
 
 

PHOTO RELEASE FORM 
 
 

Please be advised that I, ______________________________, give my permission to Dr. 
Arthur Z Weiss to use any photographs he has taken of me, before, during or after 
treatment.  These photographs may be used for display, discussion, diagnosis or in other 
ways unless specifically noted below. 
 
 
 
Comments:______________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 
 
 
 
 
______________________________ 
 Signature 
 
 
____________________________________ 
  Date 


