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· [bookmark: _Hlk85703575]Patient	Other:			 Participant's Name:	_______________ Date of Birth:	            /           /         (month/day/year)
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Phone Number: (	)                          E-mail (optional):  	                                                        



ACTIVITY (check all that apply):
· Interview	Photography	Audio Recording       Filming or Video Recording
· Other:                                                 	
TYPE OF USE:
· [bookmark: _Hlk85099143]By a State of Tennessee Department of Health (‘department’) representative  
· Other:                                                                                                              

Description: Non-exclusive use of the Participant’s likeness, comments for publicity and promotion purposes related to the Department of Health’s efforts including but not limited to print, social media, email, electronic media, radio, television, or internet website or streaming.   This Release is provided for non-commercial use.

I understand that this authorization is voluntary. If the participant is a patient of the department, I understand that their ability to receive health care services, eligibility for benefits, or reimbursement for services is not conditioned on the signing of this authorization.

I understand that once the information provided under this authorization is disclosed, that information may be redisclosed to others and will no longer be protected under federal privacy law (HIPAA).
I understand that all negatives, prints, digital reproductions, recordings, and videotapes shall be the property of the department and shall not be returned to me or the participant, and that the participant will not be compensated.

Expiration: This authorization expires five (5) years from the date of signing.

Cancellation/Revocation: I may cancel or revoke my authorization at any time by writing to:  

[email address]			or		[Physical Address]
							[Street Address]
							[City, TN 37xxx]
							[Attn: Title]
Revocation will be effective upon receipt, except to the extent that the department or others have already relied on this Authorization. If the multimedia items have already been shared, it may not be possible to recall them.

I have read this form, and all of my questions have been answered. I hereby agree to release on behalf of myself, my heirs, successors, assigns and representatives, release, waive and discharge the State of Tennessee, the department and any successors, assigns, contractors, representatives, affiliates and subsidiaries, from any and all claims and liabilities arising out of or in connection with the granting of rights set forth herein, including but not limited to claims for libel, slander or any other sort of defamation, invasion of privacy or any other claim under state or federal law.

Further, I waive any right to inspect the finished work, or approve the use to which it may be applied. The laws of the State of Tennessee, without giving effect to its conflicts of law principles, govern all matters arising out of or relating to this Agreement, including, without limitation, its validity, interpretation, construction, performance, and enforcement.  Further, I acknowledge that the State of Tennessee Open Records Act may apply to any materials produced by or in connection with the department’s efforts.

You will be provided a copy of this authorization after it is signed.



		
Signature of participant, parent, or legal representative



[bookmark: _Hlk86826797]	Date
Time



If not signed by participant, indicate legal relationship:    	



	
Department Representative Name	Department Representative Signature



Time
Date
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