
 
 

 
 

Photo/Publicity Release 

 
I hereby grant permission  to the Allegheny Health Network, including its member hospitals, 
corporate affiliates, officers, employees and agents, to procure,  maintain  and distribute  
photographs,  video and/or voice recordings of me for use in p r i n t e d  m a t e r i a l s ,  
i n t e r n a l  c o m m u n i c a t i o n s ,  promotional  and/or educational materials. I understand 
that I have no right to inspect or approve the finished materials or final product.   I further 
understand  that I have no property right to or in any of the photographs  or video/voice  
recordings taken of myself  and that I  will  not be compensated for the same. 

 
By signing this form, I hereby release the Allegheny Health Network, including its member 
hospitals, corporate affiliates, directors, officers and agents, from any liability associated with 
the procurement, maintenance and distribution of me or my likeness in any photograph, video 
or voice recording. This permission will remain in force until I withdraw it in writing delivered 
to the AHN Privacy Officer and any uses or distributions prior to such a withdrawal, such as 
a continuing advertising campaign, will continue.   I understand that signing or not signing 
this document will not affect the medical treatment or other services that I receive in any 
way. 
 
 
Name (please print): 
    □ Volunteer      □ Patient □ Employee  □ Visitor  
 
 
*If employee, Employee Identification Number: 
 
Signature**       Date: 
 
**In case of minor, I hereby individually and as □ Father □ Mother □ Guardian of the 
above, consent to the foregoing. 
 
 
Witness:       Date: 
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