Photography and Videography consent form
Institutional Ethics Committee of IPGME&R and SSKM Hospital, Kolkata

Study title
Subject’s: name: ________________________________   Initials _____   Age _____  Sex ______   

Please tick if you agree
	1
	I hereby consent to myself, or my ward be photographed / videographed by investigators of the above study.
	(

	2
	I understand that such photography / videography is essential to the study’s scientific merit.
	(

	3
	I understand that the images or videos may be reproduced in scientific reports and papers related to the above study but without revealing my or my ward’s identity.


OR

I understand that the images or videos may be reproduced in scientific reports and papers related to the above study and I have no objections to my or my ward’s identity being revealed in the process.
	(
(

	4
	I have been informed that I will not be paid for this photographic or videographic record and I will not raise claims in future for such payment.
	(

	5
	It has been explained to me that my or my ward’s still or video images will be stored in a secure location and only authorized individuals will have access to them. They will be kept as long as they are relevant and after that time archived or destroyed.
	(

	6
	I understand that I may revoke this authorization for photography / videography at any time, while the study is in progress, by notifying the study investigators in writing. The revocation will not affect any actions taken before the receipt of this written notification and will not entail any penalty or loss of benefits for me or my ward. However, the revocation will not be applicable once the study has been completed.
	(

	7
	I acknowledge that I have read this consent form in its entirety, or it has been read and explained to me, and I have had the opportunity to ask questions and fully understand it.
	(


Signature / Thumb impression of subject / Legally acceptable representative: _____________

LAR name: _______________________________________  Date: _________  Place: ______________

Study investigator’s signature:  ________________________________________________________

Study investigator’s name: ________________________   Date: _________  Place: ______________

Mandatory where subject / LAR has provided thumb impression

Signature of the witness: ___________________________________________________________
Date:  ___________________________    Place: __________________________________________

Name & Address of the witness:
_____________________________________________________


_____________________________________________________

Relation to the subject (if any):
_____________________________________________________

