RIZA FORMU

S g { TIBBi FOTOGRAF CEKiMi iZiN HASTA BILGILENDIRME VE

HASTANESI

DOKUMAN KODU YAYIN TARiHi

REViZYON NO

REViZYON TARiHi

SAYFA /NO
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0

Sayfal/2

Doktorum veya yardimcisi tarafindan, ameliyat dncesi, ameliyat sirasinda ve ameliyat sonrasi, ylziimun fotograflarinin

cekilmesine izin veriyorum. Bu fotograflar, tibbi amaclar i¢in kullanilacak ve uygun kosullarda, siiresiz olarak

saklanacaktir. Cekilen fotograflarim icin hig bir ticret almayi beklemiyorum. Bu fotograf cekim izinini vermezsem,

tedavimin olumsuz sekilde etkilenmeyecegini de biliyorum.

1. Cekilen fotograflarimin sadece hasta klinik dosyamda saklanmasini kabul ediyorum.

2. Cekilen fotograflarim, egitim igin toplantilarda gosterilebilir/kullanilabilir.

3. Cekilen fotograflarim, su anda veya gelecekte, basili veya elektronik kitap ve dergi gibi tibbi yayinlarda
kullanilabilir. Yayinlanan bu fotograflarda, yiiziim taninabilir. Aslinda bu yayinlar, tip profesyonelleri ve
6grencilerine yonelik hazirlansa da, diger kisiler tarafindan da gorilebilir.

Ad Soyad imza

(Eger hasta 18 yasindan kiigiik ise ebeveyn tarafindan da imzalanacaktir)

Tarih

Telefon/email

Consent for Medical Photography

I, the undersigned, hereby authorize my doctor to obtain photographs prior to surgery, during surgery and following my
operation(s) for the purposes of medical illustration and to store such images in an appropriately secure fashion for an
indefinite period after obtaining them. | confirm that | do not expect to receive payment for my consent and am aware
that my treatment will not be affected in any way if | do not agree.

1. 1agree that such illustrations may be held with my clinical patient records.

2. |agree that such illustrations may be used for teaching in meetings.

3. Inaddition, | consent to the images so obtained being used in published medical materials, in particular for
medical textbooks or journals, in any form, whether printed or electronic, both now and in the future. |
understand that it is the nature of such illustration that it may not be possible to conceal my identity as the
subject of the illustration. Whilst my name will never be published, my face or other parts of me may
potentially be recognizable to those who know me. The publications in which the illustration may appear
are intended for healthcare professionals, but may, in the ordinary course of events, be seen by other

people.

Name and Surname Signature

Date

(If the patient is younger then 18, one of the parents will also sign)

Mobile phone/email




