
 

HEALTH CARE AGENCY 
 

Program Name 
  

 

 

CONSENT TO PHOTOGRAPH AND PUBLISH 
 

The undersigned hereby authorizes the Health Care Agency to participate in activities in which 
the undersigned will be photographed (name of person)                                
 
A. The undersigned agrees that the Health Care Agency and it’s employees may use and permit 

other persons to use the photographs, negatives or prints prepared from such photographs, for 
purposes including but not limited to viewing by the general public, County of Orange 
employees and their affiliates for the purpose of education and community outreach and that 
such viewing may be accomplished in any manner deemed appropriate and subject to the 
following limitations:        
 

 
B. The undersigned has entered into this agreement in order to assist educational goals and 

hereby waives any right to compensation for this use by reason of the foregoing 
authorizations.  And the undersigned and his or her successors or assigns hereby hold the 
Health Care Agency, its employees or any other person participating in this project and their 
successors and assigns harmless from and against any claim for injury or compensation 
resulting from the activities authorized by this agreement. 
 

C. Not applicable. 
The undersigned agrees to forfeit any right to privacy and that the subject and content of the 
photographs may include information of a personal nature including but not limited to (Initial 
all that apply):   
 

_____Medical diagnosis    _______arrest history 
                       
_____ substance abuse treatment information(CFR Part 42)   
  
_____psychosocial functioning/ mental health treatment information (WIC 5328) 

 
D. The term “photograph,” as used in this agreement, shall mean motion picture or still 

photography in any format, as well as videotape, video disc, and any other mechanical means 
of recording and reproducing images. 
 

                                                                                                         
Signature         Date 
 
 
                                                                                                                                        
Witness         Date 
 
 

Original: Health Care Agency, 2nd Copy: Client/Photographing Agent, 3rd Copy: Client 




