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AL DERMATOLOGY PC

LYUBOV AVSHALUMOVA D.O. F.A.O.C.D. 80 BEEKMAN STREET NEW YORK, NY 10038

_____________________________________________________________________________________________

P: (212) 729-SKIN (7546) | F: (212) 729-9395 | Email: contact@212skin.com | www.212SKIN.com

PHOTO RELEASE CONSENT FORM

I, the undersigned, give my permission to Lyubov Avshalumova,DO and her associates, to use photographs of me for my medical record.

I further agree to hold Lyubov Avshalumova, DO or her associates free and harmless from all claims arising from the use of said photographs when used within the scope described above.

Name of patient________________________________________

______________________



_______________________

Signature



Date

_____________________________________________________________________________________________
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