
HINCHLEY WOOD PRACTICE

CONSENT TO ORTHODONTIC PHOTOGRAPHS AND RADIOGRAPHS
ADULT FORM
I, …………………………………………………………………………………………………………………..……… (Patient), authorise  

Dr. ………………………………………………………………………….……. (Orthodontist), to take clinical photographs 
and radiographs of the face and teeth before, during and after treatment as required.

I consent to allow the photographs and radiographs to be used as part of my dental records only.

I do not expect compensation, financial or otherwise, for the use of these photographs.
Signature (Patient) ………………………………………………………………………………………..………………………...
Date ………………………………………………………………………………………………………….………………………..……
 

