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CONSENT AND RELEASE FOR USE OF IMAGES 

 I, _________________________________, hereby agree to grant to Montefiore and Albert 

Einstein College of Medicine of Yeshiva University, its successors and all persons acting under 

its permission or authority including, but not limited to, its employees and agents (collectively, 

“Montefiore and Einstein”) permission to photograph, publish, reproduce, record and use 

photographs, motion pictures, videotapes or audio tapes (collectively referred to as “Images”) of 

me (or my child, ________________________ [INSERT NAME]), in order to memorialize the 

medical care, surgery, any other procedures to be performed, my presence at Montefiore and 

Einstein facilities, attendance at Montefiore and Einstein events and/or participation in 

Montefiore and Einstein research studies. The Images may be used for any and all purposes, 

including but not limited to distribution to the media, educational, promotional, publicity, 

advertising and fundraising purposes, as well as for possible publication by Montefiore and 

Einstein in various traditional and social media (e.g. Facebook) and on the Internet. I 

acknowledge and agree that neither Montefiore nor Einstein will pay me (or my child) in any 

manner for such photographing/ recording and use of the Images.  I grant this permission and 

release as a voluntary contribution and I waive any and all rights I (or my child) may have to 

royalties or other compensation in connection with any such publication or use.  I hereby waive 

my right to inspect and/or approve the finished products and final usages.  I hereby release and 

discharge Montefiore and Einstein from any liability by virtue of any blurring, distortion, 
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alteration, optical illusion or use in composite form that may occur or be produced in the creation 

or processing of any images created by Montefiore and Einstein.  The foregoing permission is 

granted for the entire time period during which I (or my child) receive(s) outpatient and inpatient 

treatment and/or participate in a research study at Montefiore or Einstein and the right to use the 

Images shall continue until such time that the footage, photographs and other images are no 

longer used by Montefiore or Einstein for educational, promotional, publicity, commercial and 

fundraising purposes.   I also understand that I may contact my attending physician or research 

study coordinator in writing to revoke future uses, but that my revocation will not affect 

disclosures of information that have already occurred.  I understand that I am not required to sign 

this form authorizing the use of Images, and I may refuse to do so without any effect on my 

receipt of care at Montefiore and Einstein. 

 I hereby release Montefiore and Einstein, its trustees, officers, employees, physicians, agents 

and assigns from any and all legal liability that may arise from any of the foregoing and I waive 

any and all rights I (or my child) may have to royalties or other compensation in connection with 

any of the foregoing. 

Name (PRINT): _________________________________   Signature: ___________________________ 

Address: _______________________________________________________  Date: ____ / ____ / ____ 

Email address (optional): _____________________________________  Phone: ___________________   

 

If Participant is a Minor:  

Relationship: ________________ Name: _______________________ Date of Birth: ____ / ____ / ____ 

 

Witness:  

Name (PRINT): ____________________   Signature: ___________________   Date: ____ / ____ / ____ 
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AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION 

 I, ____________________________, hereby grant to Montefiore and Einstein, their 

employees and agents, permission to discuss the medical problems, diagnoses, treatment, 

progress and prognosis of myself (or my child ____________________ [INSERT NAME]), and 

to share or publish photographs, film and other images of me (or my child) with physicians, 

healthcare professionals and others, including members of the media and the general public, for 

educational, promotional, publicity, commercial and fundraising purposes, as well as for possible 

publication by Montefiore and Einstein in various media, including social media.  The released 

information may be subject to re-disclosure by the recipient once Montefiore or Einstein has 

disclosed it.  I understand that I am not required to sign this form authorizing the use or release 

of the information, and I may refuse to do so without any effect on my receipt of care at 

Montefiore.  This authorization shall expire when the footage, photographs and other images are 

no longer used by Montefiore and Einstein for educational, promotional, publicity, commercial 

and fundraising purposes.  I may revoke this authorization for any future disclosures of medical 

information at any time by notifying my attending physician or research study coordinator in 

writing, but my revocation will not affect disclosures of information that have already occurred.  

I understand that my (or my child’s) medical treatment and payment for healthcare at Montefiore 

or Einstein will not be affected by or conditioned on whether or not I sign this document.  

 

Name (PRINT): _________________________________   Signature: ___________________________ 

Address: _______________________________________________________  Date: ____ / ____ / ____ 

Email address (optional): _____________________________________  Phone: ___________________   

 

If Participant is a Minor:  

Relationship: ________________ Name: _______________________ Date of Birth: ____ / ____ / ____ 

 

Witness:  

Name (PRINT): ____________________   Signature: ___________________   Date: ____ / ____ / ____ 

 


