PATIENT‘S CONSENT

For image use
[ Date ]
[ Place ]
I, 
________________________________________________________________________________
(name, surname, date of birth, nationality, no. of passport or ID card,
_________________________________________________________________________________,
residence address)
agree, that Doctor [name, last name, personal code of date of birth, address] (further in this agreement - Doctor):
1) takes photographs of me, my face and/or any part of it, not below the shoulder line, before or after the surgery or any other procedure performed by the Doctor;
2) upon the Doctor‘s decision and without my precedent consent, however, non-disclosing my name, surname and other personal details and ensuring their confidentiality, reproduces, selects, adapts, shows or demonstrates in any other way publicly any photographs involving my image or their fragments to any third parties on the purpose of education, scientific research and advertising the clinic and/or raising any other public awareness or providing information about the clinic and/or activities and/or work results of the clinic and/or doctors working in the clinic including but not limited to publishing the photographs in books, journals and other publications, as well as internet and other visual means.

3) according to the means, scope and objectives listed in this consent, together with the image provides personal information, i.e. information about diagnostic and treatment methods, treatment progress and its results;
4) according to the means, scope and objectives listed in this consent, uses my image and personal information for unlimited time.
I hereby confirm that I am giving this consent being conscious and of my own free will, i.e. understanding the content and consequences of this consent and without compulsion.
___________________________________________
(name, surname, signature)
