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Consent for clinical photos for medical record and use
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Due to medical treatment, teaching, research and National Health Insurance evaluation, | hereby
authorize Dr. under following circumstances, obtain necessary photographic records

before, during, and after operation/treatment.
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1. All above mentioned records must be obtained by the signee’s attending physician and his/her
medical team.
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2. The signee authorizes above mentioned records to be used in purposes of teaching, research,
medical treatment and technology development, medical conferences, medical journal
publication and National Health Insurance evaluation.
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3. The decision to authorize or not will not affect any medical decision or treatment by the
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physician.
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4. The department will ensure full responsibility for the privacy and management of all signee’s
photographic records.
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Authorization by parent or guardian
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I am the parent/guardian of , | hereby agree to the above mentioned statements in

this authorization.
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