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I, , do hereby authorize and grant my full permission

to the USF College of Public Health to make, reproduce, publish and exhibit any photographs,

recorded audio and/or video of myself and/or my child, :

for use in publications (print, web or both) produced by the USF College of Public Health.

I hereby waive all rights of privacy, and/or compensation, which I may have in connection with

the production of such materials.

I have been fully informed of the type of picture(s), recorded audio, and/or video(s) to be taken
and this consent is intended to release from liability all personnel of the University of South
Florida, staff, faculty, photographer, and/or personnel of the publication, media, and the

publication media itself.

Signature Date

Signature of Parent/Guardian Date

Signature of Witness Date



