
 
 

 
 

Medical Photograph Consent 

 

I consent for medical photographs to be taken of me by the staff or representatives of MOD 
Dermatology, PC. I understand that the images will be placed in my medical record and will be 
used for medical purposes only. 

 

Patient Name _________________________________________ 

 

Patient/Guardian Signature ______________________________   

 

Date ________________________________________________ 

 


