< NAME

>

<  PRACTICE 
>

<  ADDRESS
 
>

< Phone

> 

< Fax


>     

Release Form

I understand the photograph(s) or video or audio recording(s) taken of me by staff, agents, employees or representatives of < ________> shall be used in connection with 

<_______> dissemination of information for education and promotional purposes, including without limitation, advertising, evaluation of medical procedures and sharing of that information with primarily, but not limited to, patients, physicians, surgeons, and others.

I hereby irrevocably authorize <_______> to copy, exhibit, publish or distribute any and all such images and audio of me or wherein I appear, including composite or artistic forms and media, for purposes of publicizing <_______>’s practice or for any other lawful purpose. In addition, I waive any right to inspect or approve the finished product, including written copy, wherein my likeness appears.

I hereby hold harmless and release and forever discharge <_______>. from all claims, demands and causes of action which I, my heirs, representatives, executors, administrators or any other persons acting on my behalf or on behalf of my estate have or may have by reason of this authorization.

Project Title:

Signature:               



                          Date:

Printed Name:

Street Address:

City, State, Zip Code: 

Telephone: 

