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For Patient



DENTIST (Name and Address)
…………………………………………..
…………………………………………..
…………………………………………..
…………………………………………..

PATIENT AUTHORISATION AND RELEASE

I …………………………………………..  agree and authorize my Dentist (as identified above) to release the records relating to my diagnosis, care and treatment process (including surgical procedures) to the Foundation for Oral Rehabilitation (“FOR”) to hold in a database.
The records are in three broad formats (together the “Records”):
· Written format. A written description and explanation of medical conditions pertinent to my dental treatment, the treatment(s) conducted, including materials used; 

· Photography. “Before” and “after” photography of my teeth and full or partial face portraits showing my teeth at pre-and post- treatment stages; and

· Video film. Video footage in both interview and/or documentary format.
I also agree and authorize FOR to:
·  use   the Records for the purpose(s) that I have agreed to below (the “Agreed Purpose(s)”); and 
· share the Records with other individuals or organizations where this is needed in order to fulfil an Agreed Purpose. 

 Please tick the box(es) below if you agree your Records may be used for that purpose.

	       EDUCATIONAL AND RESEARCH PURPOSES (which will not identify me by name) including:
· as a case study (print or digital) to educate the dental community
· publication (print or digital) as a case study in relevant scientific and dental literature
· for research purposes by the dental community
· as a case study (print or digital) to educate potential patients about the treatment process 

	       COMMUNICATION PURPOSES (which may use my first name or the preferred alias stated 		       below) to promote FOR as an educational resource to the dental community including:

· on dental website(s) 
· on social media 
· on digital channels targeting the dental community
· in dental magazines (print or digital)
· in materials for dental conferences 	
I also agree that FOR may:
· retouch and in any other way alter photographs, images and video film (together ‘Images’) contained in the Records (in accordance with fair trade practice for the usage of Images): and
· make unlimited number of copies of such Images and that the copies may relate to the whole or part of such image
I understand that:
· FOR will retain the publication rights to these Images; 
· FOR will process my personal information in accordance with its privacy policy which can be accessed at www.for.org/en/privacy-policy

· I have the right to access, request modification or erasure, or obtain copies of my personal information to the extent permitted by applicable law;

· FOR will use appropriate technical and organizational controls to keep the Records securely;

·  in using the Records for an Agreed Purpose, FOR may transfer my personal information outside of my country of residence, where data protection laws may differ;

· if I have any questions about how FOR handles my personal information I may contact privacy@for.org for support;

· no royalty, fee or other compensation shall be paid to me for the use of the Records or Images; and

· I may revoke this authorization by emailing privacy@for.org but the revocation will not affect any actions taken before the date of the revocation.

To the extent permitted by applicable law, I undertake not to prosecute or to institute proceedings, claims or demands against either FOR or its licensees or assignees in respect of any usage of my Records or the Images for an Agreed Purpose.

I have read this release form carefully and fully understand its meaning.


	Patient Signature (or parent or guardian)




	Relationship to patient (if applicable)




	Date




	Alias





A copy of this Authorization and Release must be provided to the individual who has signed this form.
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