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Diagnosis: ___________________________________________________________________________ 

Keywords: ___________________________________________________________________________  

Date of Photo: _____________ Clinical Photo No.: _______________ HPE Photo No.: ______________  

Biopsy Date: _________________________________ Biopsy No.: ______________________________  

 

  
 1. Please indicate on the diagram 
      the area(s) to be photographed.  
 2. Specify any lesion(s)  
      which require a close-up view 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I,________________________________________________(IC No.:___________________________) 
the father/mother/guardian of ____________________________________________, give my consent 
for photographs to be taken, as indicated above, of the said patient and for photographs to be used by 
the Department for diagnostic / record / teaching / academic / publication purposes only. I understand 
that the Department authorities will, to the best of their ability, protect my identity in the event that the 
photographs are reproduced in the teaching sessions, academic discussions/meeting and 
medical/scientific journals. Signature of Patient/Person giving consent: ________________________  
 
Date: ____________________  
 
 
REQUESTING MEDICAL OFFICER   WITNESS  
 
Name   :______________________________                   Name      :______________________________ 
Signature: ______________________________                   Signature:______________________________ 


