desirable.

4. The aforementioned photographs or video may be be used for advertising
purposes, whether it be print, television, interview, or other forms.

This consent is valid from the date executed until revoked in writing by the patient.

Signed:

Date:

Witness:




