
 

 

CONSENT TO VIDEO/PHOTOGRAPH 

 

I authorize The University of Texas Medical Branch to take and use video/photographic 

images of my family for the purpose of medical education. 

I understand that my family will not be identified by name when the video/photographic 

images are used for medical education. 

 

Patient’s name: _________________________________________________________________ 

 

Parent/Guardian’s name printed: ____________________________________________________ 

 

Signature: ________________________________________________________________________ 

 

Date: __________________________ 


