DR. EARL STEPHENSON, JR.

Patient Name: Date:

5 : authorize Dr. Stephenson and/or [his/her/their] representative(s), to
take photographs, slides or videotapes of me or parts of my body for the following procedure{s) and for
medical purposes to be used for my care, medical presentations and/or articles.

In addition, I authorize the use of these images, without compensation to me, for the following specific
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