
   
 

 
 
 
 

I, (print name)  , hereby authorize 
 
Dental Wellness & Health to take photographs, slides, and/or videos of my face, jaws, and teeth. 
 
 
I understand that the photographs, slides, and/or videos will be used as a record of my care, and may be used for 
educational purposes in lectures, demonstrations, and professional publications. 
 
I further understand that if the photographs, slides, and/or videos are used in any publication, or as part of a 
demonstration, all reasonable attempts will be made to conceal my identity. 
 
 
 
 
 

 
 
 
 
 
 
 
 

Patient’s Signature (Or Guardian if a Minor) Doctor’s Signature 

 
 
 

 

Witness’s Signature Date 

Leila Chahine, D.M.D 
 

www.dentalwh.com
P: 203-744-1814
F: 203-790-0831

care@dentalwh.com
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