Medicine

PATIENT PHOTOGRAPHIC AUTHORIZATION, RELEASE AND DISCHARGE

1, Hon ?)m"ﬂuw\ , give my consent and authorize the
photograph(s) and/or video featuring my likeness to be published in Medicine® a Wolters Kluwer
publication. | understand that such imaging records may be published by Medicine® and/or any party
acting under the license and authority of Medicine® in any print, visual, electronic or broadcast media,

specifically including, but not limited to, medical journals and textbooks, scientific presentations and
teaching courses and Internet websites, for the purpose of informing the medical profession or the
general public about plastic surgery methods, results, issues, trends, concerns and similar matters. |
further understand that the imaging records shall become the property of Medicine®.

| understand that | may refuse to sign this authorization and such refusal will have no effect on the
medical treatment | receive.

| release and discharge Medicine®, and all parties acting under their license and authority from all rights
that | may have in the imaging records and from any claim that | may have relating to such use in
publication, including any claim for payment in connection with distribution or publication of the
imaging records in any medium or any claim arising from the distribution or publication by any third

party.
| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

I grant this consent as a voluntary contribution in the interest of public education and certify that | have
read the above Authorization, Release and Discharge and fully understand its terms.
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WITNESS/PHYSICIAN: L\WZW/L )//\ ;

| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservator of
Han B lhum , a minor. | am authorized to sign this consent on his/her
behalf and | grant this consent as a voluntary contribution in the interest of public education.

Parent/Guardian Date




PATIENT PHOTOGRAPHIC AUTHORIZATION, RELEASE AND DISCHARGE

l, LL‘G i‘\n,\\— Q:» , give my consent and authorize the
photograph(\sj) and/or video featuring my likeness to be published in Medicine®, a Wolters Kluwer
publication. | understand that such imaging records may be published by Medicine® and/or any party
acting under the license and authority of Medicine® in any print, visual, electronic or broadcast media,

specifically including, but not limited to, medical journals and textbooks, scientific presentations and
teaching courses and Internet websites, for the purpose of informing the medical profession or the
general public about plastic surgery methods, results, issues, trends, concerns and similar matters. |
further understand that the imaging records shall become the property of Medicine®.

| understand that | may refuse to sign this authorization and such refusal will have no effect on the
medical treatment | receive.

| release and discharge Medicine®, and all parties acting under their license and authority from all rights
that | may have in the imaging records and from any claim that | may have relating to such use in
publication, including any claim for payment in connection with distribution or publication of the
imaging records in any medium or any claim arising from the distribution or publication by any third

party.
| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

| grant this consent as a voluntary contribution in the interest of public education and certify that | have
read the above Authorization, Release and Discharge and fully understand its terms.
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| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservator of

Lee Hapy- Suby ,aminor. | am authorized to sign this consent on his/her
behalf and | grant this consent as a voluntary contribution in the interest of public education.

Parent/Guardian __C R A Gate SO0H, W8T
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PATIENT PHOTOGRAPHIC AUTHORIZATION, RELEASE AND DISCHARGE

I e gfecgf j];n , give my consent and authorize the
photograph(s) and/or video featuring my likeness to be published in Medicine®, a Wolters Kluwer
publication. | understand that such imaging records may be published by Medicine® and/or any party

acting under the license and authority of Medicine® in any print, visual, electronic or broadcast media,
specifically including, but not limited to, medical journals and textbooks, scientific presentations and
teaching courses and Internet websites, for the purpose of informing the medical profession or the
general public about plastic surgery methods, results, issues, trends, concerns and similar matters. |
further understand that the imaging records shall become the property of Medicine®.

| understand that | may refuse to sign this authorization and such refusal will have no effect on the
medical treatment | receive.

I release and discharge Medicine®, and all parties acting under their license and authority from all rights
that | may have in the imaging records and from any claim that | may have relating to such use in
publication, including any claim for payment in connection with distribution or publication of the
imaging records in any medium or any claim arising from the distribution or publication by any third

party.
| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

| grant this consent as a voluntary contribution in the interest of public education and certify that | have
read the above Authorization, Release and Discharge and fully understand its terms.
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| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservator of
JL’OQL Beons - T _aminor. | am authorized to sign this consent on his/her
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behalf and | grant this consent as a voluntary contribution in the interest of public education.

