AUTHORIZATION FOR RELEASE OF PHOTOGRAPHS

Date: ______________________________________

I, _____________________________________, hereby consent that photographs that 
                 Patient’s Name
have been taken of me, may be used by:
DR. BRIAN D. VALLE, P.A.
251 Najoles Road, Suite, J, Millersville, MD 21108

for educational and/or advertising purposes.
___________________________________________              _____________________

                         Dentist’s Signature                                                              Date

___________________________________________               _____________________

                         Patient’s Signature                                                              Date

