Name  ……………………………………………LH number:…………………...


Clinical Photographic Request Card                           
Name of child………………………………………………………………………………………………………………
LH number………………………………………………………………………………………………………….
DOB………………………................................................………………………………..
Consultant ………………………………………………………………………......................................
Date…………………………………
Consent
The Data Protection Act (1998) gives each patient the right to control the use of any visual recordings (including prints and digital images/ videos), taken during the course of their assessment or treatment.

Written permission for clinical photography must be obtained from the person with parental responsibility and from the child where appropriate.

Photographs / videos will form part of your medical records and, if you agree, may be used to support clinical evidence of injury. They may be requested by the court if there are criminal proceedings. They may also be used for teaching medical, paramedical, nursing staff and medical students at UCLH and other UK medical schools.
I give permission for photographs of clinical findings


Yes

No

for the medical case notes.
I give permission for photographs to be shared with other

Yes

No

doctors on the team to help with interpretation of findings 
and quality of service.

I give permission for photographs to be used 



Yes

No
to teach/train other professionals.

I give consent for photographs to be used for



Yes

No

research / medical publications.

I understand that I may withdraw my consent at any time.

Yes

No
Signed………………………………….

Print name ………….............................................
Date……………………………………

Relationship (if not patient)......…………..................
Doctor’s Signature……………………….
Doctor’s name…………………………….

Date………………………………………………………..………………............................
Child’s signature…………………………………
Date………………………………………………………………………

Interpreter’s Signature……………………………………………Date……………………………………………………..
Interpreter’s Name…………………………………………………………………….........

