Patient consent to medical recording

Patient name:
……………………………………………………………….

Date of Birth:
……………………………………………………………….

During the course of investigation and treatment, it may be necessary to take photographs and/or videotape for medical and educational purposes. I hereby confirm that I give consent for the photographs and/or videotape images to be made. Refusal to give consent will in no way affect my medical care. If the recordings are published, all attempts will be made to conceal my identity.

Please tick one of the following:

· I agree to the use of the images in my confidential medical notes, for medical teaching, and for publication.

· I agree to the use of the images my confidential medical notes and for medical teaching.

· I agree to the use of the images in my confidential medical notes only.

Patient’s signature:
………………………………………………………

Date:


………………………………………………………

Witness signature:
………………………………………………………

Draft 1
17th November 2003


