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I hereby authorize the use and reproduction of photographs, films, videotapes, interviews and information about the patient _______________________________________________ (fill in name) taken by and for Baptist Memorial Health Care Corporation or any affiliated corporation or entity (hereinafter collectively called BMHCC) and/or its agent for use in publicity and promotion, including reproduction by BMHCC of the likeness, voice and sound effects of this patient in radio, television, videotape, Internet, film and print media without limitations or reservations. I also authorize the use of this patient’s name with any reproduction and agree to allow a BMHCC representative to advise BMHCC’s donors, the general public and the news media, from time to time, about the medical condition of this patient. I agree this information can be released by members of the BMHCC Corporate Communications staff or their designee and may be communicated to donors, the public, and the news media by way of correspondence, Internet, phone and/or publication in BMHCC publications or the news media. I further agree that should BMHCC choose to use this patient’s likeness or voice and sound effects, the sole property interest in the likeness, voice and sound effects as retained on whatever type of medium becomes vested in BMHCC.  Types of information and/or images to be used by Baptist Corporate Communications staff:

I understand this authorization is completely voluntary on my part. This authorization in no way affects my receipt of health care from any Baptist-affiliated entity. This authorization shall remain valid for so long as Baptist maintains the images and/or information described above. I understand I have the right to revoke this authorization, but that if I wish to do so, I must communicate my desire in writing to the Corporate Communications Office of Baptist Memorial Health Care Corporation. I understand that the images and/or information described above will not be considered confidential, protected health information because I have authorized their use in a public forum.

Name of patient (please print)

Name of parent or guardian (if applicable)

____________________________________________________________________________________

Patient or Parent/Guardian signature

_______________________________________
_____________________________________________

Street Address





City, State, Zip

_______________________________________
_______________________________________

Area code and phone number
E-mail address

_______________________________________

_______________________________________

Corporate Communications Staff/Witness signature

Date

Baptist Corporate Communications, (901) 227-3500, fax (901) 227-3501

350 N. Humphreys Blvd., Memphis, TN, 38120

Authorization
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