VEaithHealth

Media Consent Form

By signing this form, | give consent to Faith Health and its subsidiaries, affiliates, media outlets, and/or community
organizations representing Faith Health to obtain and produce photos, videos, sound recordings, or other types of media
productions of myself or the patient | am representing for the purpose of publicity, promotion, or education.

| understand that:

- The media obtained may disclose protected health information and this information may be used for marketing
purposes (website, print, digital, social media, etc.), public relations, or fundraising.

- The information disclosed may be re-disclosed and is no longer protected by any federal or state privacy regulations.
-1 will not receive financial renumerations for the use of my image or protected health information.

- By signing this form, | represent and warrant that | have authority to sign this document and declare there are no claims
or orders pending or in effect that would prohibit, limit, or otherwise restrict my ability to authorize the use or disclosure
of my name or image.

- This authorization expires 10 years from the date | sign this form.

- have the right to revoke this authorization at any time via writing according to our privacy practices. Written requests
can be sent to contactus@faith.health. | understand that Faith Health may not be able to honor my request to withdraw
this authorization if this information has already been released.

-1 do not have to sign this consent form and that my refusal to sign will not affect my ability to obtain treatment from Faith
Health.

-1 have a right to receive a copy of this consent form.

-1 grant this authorization and give my consent as a voluntary contribution to Faith Health. Therefore, | waive the following:
(1) any proprietary rights in the materials, and (2) any rights | may have to inspect or approve the finished materials prior
to publication.

Patient or Legally Authorized Representative Signature Date
Patient or Legally Authorized Representative Signature Date
Patient Name (printed) Date of Birth

If signing as a representative, please indicate your relationship to the patient: [ Parent [ Guardian [] Power of Attorney

This portion to be completed

. . Purpose of photo/interview:
by a Faith Health representative.

Signature of Faith Health representative

Faith Regional Health Services & Faith Regional Physician Services, LLC, DBA Faith Health



