Patient Authorization and Release Form

| consent and agree that the
photograph(s), or medical image(s)
made of me on / / by
Dr. may be
distributed to and used by the Saudi
Society for Rheumatology or its
licensees or assigns for the purposes
of  public information, public
education, training, and for any other
purposes SSR deems appropriate to
inform the medical profession or the
general public about the field of
rheumatology.

| have been advised that neither I, nor
any member of my family, will be
identified by name in any publication.
| understand that in some
circumstances the photograph(s) may
portray features that will make my
identity recognizable. I also
understand that | have the right to
revoke this authorization in writing at
any time.

By signing this form, | certify that |
have read the above authorization and
release and fully understand its terms.

Patient name:
Date:
Signature:

Witness name:
Date:
Signature:
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