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Patient Photography & Audio Visual Consent Form 
 

 
Patient Name (printed): 
 
 

 
 
I authorize the Camden Coalition of Healthcare Providers (Camden Coalition) to 
interview and/or make an audio/visual/electronic recording or photograph 
(collectively "Recording") of me as part of the following Camden Coalition projects. 
 

 
Please check all boxes you agree to: 
 
☐ Storytelling, testimonials and furthering the Camden Coalition mission 
 
☐ Print & digital media including but not limited to: websites, press 
releases, newsletters, social media (e.g. Facebook, Twitter, YouTube), 
brochures, advertisements, and other publications 
 
☐ Educational purposes: slide shows, resource library, grant proposals 

 
 
The Camden Coalition may repurpose the “recording” for publications, exhibitions, 
or reproduction to be used for news, web casts, promotional purposes, telecasts, 
advertising, inclusion on websites, or any other purpose by the Camden Coalition 
and its affiliates and representatives. 
 
I authorize the release and distribution of information concerning my illness/injury, 
medical treatment and medical history contained in any Recording, to the news 
media and/or to the public, through electronic or traditional paper media, 
presentation or publications or on Camden Coalition’s website. 
 

The following restrictions apply: 
 
 



	   2	  

 
 
I grant this authorization and release because I support increasing the capacity, 
quality and access of healthcare for all Camden residents. 
 
This agreement represents all terms and considerations; no other payments, 
inducements, statements or promises have been made to me. I understand that 
Camden Coalition shall own any Recording or other resulting marketing or public 
relations material. I am not entitled to any compensation or royalties or other 
payment resulting from such Recording, media, marketing or public relations 
material. 
 
I further understand I will not have the option to review the final Recording, media, 
public relations material or news article before it is published or broadcast and that 
other news media may reprint or rebroadcast the information I am releasing 
following the initial publication or broadcast. 
 

Patient Signature  
Or signature of patient representative (if under 18) 
 
X 

 
Please check only one box below: 
 
☐ I permit my Recording and full name to be used. 
☐ I permit my Recording and first name to be used. 
☐ I permit my Recording but not my name to be used. 

 


