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Consent for Use of Photograph & video (Media) 
 
 
Parent/Guardian:   
 
As you are aware, there are potential dangers associated with 
the posting of information and photographs. The law requires 
that we ask for your permission to use information about your 
child.  
 
I, ___________________________________, authorize Wenatchee Pediatric 
Dentistry to use my child’s photograph and First name ONLY for 
publishing in their newspaper ad, website, and online platforms 
(Facebook, Twitter, Instagram, Snapchat, etc). May also be used For 
patient/parent education. 
 
 
 
Child’s Name: (please print)         

Parent/Guardian Signature:         

Date:     


