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Legacy Dermatology, PLLC.
2230 Huntington Drive North
Algonquin, IL 60102
P: 847-603-4146 
F: 847-960-3675

CONSENT FOR MEDICAL PHOTOGRAPHY
I, _________________________, hereby authorize and give my consent for medical photography to be taken of me. I understand that the photographs may be used for medical, educational, or research purposes, and may be used in scientific publications, presentations, or other professional settings.
I understand that the photographs may include images of my face, body, or specific body parts that are being treated or examined, and that they may be taken by healthcare providers, medical students, or other healthcare professionals involved in my care.
I acknowledge that the photographs will be kept confidential and will not be used for any other purposes without my written consent. I understand that the photographs will be stored securely and that reasonable precautions will be taken to protect my privacy.
I understand that I have the right to refuse to have my photograph taken, and that my decision to refuse will not affect my medical care in any way.
I acknowledge that I have read and understand this consent form and I give my consent for medical photography to be taken of me.
________________________________________
Patient Signature Date
________________________________________
Witness Signature Date
image2.png
OOOOOOOOOOO




