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I (the patient) or I/We (the parent(s)/guardian(s) of the patient) do hereby authorize the Department

of Craniofacial Center, Chang Gang Memorial Hospital (Dr. ) to

photograph, film, and/or videotape me/the patient during the course of evaluation, diagnosis, treatment
(including surgical procedures), and follow-up; I/We understand this media may be part of the
physician’s files or medical record. I/We further consent to the use of such photographs, films, and/or
videotapes in the medical literature and otherwise for educational or research purposes at the physician’s
discretion without liability to my/our privacy. The media may not be used for profit without my/our
express permission. I/We understand that I/We will not be paid or rewarded for providing this

authorization.
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