
 
 
 
 
 



 

 
 
 
 



 

 
 
 
 
 
 



 
 
 
 

 
 
 
 
 
 
 
 

 



 
 

 
 
 
 
 



 
 
 

 
 
 
 
 
 
 



 
 

         
 

            Jennifer M. Brown, HHP 

 
 
 
 

Photograph Consent Form 
 
 
 
 
 

I, __________________________________________, consent to the taking of photographs 
 

and authorize their anonymous use for the purposes of medical audit, education, and promotion. 
 
 

I certify that I have been given the opportunity to ask questions and that I have read and fully 
 

understand the contents of this form. 
 
 

________________________________   ____________________ 
Patient Signature       Date 

 
 

________________________________   _____________________ 
Patient Advocate Signature      Date 
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