
CONSENT FOR USE AND RELEASE OF PHOTOGRAPHS, VIDEO TAPES

AND DIGITAL IMAGES

Patient grants Dr. Matthew Karen permission to utilize the images captured by digital or

standard photography throughout the course of treatment by said doctor.  This permission

gives the doctor and/or Exclusively Faces Cosmetic Surgery and Medispa unrestricted

right to use the images for general information, education, scientific, medical and public

relations.  He/She further grants permission to publish photographs in scientific journals,

and utilize them for display purposes at presentations, meetings and through the use of

electromechanical means, including the Internet.

Patient further acknowledges that he/she relinquishes all right, title and interest in these

images, or any right to profit or gain directly or indirectly realized through the use of the

images.

This consent may only be revoked in writing by the undersigned and delivered to

Exclusively Faces Cosmetic Surgery and Medispa.

_________________________ _______________

Patient Date

_________________________ _______________

Witness Date

CONSENT BY PARENT OR GUARDIAN

I am the parent or guardian of _____________________, a minor.  I authorize to sign this

consent on his/her behalf and agree to the terms stated above.

______________________ ______________________

Parent/Guardian Date


