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INFORMED CONSENT FOR 
DIGITAL IMAGES 

 
 

I  ___________________________ understand that photographs, radiographs (digital/panoramic) and other 

records may be done during the course of my examination, treatment and follow-up care. I give my permission 

for such items to be used for purposes of research, education, ‘before’ and ‘after’ photos or publication in 

professional journals. I understand that my name and full face will not be published in any material in endeavor 

to maintain my anonymity.  

 
 
                
Signature of Patient, Parent or Guardian     Date 
  
 
 
                
Witness         Date 
 


