
Bayside Plastic Surgery 

Dr. John B Roach, Jr. D.O. 

Consent for Photography 

 

I, ___________________________________________________________ 

Consent to the photographing of the operation(s) or procedure(s) to be performed including 

appropriate portions of my body for charting and/or insurance purposes ONLY, provided my 

identity is not revealed in my pictures. 

 

Patient Signature: __________________________________________________ 

Date: ___________________________ 


