DENTAL PHOTOGRAPHY CONSENT & AUTHORIZATION FORM
Template provided by Esthetix (esthetix.app) — Customize for your practice
Practice Name: ____________________________________________________________________________
Patient Name: _________________________________________   DOB: ________________   Chart #: _________
1. Clinical Documentation Consent
I understand that photographs, digital images, and/or video may be taken of my teeth, smile, face, and/or oral structures as part of my dental examination, diagnosis, treatment planning, progress documentation, and dental record.
I authorize the practice named above and its clinical team to:
•  Capture clinical photographs and related images for treatment and documentation;
•  Store those images as part of my dental record in HIPAA-ready storage systems;
•  Use those images for treatment, payment, and healthcare operations consistent with applicable privacy laws and the practice's Notice of Privacy Practices.
□  I CONSENT to clinical photography for documentation and treatment purposes as described above.
2. Marketing / Educational Use (Optional)
Separate from clinical documentation, I may choose to authorize additional uses of my images. Marketing and educational uses are optional. Declining this section does not affect my clinical care or treatment.
If I check any box below, I authorize the practice to use my photographs (including before-and-after images) for the selected purposes. I understand that such uses may be public or semi-public and that I may be identifiable.
□  Practice website and digital before-and-after case galleries
□  Social media channels (e.g., official practice accounts)
□  Print marketing materials (brochures, office displays, portfolio albums)
□  Professional education (lectures, study clubs, peer publications, staff training)
□  I DECLINE all marketing and educational uses at this time.
3. Revocation Rights
I understand that I may refuse clinical photography when it is not required for my care, and that I may revoke any marketing or educational authorization at any time by providing written notice to the practice. Revocation does not affect uses already made in reliance on this authorization before the practice received my written revocation. After revocation, the practice will stop new marketing/educational uses of my images and will make reasonable efforts to remove images from public channels under its control when feasible.
4. Acknowledgment & Signatures
I have read this form (or had it read to me), understand it, and have had the opportunity to ask questions. I am signing voluntarily. If signing for a minor or legally incapacitated adult, I represent that I am authorized to do so.

Patient / Guardian Signature: ________________________________________________________________
Printed Name / Relationship: ________________________________________   Date: _________________

Practice Representative Signature: __________________________________________________________
Printed Name / Title: _______________________________________________   Date: _________________

Notice: This is an educational template provided by Esthetix for customization. It is not legal advice. Align with your state dental board rules and practice Notice of Privacy Practices.
