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RELEASE FORM
(a)
I authorize the health care professionals who treated me through the UT Health Science Center at San Antonio (UT Health Science Center) to release and discuss any and all patient information about me and my treatment, medical condition or related topics.
(b)
I release the UT Health Science Center, and its spokesmen, from any and all state or federal statutes relating to patient privacy.
(c)
I specifically authorize officials from the UT Health Science Center to discuss my case (or my child’s case, or an individual to whom I provide guardianship), with members of the media.
(d)
I voluntarily give my permission for UT Health Science Center staff to record me (or my child or an individual to whom I provide guardianship) on video/audio tape, photographic film or any other medium.
(e)
I authorize use of my (or my child or an individual to whom I provide guardianship) name, likeness, voice and biographical material in UT Health Science Center publications such as magazines, brochures and newsletters.
(f)
I give the UT Health Science Center the right to exhibit or distribute such recordings in whole or in part, without limitations, for any educational purposes that the UT Health Science Center and those acting under its authority deem appropriate.

Name (Please Print): _____________________________________________________________
Signature: ______________________________________________________________________
Parent/Guardian Signature for (Please Print): ___________________________________________
Date: __________________________________________________________________________
Telephone number: _______________________________________________________________
10/24/2003
