Authorization for Release/Use of Health Information In 

Photograph/Videotape/Electronic Images for Education/Training or for Publicity/Marketing

I, ______________________, hereby authorize the Board of Regents of the University of Oklahoma ("OU") including but not limited to the   __________________________________ (Clinic/College/Department) and their staff, to make a photograph, videotape, or other electronic recording (“recording”) of me during the course of or about my treatment or medical condition (my health information).  I am at least 18 years of age. Those recordings may become part of my medical record in the patient chart. Under the Health Insurance Portability and Accounting Act of 1996 (HIPAA), those recordings may be supplied as part of the medical records to medical specialty boards and hospital medical staff reviewing a treating physician's credentials. I grant to OU the on-going and unrestricted right to use those recordings (but not my name) for the additional purpose(s) checked below: 

 FORMCHECKBOX 

Use by medical specialty board in formulating its examination of applicant physicians 

 FORMCHECKBOX 

Professional medical journals, videos, or professional publications
 FORMCHECKBOX 

Supervision or education purposes

 FORMCHECKBOX 

Inclusion in the Department’s or provider’s private educational videotape and recordings library, access to which is limited to University faculty, staff, and authorized trainees

 FORMCHECKBOX 

Interview for possible broadcast or publication by a media entity or similar

 FORMCHECKBOX 

Broadcast or publication by a media entity or similar

 FORMCHECKBOX 

Interview, photo, and/or video for possible use by OU in print or electronic promotional materials or similar

 FORMCHECKBOX 

Speaking engagement

 FORMCHECKBOX 

Other ____________________________________
OU plans to use the recording until it is obsolete or until I revoke this Authorization as described below. If I choose to seek medical care or treatment from OU, I will not be declined care if I do not wish to be recorded. 
I grant to OU, its successors and assigns, and those acting under its permission or authority, for the purposes selected above:  

1. The unqualified right and permission to reproduce, publish, circulate, and otherwise use all or part of this health information, including image and voice, in any part of the world.  I waive the opportunity or right to inspect and/or approve the use to which it may be put.  This Authorization covers all health information contained in the recordings.

2. The absolute right and permission to copyright, in its own name or otherwise, and use, reuse, publish, and republish images of me that may include my image and voice in whole or in part without restriction as to changes or alterations in or reproductions of in color or otherwise, made through any medium at OU or elsewhere, and in any or all media now or later known for illustration, promotion, art, exhibition, advertising, trade, or any other purpose whatsoever.  I also consent to the use of any printed matter.  I agree that all such recordings and plates and negatives and the like are and remain the property of OU.

3. All my right, title, and interest in and to all reproductions of my health information, and I release OU from any and all rights, claims, demands, actions, or suits that I may have against them on account of the use or publication of my health information.  I have read and understand this Authorization and agree to its terms and conditions.

I understand that:

· I understand that I will not be paid by OU for the use of my image or information in recordings.
· THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE INFORMATION WHICH MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR NON-COMMUNICABLE DISEASE.
· I may refuse to sign this Authorization and signing it is strictly voluntary. My treatment or regular care from OU, if any, is not conditioned upon my signing this Authorization. 
· I may revoke this Authorization at any time in writing by delivering my revocation to the Department, Clinic, or College named above or to the University Privacy Official, 1000 Stanton L. Young Boulevard, Room 221, Oklahoma City, Oklahoma 73107,or by calling (405) 271-2033, but if I do, my revocation will not affect any release of information prior to OU’s receiving the revocation. Further details may be found in OU's Notice of Privacy Practices. 
· The released information may no longer be protected by federal privacy regulations, in which case, it may be redisclosed by third parties.

· I may obtain a copy of the recording described in this Authorization, if I submit a request for it.  OU may charge a reasonable fee for the copy.   

· I get a copy of this form after I sign it. 

	
	
	     
	
	     

	Signature of Patient or Authorized Legal Representative*
	
	Patient’s Date of Birth
	
	Date

	     
	
	          
	

	Print Name  of Patient or Authorized Legal Representative*
	
	Relationship to Patient
	


*May be requested to show proof of representative status
{ }© 06/2017
File in Patient Chart
    HIPAA Document


                                                                                                    Copy to Patient                
                                            Retain for a minimum of 6 years

