
PHOTO/VIDEO RELEASE FORM FOR ADULTS

214-35 42nd Ave Bayside,  NY 11361  
Email :  belldentalcare@gmail .com  •  www.belldentalcare.com

Dr. Michael Kokolis D.D.S

Phone: 718-352-5582

Fax: 718-352-5584

 

 

Bell  Dental  Care has  my permission to  use my photograph and/or  video publ ic ly  to  promote

their  pract ice .  I  understand that  the images may be used in  a l l  pr int  publ icat ions,  onl ine

publ icat ions,  presentat ions,  websi tes  and social  media .  I  a lso understand that  no royal ty ,  fee

or  any other  compensat ion shal l  become payable  to  me by reason of  such use.  In  addi t ion,  I

waive the r ight  to  inspect  or  approve the f inished product  in  which my l ikeness  appears .  I

understand that  a l l  photos  and videos become property of  Bel l  Dental  Care.

 

I  have read this  re lease before  s igning below and I  ful ly  understand the contents  and meaning

of  this  re lease.

 

Signature:

 

___________________________________________________

 

Date:  

 

___________________________________________________

 

Pat ient  Name:  

 

___________________________________________________

 

Pat ient  Date  of  Bir th:

 

____________________________________________________

 

Phone Number:  

 

____________________________________________________


