
   
 

 
 
 

I, (print name)  , hereby authorize Dental Wellness 

and Health to use my photograph and video on Facebook/social media and website. 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   

 

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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