
I n f o r m e d  C o n s e n t  To  P h o t o g r a p h  -  A d u l t

Date: _____________________________

I,________________________________, due hereby give my consent for Shannon E. Taylor, PhD and 
the staff members of Dr. Taylor’s office to take photograph(s) of myself.

I understand that the photograph(s) will be used for identification purposes only and contained 
within my confidential patient file.

Print Name: ___________________________________

Signature:_____________________________________


