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PHOTOGRAPH CONSENT FORM 
 
 
Facial Rejuvenation LLC believes that medical photographs are a necessary aspect of 
your treatment and medical record.  Photographs are used for planning your surgery, 
comparing “before” and “after” results, insurance company, determination of benefits, 
and medical/legal matters.     
 
In connection with the medical services that I am receiving from Facial Rejuvenation 
LLC, I consent that all clinical photographs may be taken of me and/or parts of my body, 
under the following conditions:   
 

• The photographs may be taken only with the consent of Dr. Terzis and 
under such conditions and at such times that are approved by her.  

 
• The photographs shall be taken by Mr. David Beck, the audiovisual 

specialist for Facial Rejuvenation. 
 

• The photographs shall be used for medical purposes only and shall remain 
the sole property of Dr. Terzis. 

 
• The photographs shall be used for medical purposes only and, if deemed 

appropriate by Dr. Terzis for education or science.  The photographs of 
my face and/or body, and information relating to my case, may be 
published and republished, either separately or in connection with each 
other, professionally for medical purposes or used for any other purpose 
which Dr. Terzis deems proper in the interest of medical education, 
knowledge, or research.  I understand that such photographs may be 
published in any print, visual or electronic media, specially including, but 
not limited to, medical journals, textbooks and lectures, for the purpose of 
informing the medical profession or the general public about plastic 
surgery methods.  However, provided that it is specifically understood that 
in any such publications for use, I shall not be identified by name.          

 
I grant this consent as a voluntary contribution in the interest of public education, 
certify that I have read the above, and fully understand its terms. 
 
 
Patient Signature:        Date:      


