
 

Dental Photography Consent Form 

I (pa&ent’s name) _________________________ authorise my 
den&st to take photographs of my jaws and teeth, before, during, and 
a=er treatment. 

I consent to allow the photographs and or video to be used for the 
following: 

• Dental Records and Research  

• Dental Educa&on including lectures, seminars, demonstra&ons, 
professional publica&ons such as journals or books. 

• Marke&ng material, including websites and printed materials, 
pa&ent educa&on. 

I understands if any such media is used, my name and other 
iden&fying informa&on will be kept confiden&al. 

I do not expect compensa&on, financial or otherwise, for the usage 
of this media. 

[    ] Please &ck here if you don’t want your full face used for any of 
the above purposes. 

Pa&ent Signature: ________________________ 

Date:             _________________ 

Name of Den&st: ________________________ 

Den&st Signature: _________________


