




 Dental Photo Release 
 
Practice Name:  
Patient Name:  
Date of Birth:  
Social Security Number:  
 

Please Read 
In our office we make use of radiographs, photographs, video and digital images (computer x-ray 
and photo images). These images may be used for diagnosis, documentation, reference, teaching, 
and research publication. Some cases that present exceptional results, particularly remarkable 
smiles, or interesting situations may be utilized for demonstration or advertising to potential and 
existing patients in our office or in other offices either in print media, on video or television or on 
digital media such as compact disc and the Internet. In some instances, you may be recognizable 
in some of these images.  
 
By initialing and signing this form, you are authorizing us and releasing us from any liability 
resulting from the use of such images. Your authorization and release (or lack thereof) to use 
images will in no way affect the quality of your results in our office. We do our best to provide 
exceptional dentistry to all patients. 

Please Initial All Items Below That Apply; Provide Details As 
Necessary 
 
 I authorize the use of images where I am identifiable only for purposes that relate to 

treatment of my own condition. 
 I authorize the use of images where I am identifiable only for demonstration or 

advertising to potential and existing patients in this office and/or in other offices either in 
print media, on video or television or on digital media such as compact disc and the 
Internet. 

 For this authorization I understand that I will not receive any financial or other 
consideration. 

 For this authorization I understand that I will receive the following consideration: 
 
 

 This authorization will remain in effect until cancelled. Any future cancellation will not 
affect the usability of images that have already been released. 

 I have read this form, I do understand this form, and I do read English. 
 I have had this form read to me. 
 
Signed _________________________ Signed Date: __________________  
 
Print Name (Parent, if patient a minor) _______________________________ 
 
Date Read: ____________ by: ______________________ 
 



 Release Form 
 
To: _________________________________  
 
Subject: _________________________________________ 
 
For value received I give complete and irrevocable right to use, adapt, modify, display or publicly 
broadcast the (check one): 
 

 article  photograph  work  artwork  music  
 
described as follows: 
 
 
 
  
in any medium including print media and electronic media including the Internet, and any other 
medium not now known for any purpose whatsoever, including but not limited to use on the 
website at the address http://__________________________.  
 
I hereby release you and your successors from any claims that I have or may have arising from 
such use, including but not limited to defamation, invasion of privacy, copyright infringement or 
any other cause of action arising from its use. 
 
I warrant that I have the right to grant this permission. 
 
Name  
Telephone  
Email  
Title  

 Address 
 

 
Signature: _______________________________     Date: ________________ 
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