
 

 

 

 
Photography Consent Form 

 
 
 
 
 

Please Initial 

 

______ I consent to taking photographs during the course of my treatment for 

patient healthcare records only. 

 

 

______ I consent to using my photographs for training and/or marketing purposes at 

Louisiana Laserderm only. 

 

 

_____ I consent to using my name for patient identification purposes only at 

Louisiana Laserderm 

 

 

 

 

 

 

Patient Name: ______________________________________________ 

 

Signature_____________________________________Date: ___________ 


