PHOTOGRAPHY RELEASE

For good and valuable consideration, I hereby agree without recourse to a
total and complete authorization by Kelly Dental Care of all photographs,
negatives, proofs or slides which you have taken of me for purposes of
publication, display or education without further compensation or
remuneration to me. [ agree that all photographs, negatives proofs or slides
shall completely and irrevocably remain your property.

Signature

Signature of Parent
Or Guardian in Minor

Signature of Witness

Date




