Clinic photography and video recordings for patients with capacity

Photographs and recordings taken by the Podiatrist will only be used to aid clinical examination and training of staff. They will not be used in publications, events, audit or research unless we have gained permission from the patient to do so. All photographs and recordings will form part of your records and will be held securely on file.

Podiatrist Name              ________________________
Podiatrist’s Signature     ________________________
Date                                   ________________________


[bookmark: _gjdgxs]------------------------------------------------------------------------------------------------------------------------------------ 
To be completed by the patient

I confirm that it has been explained to me why the photograph / recording is required and understand that these will be held securely as part of my records. 

Patient’s Name                          ____________________________
Patient’s Signature                    ____________________________
Date                                             ____________________________

If patient is under 16 years of age 

Parent / Guardian signature    _____________________________
Date                                             _____________________________

