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Consent Form 





Patient/parental agreement to clinical


photographs or video recordings.





Following confirmation of consent by patient’s signature it should be retained in the patient’s record.








1.  Patient details (or pre-printed label)


�
�



Surname/Family name …………..……………….……..………  First name(s) ………………………………….…….…….….





Address …………………………………………………………………………………………..……………………….……………





Date of Birth………..……….……….   Patient record number …………………………………  Male











Female

















NHS Number …………………………………………………………………………………………





Special requirements (eg other language/communication method) …………………………………………………….………


�
�









2. Name of proposed record


�
�






………………………………………………………………………………………………………………………………………..….





Details:�
�






3. Statement of health professional


�
�



We would like you to have some clinical photographs or video recordings taken of you for:





Teaching of medical, paramedical and nursing staff as well as medical students at Worcestershire Acute Hospitals NHS Trust or other health care professionals outside of this Trust (including secure web-based learning)





For a one-time use in a print or electronic scientific/ medical publication or public display.








  Signed …………………………………………………………..  Date ……………………………………………………………





Name (print)  ………………………………………………...  Job Title ………………………………………………………….





Contact details (if patient wishes to discuss options later):  ……………………………………………………………………





�
�






4.  Statement of patient/person with parental responsibility for patient


�
�






Under the Data Protection Act you have the right to obtain copies of the stored recordings. You may also withdraw consent for use of the recordings at a later date. 


I agree to have recordings taken for teaching purposes.                                          Yes �       No  �





I agree to the recordings being used for scientific/medical 


           publication (not for commercial marketing or gain). Further consent                         Yes �       No  �


           will be obtained for additional publishing.�
�






Signature ………………….………..………..  Name (print)  ………………………….…   Date ….…./….../…...








Relationship to child ………………………………………………………………………………………….


�
�
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