
Photo/Video Release Form

Authorization for Use and Disclosure of Patient Photographic and/or Video Images

Authorization:

I authorize the use and disclosure of my name, photographic/video images, and/or testimonial for
marketing purposes by the practice listed below.  I understand that information disclosed pursuant to
this authorization may be subject to disclosure and may no longer be protected by HIPPA privacy
regulations. 

Purpose:

The purpose of this authorization is to permit the Information, including Images, to be used for
marketing of the Practice, and I explicitly consent to the use of Information for advertising and
marketing activities to promote the Practice.  I acknowledge and agree that no compensation will be
provided for the use of the Information.

Expiration and Revocability:

I understand that I may revoke this authorization at any time by notifying the Practice via by Certified
Mail, return receipt requested, but that revocation will only affect uses and disclosures initiated after the
date notice is received by the Practice.  Upon receipt of the notice of revocation, the Practice will make
reasonable efforts to remove posted image information from social media platforms over which it has
control, but cannot guarantee removal from all sites.  I understand and explicitly acknowledge that the
Internet allows for wide sharing and forwarding of information, and that the Practice cannot control all
re-disclosure of  information.  This authorization expires 99 years from the date signed.  

No Effect on Treatment:

This authorization is voluntary.  I understand that the Practice cannot condition treatment of the
Patient on whether I sign this Authorization, and that my decision not to sign will not influence or
affect the Patient’s treatment in any way.

Date:Patient Signature:
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