Videotape / Audiotape Consent Form 

As you are aware this is a teaching practice where we help to train family medicine residents.  We use video or audio recording as part of our teaching process and we appreciate your willingness to participate.  This recording/viewing will only be used for teaching purposes and will not be published in any form.  It will only be viewed by Dr ___________________ and Dr ______________________
The recording will be kept for no longer than 6 months.
If you change your mind at any point in this video process, you are free to revoke this consent and can ask to stop the recording/viewing without affecting your care or further treatment.  
With this signature, I give consent for a video or audio recording to be made of my office visit today. 
_________________________




Patient name






_________________________



________________________

Patient Signature





Date

_________________________



________________________

Supervising Physician Signature



Date
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