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CONSENT TO RECORD
I hereby grant Children’s Hospital the right to reproduce my photograph and/or voice and/or name in the form of a videotape or voice recording.  In addition, I grant the right to reproduce these films or tapes to be accessed in limited quantities to be made available to other hospitals, colleges and/or other health care professionals solely for educational purposes.

· Yes

· NO

I grant permission for my presentation to be broadcast live via satellite for immediate viewing to sites within Nebraska.

· Yes

· No

I grant permission for my presentation to be transmitted via Internet and remain available for viewing.

· Yes

· No

I grant permission for my presentation to be made available to Medical Missions for Children for global transmission to underserved areas and international audiences.

· Yes

· No


I agree to follow HIPAA privacy standards in my presentation, and remove any patient identifiable information.

· Yes

· No


I further warrant that I am of legal age and have executed same as my free act and deed.

Signature:













(Typed signature indicates written consent)
Name:

                             










Address:













Date:














Witness:













Indicate the audio-visual equipment that you will require for your presentation:

· Power Point

· Slides

· Overhead Projector

· Video Tape

· Flip Chart

· CD/Tape Player 
· Laser Pointer
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