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PHOTO CONSENT


The University of Illinois at Chicago College of Dentistry obtains publicity for UIC by working with photographers to take pictures of UIC employees, the people with whom these employees work and come in contact, UIC College of Dentistry patients and members of patients’ families.   The College of Dentistry also uses these photographs for educational purposes at dentistry seminars and meetings as well as for presentations to other groups.


Signing this authorization means that you have given the staff of the University of Illinois at Chicago permission to select you and/or your children to be photographed, filmed or videotaped for appearance in newspapers, magazines, and other publications, on television or for use in presentations about dentistry and the University of Illinois at Chicago College of Dentistry.


We, the undersigned, authorize the Board of Trustees of the University of Illinois, its officers, agents, employees, authorized representatives of the University of Illinois, or authorized representatives of magazines, newspapers, periodicals, radio, television and other media, as well as, public and private agencies or individuals to take photographs of  ____________________________________________________________________





                             Name



Address




City

State

Zip


I/We also authorize staff members of the University of Illinois at Chicago and/or authorized representatives of the University of Illinois and/or authorized representatives of magazines, newspapers, periodicals, radio, television and other media, as well as public and private agencies or individuals to use, and publish such photograph(s), film or videotape together with such identification as may be reasonably necessary and important.

______________________________
___________________________________

                           (Signature of Witness)


                     (Signature of Person Being photographed or 

Parent/Guardian of Child Being Photographed)
______________________________________________

                               (Date)

 CONSENTIMIENTO PARA FOTOGRAFIAS


La Universidad de Illinois en Chicago, Facultad Dental obtiene publicidad para la universidad a traves de los fotografos que toman fotos de los empleados de UIC, de las personas con quienes estos empleados trabajan o tienen contacto, pacientes de UIC Facultad Dental, pacientes y familiares de los pacientes. La Facultad Dental tambien usa estas fotografias con fines educacionales en seminarios dentales y en presentaciones a otros grupos.


El firmar esta autorizacion significa que Ud. ha dado al personal de la Universidad de Illinois en Chicago permiso para seleccionarlo a Ud. y/o sus ninos a ser fotografiados, filmados en videos para su aparicion en periodicos, revistas, y otras publicaciones, en television o para su uso en presentaciones en la Escuela Dental de la Universidad de Illinois en Chicago.

Nosotros, los firmantes, autorizamos al Consejo de Directores de la Universidad de Illinois en Chicago, sus oficiales, agentes, empleados, representantes autorizados de la Universidad de Illinois, o representantes autorizados de revistas, periodicos, ediciones periodicas, radio, television u otros medios , como tambien, a las agencies publicas y privadas o individuos a tomar fotografias de

l____________________________________________________________________





                             Nombre



Direccion



Ciudad

Estado

Codigo Postal

Yo/Nosotros tambien autorizamos al personal de la Universidad de Illinois en Chicago y/o a representantes autorizados de la Universidad de Illinois y/o a representantes de revistas, periodicos, ediciones periodicas, radio, television u otros medios, como tambien a las agencias publicas y privadas o individuos a usar, y publicar estas fotografias, peliculas o videos junto con la apropiada identificacion segun sea razonablemente necesario e importante.

______________________________
___________________________________

(Firma del testigo)
 (Firma de la persona fotografiada o del representante legal del nino (a) que es fotografiado)
______________________________________________

                               (Fecha)
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