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 RETRAC Mental Health Clinic and Community Center

 PHOTOGRAPHY/VIDEOTAPING/OTHER IMAGING/AUDIO RECORDING FOR TREATMENT, EDUCATION, MARKETING OR MEDIA PURPOSES

Patient’s Name: ________________________________________ MR# ____________________
Address: _______________________________________________________________________
Phone Number: __________________________________________________________________
RETRAC Mental Health Clinic and Community Center has provided to me an explanation as to how my information will be used.    I hereby give my consent to have photographs, videotaped images, other images, or audio recordings made of my family member or me for the following purposes:

· Organizational Marketing or Publicity Purposes

· Social Media Purposes

Event: ____________________________________________________________

· Interviews with News Media

Organization/s: ___________________________________________________________

· Educational Purposes

· Other: ___________________________________________________________________
Nane of Individual/Group Doing the Photograph/Recording:  ______________________________________________________________________________

______________________________________________________________________________

Time Period for Which Release is in Effect:  __________________________________________
By my signature below, I further understand the following:  

· I authorize the photograph/recording as indicated above and understand that I may view the photograph or view/listen to an recording prior to release.

· I understand that my last name or other identifying information may be used or made available.

· I may revoke this consent at any time by giving written notification to the Clinic Administrator

· I understand that RETRAC Mental Health Clinic and Community Center cannot control who saves and/or uses photos published on the Internet.

· I, nor any other person for whom I have given consent, will ever receive compensation for the use of any photograph or recordings.

· My decision to consent or not consent does not in any way affect eligibility for any RETRAC Mental Health Clinic and Community Center Programs.  

Signature of Consumer/Guardian         



Date

Witness







Date

______________________________________________________________________________
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