
PHOTO CONSENT AND RELEASE 

 

A SMILE 4 U FAMILY DENTISTRY, DR. JOSE L. AROCHO, DR. NELLY A. MATOS AND ASSOCIATES have my 

permission to use my or my child’s photography publically to promote the office. I understand that the images of 

pictures or videos may be used in our website, social media, online publications, presentations and print 

publications, etc. I also understand that no royalty, fee or other compensation shall become payable to me or my 

child by reason of such use.  

 

Patient / Parent or Guardian signature________________________________   Date___________ 

Patient / Parent or Guardian name___________________________________ 

Child’s name (s) __________________________________________________ 

                             __________________________________________________ 

                             __________________________________________________ 

Phone number  _______________________ 

 

 


