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CONSENT TO PHOTOGRAPHY AND PUBLICATION

UNIVERSITY OF MASSACHUSETTS MEDICAL SCHOOL

I hereby give my consent to the University of Massachusetts Medical School to photograph or film me and/or my minor child and to use the images in such forms as photographs, slides, movies or videotapes in publications and/or video displays and UMMS Web site pages. I understand that such pictures may be used as deemed appropriate by UMMS and that no fees will be paid to me for the use of these pictures. I release UMMS and its employees and agents from liabilities that may arise from the taking or the use of these images.
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(If minor child, signature of closest relative or legal guardian)
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DAYTIME TELEPHONE NUMBER
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