
PHOTOGRAPHY/VIDEO
CONSENT FORM

PATIENT NAME:_____________________________________ 

I hereby authorize the taking of photographs and/or videos by Dr. Thomas Tzikas,
Dr. Miguel Mascaro, Dr. Johanna D’Agostino, Kate Goldberg Hill, APRN,
Iliana Tzikas, PA-C and/ or their representatives, with the full understanding that
such photographs and/or videos will be used for my medical record, educational, or
research purposes.

I hereby transfer and assign Dr. Tzikas/Dr. Mascaro/Dr. D’Agostino/Kate Goldberg
Hill, APRN/Iliana Tzikas, PA-C or their representatives the exclusive right to use
all or any part of such photographs and/or videos for educational purposes and/or
publication purposes.

PATIENT SIGNATURE:_______________________________ DATE:__________________

WITNESS SIGNATURE:_______________________________ DATE:__________________

5th Avenue Plastic Surgery
526 SE 5th Avenue

Delray Beach, FL 33483
561.330.9500


