






Name: ____________________







Hospital No. _______________







DOB: _____________________
CONSENT FORM
I understand that the digital photographic images that I have agreed to be recorded form part of my confidential clinical records.

These digital images may be useful for clinical teaching and research. In view of the explanation given to me, I agree to these digital images being used to further the education and training of appropriate professional clinical staff.

I therefore consent to these images being displayed as part of an educational section of the website of the British Society of Colposcopy and Cervical Pathology on the basis that they will not be identifiable as belonging to me
I understand that if any of these digital images are required for reproduction in any paper publications, in any form, my consent to this will be specifically sought.

In view of the explanation given to me by Prof/Dr/Mr/Miss/Mrs……………………



I consent to these digital photographic images being taken and stored


in my personal medical casenotes



I consent to these digital photographic images being made available for



the teaching of trainees as described above


I consent to these digital photographic images being published as 



described in the context above
Signature of patient/parent/guardian………………………….

Date of signature………………………………………………

Relationship if not patient……………………………………..

