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Presenter’s Name:

Title of Program:

Date of Recording:

Location of Recording:

EDUCATIONAL RECORDING CONSENT & RELEASE

In consideration of the important service that may be rendered to medical education by assisting in the collec-
tion and dissemination of educational and instructional resources, | hereby authorize and release SUNY Stony
Brook and those acting pursuant to its authority:

(1) TO DISTRIBUTE via closed-circuit television, cable or satellite transmission, and/or record by

any mechanical, electronic or photographic means, on magnetic tape, film, or any other medium,

my participation as described above; and

(2) TO DUPLICATE, DISTRIBUTE, TRANSMIT, and EXHIBIT SUCH RECORDING(S), in whole or in part,

by any mechanical, electronic or photographic means, for any instructional or educational purpose

which SUNY Stony Brook shall deem appropriate and necessary to support and advance its institu-

tional goals and educational objectives.

| acknowledge that this release is of perpetual duration. | release SUNY Stony Brook and its employees from any
claim(s) that may be made by reason of the acceptance and execution of this authorization as set forth above.
| further deny any right or interest in such recordings or duplicate copies as may be made pursuant to this
authorization. | consent to the use of my name, likeness, voice and biographic material in connection with such
recording(s).

This consent and release is hereby given without further restriction or limitation than herein set forth.

Signature Date

Print Name

Contact Information

HSC Media Services Level 3 Room 042 Stony Brook University Stony Brook, NY 11794-8030 Tel: 631.444.3228 Fax: 631.444.3455



