Parental/Patient Consent for Clinical Illustration
	Hospital Number:
	Address:

	Name:
	

	DoB:
	Sex:
	

	Clinical Diagnosis:
	

	Requester:
	Signature: 

	Consultant:
	Date:


  I hereby confirm that I give consent for the photographs/images and/or video and sound recordings (the materials) of me and/or my child to be made that are requested on this form.

   I understand the material has educational value. I therefore consent to the material being shown to appropriate medical staff and published in educational publications, journals, textbooks in any form or medium (including all forms of electronic publication or distribution) anywhere in the world without time limit.

   I understand that the material may be seen by the general public. All or part of the material may be used with other forms of illustration. I understand that full anonymity cannot be guaranteed. I understand that I can withdraw consent for use of the material at any time.

   I understand that I may view the material by arrangement with The London School of Paediatrics in the immediate future. I understand no fee is payable by The London School of Paediatrics or any other person for use of the material, either now or at any time in the future.

   I confirm that the purpose for which the material may be used has been explained to me in terms which I have understood. I understand that refusal to consent will in no way affect the medical care of myself or my child. I confirm that I am over 16 years old, of sound mind, and am not signing under any form of duress.
Signature of Parent/Carer/Patient:

Date:
