
 
 

INFORMED CONSENT FOR PHOTOGRAPHY 
 
 
 
I hereby grant permission to ___________________________________________ to take medical  
 
photographs of my ______________________________________________ and hereby authorize  
 
the publishing or reproduction of such photographs for correspondence with my referring physician  
 
and for teaching purposes. I also understand that I will not be identified by name and that my  
 
anonymity will be preserved in any presentation or publication.  
 
Furthermore, I grant permission to Oxygen Oasis Hyperbaric Wellness Center, LLC to take a  
  
photograph of myself for the purpose of patient identification. This photograph shall remain a  
 
permanent part of my patient record and will not be reproduced or published elsewhere without  
 
my consent.  If I refuse to be photographed, a copy of my driver’s license will need to be made 
 
for the purpose of patient identification. This copy shall remain a permanent part of my patient  
 
record and will not be reproduced or published elsewhere without my consent.  
 
 
 
 
 
 
 
 
 
_________________________________________________________ ____________________   
(patient signature) (date) 
 

 
_____________________________________________________________________ ___________________ 

(witness signature) (date)  
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