










M. Clayton Grubbs, DMD
AUTHORIZATION FOR USE OF PATIENT
PHOTOGRAPHIC AND/OR VIDEO IMAGES

AUTHORIZATION:

I authorize the use and disclosure of name, photographic/video images and/or testimonial for
marketing purposes by the practice listed above. I understand that information disclosed
pursuant to this authorization may be subject to redisclosure and may no longer be protected
by HIPPAA privacy regulations.

PURPOSE:

The photographic/video images and/or testimonial will be used for Social Media and/or
Advertising.

REVOCABILITY:

I understand that I may revoke this authorization at any time, but such revocation must be in
writing and received by the practice via registered mail. Revocation affects disclosure moving
forward and is not retroactive. This authorization expires 99 years from the date signed.

NO TREATMENT CONDITIONS:

I understand that the practice cannot condition treatment on whether or not I sign the
authorization.

I confirm and agree.

__________________________________________________ ________________
Patient or legal guardian signature Date

736 Clinton Parkway, Clinton MS 39056


