
CONSENT TO PHOTOGRAPHY FOR PUBLIC RELATIONS:

M e d i a  S e r v i c e s

Job Number:____________________________________________

For additional help or questions call: 444.3232

CONSENT TO PHOTOGRAPHY FOR PUBLIC RELATIONS PURPOSES
I hereby authorize the Department of Medical Photography/ Media Services to take and use photographs of me with or 
without my name for publications, publicity and/or displays. I understand that these photographs may be used in 
newspapers, magazines, television, the Internet, or other publications or public displays. I waive any rights I may have in
such photographs, including but not limited to royalties and right of approval or to determine their final disposition.

_________________________________________________          __________________            
Signature Date            

_________________________________________________  __________________
Signature of Witness Date 

Print Name_____________________________________________

ADDRESSEE:______________________________________________________________

ADDRESS:________________________________________________________________

FAX NO._________________________________________________________________

NUMBER OF PAGES:_______________________

FROM:___________________________________ TELEPHONE NO._________________

HSC Media Services Level 3 Room 049  Stony Brook University Stony Brook, NY 11794-8030    Tel: 631. 444. 3232 Fax: 631.444.6172

M E D I A  S E R V I C E S
M e d i c a l  P h o t o g r a p h y


