
Authorization to Photograph, Audio, and/or Video Record 

First and Last Name of Presenter or Subject 

Parent First and Last Name (if under 18) 

Presenter Organization (if applicable) 

Presenter or Subject Mailing Address 
with City, State/Province, Postal Code 

Presenter or Subject Telephone Number 

Presenter or Subject Email Address 

Date of Recording/Photo Capture 

Event or Use 
_____ Pediatric Grand Rounds   _____ Rangos Research Seminar 
_____ General Use         _____ Other: ________________________________ 

Pitt Coordinator First and Last Name 

Pitt Coordinator Division/Center/Institute 

Pitt Coordinator Email Address 

Select one use option below, then review this agreement carefully and sign where indicated.  All participants under 18 years of age must 
have a parent or guardian sign this consent form where indicated. 

____ LIMITED USE:  By signing this form, I authorize the University of Pittsburgh School of Medicine, Department of Pediatrics 
(“Pitt Pediatrics”) and/or an affiliated or contracted organization to capture photographs, audio, and/or video of myself and/or 
the presentation or subject matter identified above.  I warrant that I am the sole owner of, or have the rights to use, the content 
and materials presented and grant Pitt Pediatrics a limited, free, perpetual, non-exclusive, irrevocable license to use the 
materials only for internal University use and replay in any medium as Pitt Pediatrics desires. 

____ FULL USE:  By signing this form, I authorize the University of Pittsburgh School of Medicine, Department of Pediatrics (“Pitt 
Pediatrics”) and/or an affiliated or contracted organization to capture photographs, audio, and/or video of myself and/or the 
presentation or subject matter identified above.  I warrant that I am the sole owner of, or have the rights to use, the content and 
materials presented and grant Pitt Pediatrics a limited, free, perpetual, non-exclusive, irrevocable license to publicly use the 
materials in any medium as Pitt Pediatrics desires. 

For both “limited” and “full” use above, this agreement releases Pitt Pediatrics, the University of Pittsburgh-Of the 
Commonwealth System of Higher Education, and/or its affiliates, licensees, and assigns from any liability arising from use of the 
material(s).  I understand I am solely responsible for all content and material captured or presented and, if required, I ensure all 
third-party material is covered by a release or license that enables me to grant the rights above. 

___________________________________________ 
Presenter or Subject Signature 

___________________________________________ 
Date/Time 

__________________________________________ 
Parent/Guardian Signature (if under 18) 

___________________________________________ 
Date/Time 

___________________________________________ 
Coordinator Signature 

___________________________________________ 
Date/Time      Rev. 080521-F1 

DO NOT WRITE IN THIS AREA 
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