
 

 

PHOTO RELEASE / PERMISSION STATEMENT 

 

PATIENT NAME:        BIRTHDATE:     

___ I GIVE MY PERMISSION FOR THIS PATIENT TO BE PHOTOGRAPHED AND FOR THE 

PHOTOGRAPH(S) TO BE USED IN INFORMATION BROCHURES AND PRINTED LITERATURE FOR 

MOSER SPEECH THERAPY SERVICES. 

___ I GIVE MY PERMISSION FOR THIS PATIENT TO BE PHOTOGRAPHED AND FOR THE 

PHOTOGRAPH(S) TO BE USED ONLINE ON THE WEBSITE(S) AND SOCIAL MEDIA PAGES FOR 

MOSER SPEECH THERAPY SERVICES. 

___ I GIVE MY PERMISSION FOR THIS PATIENT TO BE PHOTOGRAPHED AND FOR THE 

PHOTOGRAPH(S) TO BE USED FOR EDUCATIONAL PURPOSES SUCH AS SEMINAR 

PRESENTATIONS, DISPLAYS, ETC. 

 

NOTES and/or RESTRICTIONS TO THE ABOVE INITIALED PERMISSION STATEMENTS:  

              

             

             

              

 

              

Authorized Signature    Printed Name    Date Signed 

 

              

Staff / Witness Signature   Title     Date Signed 

 

***** THANK YOU SO MUCH FOR SUPPORTING MOSER SPEECH THERAPY SERVICES! ***** 


