UPMC Creative Services

Authorization For Video, Audio, Recording,
and Photographic Participation and Interviews

Subject’s Name:

Address:

Telephone: ( ) E-mail:

[ ] Thisauthorization pertainstoaspecificproject, request, eventand/oruse (specify): Online ZOOM events for 2020 Camp
Chihopi

[] Thisauthorizationdoes notpertaintoaspecificrequest, project,eventand/oruse.

I acknowledge and understand that by participating in the ZOOM events for Camp Chihopi, my child will be recorded along
with all other participants in the camp. 1authorize UPMC to photograph (still photo, film, videotape, or digital
imagery/video), record (audiotape or digital)and/orinterviewmy child,usingeithera UPMCstaff
photographer/videographerand/orreporter,ora photographer/videographerand/or reporter approved by
UPMC.lunderstand that UPMC,andin some cases the organizationwithwhichithas partnered, has /shall
havealllegal rights to the photography /recording(s)/ interview(s) and that ! give up anyandall rights to
these organizations and will not receive any paymentor compensation for the same noworinthe future.|
understand the photography/recording(s) / interview(s) may beused forpublicity,education, public
information, or paid advertisingby UPMCand that the photography/ recording(s) could appearon UPMC'’s
website and/or elsewhereontheInternet. | herebyrelease and discharge UPMC, its subsidiaries,anditsand
theiremployees,agents,andrepresentatives fromany claims, liability,or results caused bytheuseof such
photography/recording(s) and/orinterview of me as provided herein. Notwithstanding the foregoing, UPMC
agrees that it will blur my child’s face and likeness in any such recording if | so indicate that preference
here:

By agreeing that my child’s participation can be recorded, | also authorize UPMC, atits discretion,to
interviewmy child’s UPMCdoctor(s), nurse(s),and/or other caregivers to confirm, supplement, and/or clarify,
in general terms, the information provided by my child.lunderstand that such staff interview(s) may resultin
alimited disclosure of my child’s protected health information (PHI), in the form of facts necessaryto ensure
theaccuracy ofanyaccountbased on my child’s interview, but that no medical recordswill be released.

lunderstand that whether | choose to sign this authorization will in no way influence the health care services
provided to me or my child by UPMC. Additionally, | understand that | will not receive any special services or
compensationin exchangeformyagreeingtosignthisauthorization.lunderstandthatl may revokethis
authorizationatanytime by providing written notice to UPMC addressed to: UPMC Marketing Communications,
600 Grant St. Floor 57, Pittsburgh,PA15219.However,suchrevocationshallnotaffectUPMC’srighttouse
information, photography/ recording(s),and/orinterviews made orobtained priorto myrevocationofthis
authorization.

Subject’s Signature: Date:

Witness’s Signature: Date:

Thesubjectis unabletoconsentonhis/herownbehalfbecause

lamtheauthorizedrepresentative ofthe subject,onthefollowingrelationship orbasis
and hereby provide such authorization on behalf of the subject.

Signature of Subject’s
Authorized Representative: Date:




