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Public Relations Consent for Publicity Form
Authorization must be signed by the patient if age 18 or over; or by a minor (under 18) if emancipated or otherwise eligible pursuant to all state and local laws; or by parent or legal guardian for any other minor; or by the patient’s legally authorized representative if the patient is otherwise unable to consent (See HIPAA Policy 100.133.00).

Purpose: _____________________________________________________________

Participant’s Name: ____________________________________ Date: ____________

I do hereby grant and give the Avon Foundation Breast Care Fund, its successors and assigns (hereinafter called “AFBCF”), the right to use, and to permit others to use, my photograph, voice or image on a film, video tape or other sound and/or visual recording device, with or without my name, both singly and in conjunction with other persons or objects.

This release form is intended for the following use(s):

___ print or electronic media

___ promotional display or brochure

___ other _______________________

___ radio, television or print advertisement

___ educational, training or research

The following specific health information may be disclosed: ____________________________________________________________________________________________________________________________________________

I warrant that I have the right to authorize the foregoing uses, and do hereby release and hold harmless AFBCF, its officers, agents and employees for and from all liability for any injuries or damages of whatever nature which may arise out of or result from such uses.

I realize that the information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and no longer be protected.

I understand I have the right to revoke this authorization in writing at any time. A written revocation should be sent to:

Avon Foundation Breast Care Fund Coordinating Center

c/o Cicatelli Associates Inc.

505 Eighth Avenue, Sixteenth Floor

New York, NY 10018

This authorization will expire on (date) ___________________________

(If blank, this form will automatically expire in 10 years)






_____________________________________






Patient’s or Personal Representative’s Signature






_____________________________________






Relationship to Patient






_____________________________________





Witness


January 2010 – December 2010

