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Authorization for Release of Information

Media, Marketing and Educational Use
Name of participant: _______________________________________________________

First


MI
       Last

□  Permission Denied

The Harris County Hospital District Foundation (HCHD Foundation) and its representatives on occasion take photographs and/or video and conduct interviews for the HCHD Foundation’s use in print and electronic publications.  This serves as public notice of the HCHD Foundation’s intent to do so and as a release to the HCHD Foundation of permission to use such images, quotes as it deems fit.  If you should object to the use of your photograph, video, quotes, you have the right to withhold its release by placing a check here _____ and signing immediately below.

Signature ______________________________________________ Date _____________

Witness _______________________________________________
 Date _____________


□  Permission Authorized
If you have no objection to the use of your photograph, video and/or quotes in accordance with the terms below, place a check here _____ and sign below.  I hereby give permission to the HCHD Foundation to take photographs, video and/or conduct interviews of/with me during the event and to use the images and quotes so taken in whatever way the HCHD Foundation shall choose.  By this authorization I agree that neither I nor my dependents receive any fee and that all rights, title, and interest to the images and use of them belong to the HCHD Foundation.

I further release and indemnify the HCHD Foundation, its Board of Trustees, its staff, and Harris Health System, its governing board, administrators, employees and affiliating physicians from and against any and all liability and responsibility for any claim or cause of action on account of damages, expenses, or other loss caused, suffered or occurred during, arising out of or in any way associated, directly or indirectly, with my appearance in the photographs, the make of such images, quotes, and/or their use.

Signature ______________________________________________ Date _____________

Witness _______________________________________________
 Date _____________

Please submit the completed form to Carolyn.Amos@harrishealth.org.
