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PHOTOGRAPH AND VIDEO
AUTHORIZATION AND RELEASE FORM

I hereby authorize Fred Hutchinson Cancer Research Center (FHCRC”) and its Affiliates — Seattle Cancer Care
Alliance, UW Medicine, and Children’s Hospital and Regional Medical Center, and their respective designees,
licensees, successors and agents (“collectively “Affiliates™) ~- to take, use, reproduce, and/or publish without
limitation any photographic or video imagery of myself in digital or non-digital format (the “Imagery”) and to
copyright the Imagery in its name or the name of any other third partics,

I understand and acknowledge that the Imagery may be taken, used, reproduced and/or published for any purpose
whatsoever without restriction and that the Imagery may be altered or otherwise modified. 1 also understand and
acknowledge that the Tmagery may be taken, reproduced, used and/or published multiple times and combined with
any iext, photos, illustrations and/or other information. I authorize FHCRC and its affiliates to use my name, in
full or in part, or a fictitious name in conjunction with the use, reproduction, and/or publication of the Imagery.

I further authorize FHCRC and the Affiliates to include with any Imagery in any format a caption or other text that
informs the reader that I have received medical treatment for a specified disease from FHCRC and/or the Affiliates.

I understand that I waive any right that I may have to inspect or approve the finished product or products, or the
adverlising copy or printed matter that may be used in connection with it, or the use to which it may be applied.

T understand that I will not be compensated for any of my participation pursuant to this release form.

I hereby release, discharge, and agree to hold harmiess FHCRC and its Affiliates from any liability by virtue of any
blurring, distortion, alieration, optical illusion, or use in composite form, whether intentional or otherwise, that
may occur or be produced in the taking of said picture or in any subsequent processing thereof, as well as any
publication thereof, including without limitation any claims for libel or invasion of privacy.

I understand that the revocation will not apply to information that has already been released in response to this
authorization. Unless otherwise revoked, this authorization will expire on the following date, event, or condition:

[ understand that authorizing the disclosure of this health information is voluntary. 1 can refuse to sign this
authorization. I need not sign this form in order fo assure treatment. T understand that I may inspect or copy the
information to be used or disclosed as provided in HIPAA Privacy 45 +-CFR 164.524. I understand that any
disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may
not be protected by federal confidentiality rules. If I have questions about disclosure of my health information, 1
can contact the External Relations & Communications Depl.

I have read the above authorization, release, and agreement prior 1o its execution, and I am fully familiar with the
contents thereof.

Signature of Model or Legal Representative Date

If Signed by Legal Representative, Relationship 1o Model

Purpose of image/video:

Name:

Address:

Phone:

E-mail;




