
 

 

Photograph Release 

I hereby authorize Broadway Heights Dental and their staff to use photos taken of my teeth and smile. These 

pictures may be used for educational purposes for both staff and other patients. This photo may also be used 

on their website or social media platforms. I understand that my name will not be used.  

 

Patient’s Printed Name : __________________________________________ 

Patient’s Signature : ______________________________________________ 

Date Signed : ___________________________________________________ 


