Consent for the Use of Video
I authorize the use of my/my child’s video, made in cooperation with the ____________________________, for the following purposes.

Please initial all that apply:

____ 1. To be used for purposes of viewing for supervision and training by the professional requesting release.

____ 2. To be used by my child and/or myself for enhancing coping with illness and mastery of skills.

____ 3. To be exhibited for teaching purposes within the medical school to educate health care professionals 

         about patient and family coping with illness (i.e., psychology trainees, psychiatry residents, pediatric 

         residents, medical residents, and professional staff).

____ 4. For use with other patients and their parents/guardians to educate them about children’s medical 

         conditions and useful strategies for coping with various experiences and aspects of treatment.

____ 5. To be exhibited as a part of professional academic presentations at regional/national/international 

         conferences for the purpose of educating healthcare professionals about patient and family adjustment and 

         coping with illness.

         6. To be used as an instructional video for the purposes of enhancing training and the provision of clinical 

         services…

____ To be placed on a healthcare-related webpage for access by patients and professionals.
____ To be distributed as a part of instructional materials to accompany a manual in the form of a 

         DVD/CD and/or other digital media. 

____ Please notify me if and when my/my child’s video will be used for the purposes stated in items 5 or 6. 

Please provide current contact information if you checked the statement above:

Name:

Address:

Telephone (Home, Work, Cell):
Email:

I give permission for my/my child’s name to be included in written text and audio within the video.

____ Yes
____ No 
I reserve the right to withdraw any or all permissions given above at any time by contacting:

____________ at _______________________________________________________________________, 

Phone__________________; email:_________________________.  

________________________________________________________________________________________

Signature of Patient

Signature of Parent/Guardian

     Witness   

             Date
