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Renaissance Cosmetic Laser & Surgery
Dr. Taek Y. Kim, M.D., FAACS & FACOG
17W300 22" Street, Suite 202

Oakbrook Terrace IL, 60181

Phone: 630.322.9090

Fax: 630-971-0364
www.renaissancecosmeticlaser.com

PHOTOGRAPH RELEASE FORM

By signing this release form, | authorize Renaissance Cosmetic Laser and Aesthetic Surgery to use the

following personal information.

| hereby authorize Dr. Taek Y. Kim, M.D., S.C., DBA Renaissance Cosmetic Laser and Aesthetic Surgery, it subsidiaries,
licensees, successors and assigns, the right to use, publish, and reproduce, for all purposes, pictures of me in film or electronic
(video) form, sound and video recordings of my voice, and printed and electronic copy of the information described in sections (1)
above in any and all media including, without limitation, cable and broadcast television and the internet, and for exhibition,
distribution, promotion, advertising, sales, press conferences, meetings, hearings, educational conferences and in brochures and
all other forms of media not listed. This permission shall continue forever unless | revoke the permission in writing. Initial

| further grant Taek Y. Kim, M.D., S.C., DBA Renaissance Cosmetic Laser all right, title, and interest that | may have in all finished

D pictures, negatives, reproductions, and copies of the original print, and further authorize Taek Y. Kim, M.D., S.C., DBA
Renaissance Cosmetic Laser and Aesthetic Surgery the right to give, transfer, and exhibit the print in copies or facsimiles thereof,
for marketing, communications, or advertising purposes, as it deems fit. Although these photographs will be used without
identifying information such as name, | understand that it is possible someone may recognize me. Initial

D | hereby waive the right to receive any payment for signing this release and waive the right to receive any payment from Taek Y.
Kim, M.D., S.C., DBA Renaissance Cosmetic Laser and Aesthetic Surgery the use of any of the material described above for any
of the purposes authorized by this release. | also waive any right to inspect or approve finished photographs, audio, video,
multimedia, or advertising recordings and copy or printed matter or computer generated scanned images and other electronic
media that may be used in conjunction therewith or to approve the eventual use that it might be applied. Initial

| acknowledge that | have read the foregoing and | fully understand the contents.

IN WITNESS WHEREOF, | have executed this release on this day of ,
Patient Name Print Phone Number
Patient  Signature Date

Address City State

Zip



