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PATIENT'S IDENTIFICATION:  (For typed or written entries, give: 
Name - last, first, middle; SSN; Sex; Date of Birth; Rank/Grade.)

PRACTITIONER'S SIGNATURE 

HOSPITAL OR MEDICAL FACILITY

SPONSOR'S NAME  

STATUS  

SSN    

DEPARTMENT / SERVICE

RELATIONSHIP TO SPONSOR

RECORDS MAINTAINED AT 

PRACTITIONER'S NAME DATE

ISSUANCE DATEREQUIRING DOCUMENT (Title and Number) 

MEDICAL RECORD - SUPPLEMENTAL MEDICAL DATA 
For use of this form, see requiring document.  Form is not valid without Requiring Document, Issuance Date, Local Form Number, and Edition Date.

LOCAL FORM TITLE   

Naval Hospital Jacksonville Patient Consent for Photography
Clinical photographs play a key role in the education of medical staff at all levels, and thus benefit future patients. 
If you do not fully understand any of the below, please ask. 
Your choice of consent level will not effect in any way your treatment within this medical facility. 
If, in the future, you wish to withdraw this consent, you have the right to do so at any time by writing to the Commanding Officer, Naval Hospital 
Jacksonville. 
  
Description of photograph/video: 
  
Body regions to be included: 
  
Body regions to be excluded:

1.          CONSENT TYPE A:  OPEN PUBLICATION

2.          CONSENT TYPE B:  RESTRICTED EDUCATIONAL USE

3.         CONSENT TYPE C:  MEDICAL RECORD ONLY

 I understand the images requested here are required for publication in a journal, textbook, as part of a display or information leaflet, or 
on an open access web site, which may be seen by members of the general public as well as medical professionals.  To this I give my consent. 
  
Signature: ________________________________________     
  
Name of patient:          FMP/Last 4 SS#: 
  
Name of signatory  (if different):                (guardian/next of kin/other)

 I understand the images requested here may be useful for the purposes of medical teaching and research and in view of the 
explanation given to me, I agree the images may be shown to appropriate professional staff. 
  
Signature: ________________________________________     
  
Name of patient:         FMP/Last 4 SS#: 
  
Name of signatory  (if different):                (guardian/next of kin/other)

 I understand the images requested here, to which I have agreed, will form part of my confidential medical records. 
  
Signature: ________________________________________     
  
Name of patient:                        FMP/Last 4 SS#: 
  
Name of signatory  (if different):                             (guardian/next of kin/other)

Date:

Date:

Date:
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Naval Hospital Jacksonville Patient Consent for Photography
Clinical photographs play a key role in the education of medical staff at all levels, and thus benefit future patients.
If you do not fully understand any of the below, please ask.
Your choice of consent level will not effect in any way your treatment within this medical facility.
If, in the future, you wish to withdraw this consent, you have the right to do so at any time by writing to the Commanding Officer, Naval Hospital Jacksonville.
 
Description of photograph/video:
 
Body regions to be included:
 
Body regions to be excluded:
1.          CONSENT TYPE A:  OPEN PUBLICATION
2.          CONSENT TYPE B:  RESTRICTED EDUCATIONAL USE
3.         CONSENT TYPE C:  MEDICAL RECORD ONLY
         I understand the images requested here are required for publication in a journal, textbook, as part of a display or information leaflet, or on an open access web site, which may be seen by members of the general public as well as medical professionals.  To this I give my consent.
 
Signature: ________________________________________                                    
 
Name of patient:                                                                                  FMP/Last 4 SS#:
 
Name of signatory  (if different):                                                                (guardian/next of kin/other)
         I understand the images requested here may be useful for the purposes of medical teaching and research and in view of the explanation given to me, I agree the images may be shown to appropriate professional staff.
 
Signature: ________________________________________                                    
 
Name of patient:                                                                                 FMP/Last 4 SS#:
 
Name of signatory  (if different):                                                                (guardian/next of kin/other)
         I understand the images requested here, to which I have agreed, will form part of my confidential medical records.
 
Signature: ________________________________________                                    
 
Name of patient:                                                                                        FMP/Last 4 SS#:
 
Name of signatory  (if different):                                                                     (guardian/next of kin/other)
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