
 
 

Selena A. Lantry, MD 
1505 Wilson Terrace  

Suite 130 
Glendale, CA  91206 

818-247-2170 
 
 
 
 
 
 
 
I hereby authorize Selena Anne Lantry, MD to perform the following 
 
procedure_______________________________________________. 
 
I give permission to Selena Anne Lantry, MD to show my photograph to  
other patients.  
 
 
 
Print Name____________________________________________ 
_ 
Signature______________________________________________ 
_ 
Witness________________________________________________ 
 
Date___________________________________________________ 
 


