
 

 

 

 

Consent to Taking Photographs 
In connection with the medical services which I am receiving from my physician, Rachel Careccia, M.D. 
and her associates, I consent that photographs may be taken of me or parts of my body, during and after 
treatment. 

• The photographs shall be used for my medical records. 
• The photographs may be used to coordinate care between my health care providers, especially 

as it relates to additional medical procedures that may be necessary in the course of my care. 
• The photographs may be taken only with the consent of my medical provider, and under such 

circumstances and at such time as approved by my provider. 
• The photographs shall only be taken by my provider or by a staff member approved by my 

provider. 
• The photographs may be provided to my insurance company at my request or if requested by 

my insurance company. 
• Photographs may be used by my provider for educational purposes.  It is specifically understood 

that I shall not be identified by name and when possible, my face and/or identifying 
characteristics will not be shown. 

 

Printed Patient Name _____________________________________  Date:  ________________ 

Patient Signature  ______________________________________________________________ 

 

 
Rachel E. Careccia, MD, FAAD 

 
Board Certified Dermatologist 

Board Certified Dermatopathologist 
 

Heather Leto, ARNP-FNP-C  
12500 N. Dale Mabry Hwy, Carrollwood, FL. 33618 

(P) 813.712.5702  (F) 813.377.1005 


