
[image: image1.png]RN A
‘j?y
ADOLESICENT

VAT

C

H EA-L T H
'R O GRAM




California Department of Public Health (CDPH)
Maternal, Child and Adolescent Health (MCAH) Division 
AUTHORIZATION FOR
PUBLIC RELEASE OF CLIENT INFORMATION AND PHOTO

I, _____________________, hereby grant to the California Department of Public Health, Maternal, Child and Adolescent Health Division (“MCAH Division”), the right and permission to use and publish my personal photograph(s) and the following personal information (“information”) for purposes of promoting the MCAH Division:
[list All info, e.g., name, etc.]
___________________________________________________________________________________________________________________________________________________________________________________________________________________________

CDPH/MCAH Division may use those photographs and information only for the following purposes: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
This authorization shall become effective immediately and shall remain in effect until:
[must list expiration date or event] _________________________________________________________________________
I understand that the public is not subject to laws governing the disclosure of personal information, and persons viewing this information may redisclose the information without my prior permission.

I agree that the MCAH Division will own any and all rights in any materials developed using the information.  I waive any right to inspect or approve any materials prepared using the information.  I acknowledge that no monetary compensation is or will be payable to me for the use of the information.  I release the MCAH Division, its employees, contractors, agents, successors, and assigns from any and all liabilities, claims and demands arising out of or in connection with their use of the information.

I understand that my eligibility to participate in the MCAH Division will not be affected if
I choose not to sign this authorization form.  
I understand that I have the right to revoke this authorization, in writing, at any time before it ends.  I also understand that my written revocation will not affect any disclosures of my information that the CDPH MCAH Division has already made, in reliance on this authorization, before the time I revoke it.

I have read and understand all of the above.

Individual’s Signature: ______________________ Date:____________
Individual’s Representative* Signature: ___________________________Date:__________
*The Individual’s Representative is authorized to sign for the resident because___________
_________________________________________________________________________
April 23, 2009
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