Parent/Guardian %Q@ . Date 20\3 . U’O"?
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PATIENT PHOTOGRAPHIC AUTHORIZATION, RELEASE AND DISCHARGE

1, NYAN\ SRt , give my consent and authorize the
photograph(s) and/or video featuring my likeness to be published in Medicine®, a Wolters Kluwer

publication. | understand that such imaging records may be published by Medicine® and/or any party
acting under the license and authority of Medicine® in any print, visual, electronic or broadcast media,
specifically including, but not limited to, medical journals and textbooks, scientific presentations and
teaching courses and Internet websites, for the purpose of informing the medical profession or the
general public about plastic surgery methods, results, issues, trends, concerns and similar matters. |
further understand that the imaging records shall become the property of Medicine®.

| understand that | may refuse to sign this authorization and such refusal will have no effect on the
medical treatment | receive.

| release and discharge Medicine®, and all parties acting under their license and authority from all rights
that | may have in the imaging records and from any claim that | may have relating to such use in
publication, including any claim for payment in connection with distribution or publication of the
imaging records in any medium or any claim arising from the distribution or publication by any third
party.

| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

| grant this consent as a voluntary contribution in the interest of public education and certify that | have
read the above Autharization, Release and Discharge and fully understand its terms.
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| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservator of
NYPrN\ SUR&H ,a minor. | am authorized to sign this consent on his/her
behalf and | grant this consent as a voluntary contribution in the interest of public education.

Parent/Guardian MY G MARSURE N Date LO18.10. 4
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PATIENT PHOTOGRAPHIC AUTHORIZATION, RELEASE AND DISCHARGE

I Kian JeoﬁJ ~Sul , give my consent and authorize the
photograph(s) and/or video featuring my likeness to be published in Medicine®, a Wolters Kluwer
publication. | understand that such imaging records may be published by Medicine® and/or any party
acting under the license and authority of Medicine® in any print, visual, electronic or broadcast media,
specifically including, but not limited to, medical journals and textbooks, scientific presentations and

teaching courses and Internet websites, for the purpose of informing the medical profession or the
general public about plastic surgery methods, results, issues, trends, concerns and similar matters. |
further understand that the imaging records shall become the property of Medicine®.

| understand that | may refuse to sign this authorization and such refusal will have no effect on the
medical treatment | receive.

| release and discharge Medicine®, and all parties acting under their license and authority from all rights
that | may have in the imaging records and from any claim that | may have relating to such use in
publication, including any claim for payment in connection with distribution or publication of the
imaging records in any medium or any claim arising from the distribution or publication by any third

party.
| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

| grant this consent as a voluntary contribution in the interest of public education and certify that | have
read the above Authorization, Release and Discharge and fully understa nd its terms.
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WITNESS/PHYSICIAN: L MV

| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservator of
Pin Jesu=51 ~aminor. | am authorized to sign this consent on his/her
behalf and I'grant this consent as a voluntary contribution in the interest of public education.

Parent/Guardian C,Jt 7(2 %L Date Seld. 110" 2
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PATIENT PHOTOGRAPHIC AUTHORIZATION, RELEASE AND DISCHARGE

I, ';L{n Eong- d’\col , give my consent and authorize the
photograph(%) and/or video featuring my likeness to be published in Medicine®, a Wolters Kluwer
publication. | understand that such imaging records may be published by Medicine® and/or any party
acting under the license and authority of Medicine® in any print, visual, electronic or broadcast media,
specifically including, but not limited to, medical journals and textbooks, scientific presentations and
teaching courses and Internet websites, for the purpose of informing the medical profession or the
general public about plastic surgery methods, results, issues, trends, concerns and similar matters. |
further understand that the imaging records shall become the property of Medicine®.

| understand that | may refuse to sign this authorization and such refusal will have no effect on the
medical treatment | receive.

| release and discharge Medicine®, and all parties acting under their license and authority from all rights
that | may have in the imaging records and from any claim that | may have relating to such use in
publication, including any claim for payment in connection with distribution or publication of the
imaging records in any medium or any claim arising from the distribution or publication by any third
party.

| hereby warrant that | am over twenty-one years of age, and competent to contract in my own name.

| grant this consent as a voluntary contribution in the interest of public education and certify that | have
read the above Authorization, Release and Discharge and fully understand its terms.
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| have read the above Authorization, Release, and Discharge. | am the parent, guardian or conservator of
ﬁw ﬁm-(r[w/ , aminor. | am authorized to sign this consent on his/her
w/
behalf and | grant this consent as a voluntary contribution in the interest of public education.

Parent/Guardian Date
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