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CONSENT FOR PUBLICITY RELEASE

Atlantic General Hospital, Berlin, Maryland

DATE: ___________________



TIME: ___________________

NAME OF PATIENT, PHYSICIAN, ASSOCIATE, OR VOLUNTEER: 

Permission is granted to use the name and/or photograph of the above in connection with publicity for Atlantic General Hospital/Health System.

DO NOT SIGN THIS FORM UNLESS YOU HAVE READ IT, UNDERSTAND IT AND AGREE WITH WHAT IT SAYS.

Patient/ Physician/ Associate/ Volunteer or Guardian Signature:  

____________________________________________
Patient/ Physician/ Associate/ Volunteer or Guardian Print Name:

____________________________________________

Relationship of Guardian to Patient:  _________________________________

Witnessed By (Please provide Signature):  ________________________________


Please Print Name of Witness:
____________________________________



*The patient must sign this consent unless he or she is 

A- Incompetent      B- under 18 and unmarried

*Signature by a legal Guardian or Representative must be obtained in the event the patient             

  is unable to sign this consent due to A and/or B.
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TEL: 410-641-1100  [image: image4.png]


  http://www.atlanticgeneral.org
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