
 

 
 
 
 
 
 
 

PHOTO RELEASE 
 
 
 
I agree to allow Dr. Alex to use photographs (which may 

or may not include full facial views), models, and 
descriptions of my case, for consultation, educational, 

and presentation purposes.  This release covers all 
photographs taken prior to, and after, the date of this 

release. 
 
 
 

Patient Name: (please print)_______________________. 
 

Patient Signature:_______________________________. 
 

Date:__/__/__. 
 
 
  


