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Photographic/Video Image Release

I hereby give Children’s Hospital and Regional Medical Center (“Children’s”) and its affiliates the absolute and irrevocable right and permission to take, use, re-use, publish, and re-publish these photographic and video images of ____________________________________________ (First and Last Name/s), in whole or in part, individually or in conjunction with other photographs, in any medium for publicity purposes, including without limitation, for purposes of illustration, promotion, advertising and trade. 

I hereby release Children’s and its affiliates from any and all claims and demands arising out of or in connection with the creation and use of these photographic images.  This authorization and release shall also inure to the benefit of the legal representatives, licensees, and assigns of the parties. 

By signing this form, I acknowledge that I have read and agreed to its terms.
	Parent/Guardian Signature: 

________________________________________
	Date:

_______________________________________

Phone Number:

_______________________________________

	Printed Name: 

________________________________________      
	Email Address: 

_______________________________________

	*Witness:

________________________________________
	Address:

_______________________________________

_______________________________________
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