
 
  

Nuvance Health 1-2020  

MULTIMEDIA CONSENT for Photographing, Videotaping, Filming or Recording for External Communications and/or 

Marketing 

 

I,_______________________(Printed name of individual giving consent) hereby give permission to Nuvance Health, and its 

members, Western Connecticut Health Network and Health Quest Systems, Inc. and all of their affiliated hospitals and other 

organizations (referred to hereunder as “Nuvance Health”) including their respective officers, agents and employees to record and 

use and disclose to third parties my, or my child’s personal story, photograph, statement and/or video, film or other recording 

(hereafter “Recordings”). 

 

My consent grants Nuvance Health all rights to disclose all or any part of these Recordings to Nuvance Health employees and to 

people who are not Nuvance Health employees in any medium, including print (ex. newspapers or brochures), internet or digital 

display, television, radio, video and all other forms of media, including Social Media, such as Facebook, Twitter and YouTube 

(hereafter “Media”) for the following purposes: (Cross out any that you do not agree to):  

 

 Advertising, Promotional, Marketing and Community Education  

 News release (including television broadcast or Internet) 

 Other purposes that support Nuvance Health’s mission  

 

I have listed any limitations to this consent here: (for example, I do not consent the use of my name (or my minor child’s 

name), or of pictures of my face; or my consent is only for, or does not include any specific media, such as Facebook or print 

media):___________________________________________________________________________________ 

 

I release Nuvance Health from any liability that arises from use of the Recordings and Media so indicated above.  

 

I understand all Recordings, any copies or anything created with the Recordings are Nuvance Health’s property. On behalf of myself 

(and my child, if I am signing on my child’s behalf), our heirs, representatives and assigns I give up all rights to any payment for the 

taking, publication or other use of the Recordings. I understand Nuvance Health may be paid or otherwise receive benefits for the use 

of the Recordings. Further, I understand when a Recording is broadcast or published through any Media, other people may copy or 

republish all or part of the Recording. Nuvance Health has no control over such re-use or publication, and such re-use or publication is 

not subject to any state or federal privacy or other laws. I understand by signing this consent, I relinquish any further control over the 

Recording’s distribution or publication once broadcast or otherwise released by Nuvance Health. 

 

I understand I am not required to sign this consent, and if I refuse, my healthcare, the payment for my healthcare and my healthcare 

benefits will not be affected. 

 

I understand that information used or disclosed under this authorization may be re-disclosed by recipients and may no longer be 

protected under privacy regulations. I understand I have the right to revoke this consent by notifying Nuvance Health in writing at any 

time prior to the time that the Recording is released by Nuvance Health for broadcast or other release and/or publication. After the 

Recording is released, I may at any time revoke this consent to prevent future use, by sending a written notice to the Public & 

Government Affairs Department of Nuvance Health at 24 Hospital Avenue, Danbury, CT 06810. If I revoke consent, I understand that 

Nuvance Health cannot take back disclosures made prior to processing my request. This consent will expire one hundred (100) years 

after the date of my signature below, unless sooner revoked by me. I may see and obtain a copy of the information described on this 

form, for a reasonable copy fee, if I ask for it. I may have a copy of this form after I sign it. 

 

By signing below, I represent that: 

 I have had all my questions about the statements and conditions in this consent explained to my satisfaction; 

 I have read, understand and agree to all the conditions of this consent; and 

 If I am signing on behalf of someone else, including my child, I have the legal right to sign on that person’s behalf.  

 

______________________________                                                    

Print name of individual being Recorded 

(or legal representative) 

 

______________________________ 

Signature (Date) 

 

 

________________________________ 

Relationship (authority to sign if signing 

for another) 

 

______________________________ 

Phone 

 

______________________________ 

Email 

 

______________________________ 

Hometown, State 

 

______________________________ 

Name of Child (guardian signature 

required for Recordings of anyone 18 

years old and younger) 

_______________________________ 

Witness (Time/Date) 

 

 

 


