Authorization for Release/Use of Protected Health Information


I, ______________________, hereby authorize the Board of Regents for the University of Oklahoma ("OU") and its 

representatives including but not limited to OU Physicians Group and the University of Oklahoma College of Medicine, Tulsa to photograph me and/or my procedure for promotional purposes. OU plans to use the images until they are obsolete or until I revoke this Authorization as described below. I will not be declined care if I do not wish to be photographed. 

I hereby grant to OU, its successors and assigns, and those acting under its permission, or upon its authority the unqualified right and permission to use my photographs but not my name in the following way: 

____ Patient education purposes, including the treating physician's procedural and general information brochures for prospective patient viewing 

____ Slides, computer images, website, newspaper and television media providing information about OU physicians’ practice to the interested public (including public relations) 

Consistent with the permission granted above, OU may reproduce, copyright, publish, circulate and otherwise use photographs and/or electronic images of me whether taken in a studio or elsewhere, in black-and-white or in colors, alone or in conjunction with other persons or characters, real or imaginary, in any part of the world. I hereby waive the opportunity or right to inspect and/or approve the finished photographs, films or tapes or the use to which they may be put or the copy or illustrations used in connection therewith. This authorization covers composite or any unusual photograph and/or motion pictures caused by optical illusion, distortion, and alteration or made by retouching or by using parts of several photographs or by any other method. 

I hereby grant to OU all my right, title, and interest in and to all negatives, prints, tapes and reproductions thereof, and I do hereby release the aforesaid parties and their successors and assigns, if any, from any and all rights claims, demands, actions or suits which I may or can have against them on account of the use or publication of said photographs and/or electronic images. I have read and understood the release stated above and do hereby agree to its terms and conditions. 

The undersigned acknowledges that the persons to whom the photographs may be disclosed for above stated purposes include, but not limited to other practicing physicians, medical students, health care providers and their staff.  Prospective patients and the public may, under some of the above alternatives, also view the photographs. Under HIPAA, if the organization or person authorized to receive the photographs is not a health plan or health care provider, the released information may not be covered by HIPAA's protections from further disclosures or use by federal privacy regulations. 

I understand that: 

I may refuse to sign this Authorization and that it is strictly voluntary my treatment for regular care is not conditioned upon me signing this Authorization. 

I may revoke this Authorization at any time in writing by delivering my revocation to OU-Tulsa, Director of Compliance, 1000 Stanton L. Young Boulevard, Room 221, Oklahoma City, Oklahoma 73107, but if I do, my revocation will not have any affect on any release of information prior to au receiving the revocation. 

Further details may be found in OU's Notice of Privacy Practices. 

The released information may no longer be protected in which case; it may be redisclosed without your permission. 

I may see and obtain a copy of the information described in this Authorization, for a reasonable copy fee if I ask for it. I get a copy of this form after I sign it. 


Signed:  _______________________________                                            Dated: ___________________________

Witness: ________________________________


Dated: __________________________

THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE INFORMATION WHICH MAY INDICATE THE PRESENCE OF A COMMUNICABLE DISEASE WHICH MAY INCLUDE BUT IS NOT LIMITED TO, DISEASES SUCH AS HEPATITIS, SYPHLIS, GONORREA, AND HUMAN IMMUNODEFICIENCY VIRUS ALSO KNOWN AS ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS). 
