
 The Center for Plastic Surgery 
595	Martha	Jefferson	Drive,	Suite	280	

Charlo:esville,	VA	22911	

Phone	(434)	654-8920	Fax	(434)	654-8921	

Victoria	L.	VasJne,	MD			Brian	Showalter,	MD			Nicole	B.	Lepsch,	FNP	Consent	to	Photograph	

Date:	_________________	DOB:	________________	

Name:	

Please	sign	ONE	of	the	following	statements:	

I	hereby	authorize	the	staff	at	Martha	Jefferson	AestheJc	and	ReconstrucJve	Surgery	to	take	photogra

phs	to	document	and	compare	the	before	and	a^er	surgery	results.	These	photos	will	be	stored	

in	my	medical	record	and	also	may	be	used	to	show	other	paJents	the	surgeon’s	work.	All	photos	will	be	

of	the	affected	body	part	only.	Your	name	or	any	other	idenJfying	inform

aJon	will	not	be	included	with	any	photos	used	to	show	other	paJents.	

Signature:	______________________________________________	

I	DO	NOT	authorize	the	staff	at	Martha	Jefferson	AestheJc	and	ReconstrucJve	Surgery	to
	use	my	pictures	to	show	other	paJents	who	are	having	the	same	surgery.	I	understand	that	before	and	
a^er	pictures	will	be	taken	for	my	confidenJal	medical	record	only.	

Signature:_______________________________________________	
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