
 
AUTHORIZATION FOR RELEASE AND 

USE OF PHOTOGRAPHS 
 
 
 The undersigned, (please print)_______________________________, is a patient of Dr. J. Brian Boyd, 
M.D., (“the treating physician”) and has been or will be photographed and/or have other still or moving images 
made during the course of treatment.  The undersigned grants to the treating physician, the American Society of 
Plastic Surgeons, the Plastic Surgery Educational Foundation, the American Academy of Facial Plastic and 
Reconstructive Surgery, and the Educational and Research Foundation for the American Academy of Facial 
Plastic and Reconstructive Surgery the on-going and unrestricted right to use those photographs or images for 
general information, education, scientific, medical and public relations purposes including, but not limited to, 
lectures, presentations, electronic, internet, visual, broadcast and print media and to permit others to use them for 
those purposes.  The undersigned also grants permission for the use of any of my medical records including 
illustrations, photographs or other imaging records created during the course of treatment for use in examination, 
testing, credentialing and/or certifying purposes by the American Board of Plastic Surgery, Inc. 
 
 The undersigned further acknowledges that he/she relinquishes all right, title, and interest in these 
photographs or images, or any right to profit or gain directly or indirectly realized through the use of the 
photographs.  The persons to whom disclosure may be made include physicians, medical students, patients and 
prospective patients, websites, examining boards, medical and other periodicals, medical editors, insurers (if any), 
outside firms, the staff of the Academies and their Foundations, readers of medical literature and the general 
public. 
 
 This authorization may only be revoked in writing, signed by the undersigned and delivered to the 
physician and the American Society of Plastic Surgeons in Arlington Heights, IL, and the American Academy of 
Facial Plastic and Reconstructive Surgery at its office in Washington, D.C.  Such revocation shall thereafter be 
effective as to any further use not already committed to by the physician or the Academies or their respective 
Educational and Research Foundations.  Redisclosure will not affect uses and disclosures made before receipt of 
the revocation.  This authorization is in consideration of services performed and/or consultations conducted or to 
be performed or conducted by the physician, and there have been no representations or inducements concerning 
this consent except as set forth herein.  The treating physician will not condition treatment on whether the 
individual signs this authorization, but, if any portion of the treating physician’s services is to be covered under 
any insurance or third-party-payment plan, the signing individual will be responsible for authorizing release by or 
to that insurance or third-party-payment plan. 
 
 
 
Signed:______________________________________ (Patient)         ___________________ (Date) 
 
 
Witnessed:___________________________________        ________________    Patient number / DOB 
 
 
 
 

AUTHORIZATION BY PARENT OR GUARDIAN 
 
 
I am the parent or guardian of _______________________, a minor.  I am authorized to sign this authorization on 
his/her behalf, and I agree on my own behalf and his/her behalf to the terms of the foregoing authorization. 
 
 
Parent/Guardian:____________________________________    ____________________ (Date) 


