
NEW LEAF PLASTIC SURGERY – FORT WORTH     

Patient:  Procedure Date:  

 
 

 

I hereby grant permission for the use of any of my medical records including 

illustrations, photographs or other imaging records created in my case, for 

use in examination, testing, credentialing and/or certifying purposes by The 
American Board of Plastic Surgery, Inc. 

 
 

 

 
__________________________________________Patient Signature 

 

__________________________________________Witness Signature 
 

__________________________________________Date

 


