JOHNS HOPKINS HOSPITAL

MCKUSICK-NATHANS INSTITUTE OF
GENETIC MEDICINE

INFORMATION AND PHOTOGRAPH AUTHORIZATION/RELEASE

L , hereby
authorize the making of photographs, videotape, and/or motion pictures
(herein referred to as “pictures™) of by

the faculty and staff or agents of the Johns Hopkins University, Institute of
Genetic Medicine.

I, authorize the use of such pictures for the following purpose(s):

educational purposes
medical records
media release
research
publications

other
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I understand that my name __ will __ will not (indicate choice) be
included in the credits, and that my head and face = will __ will not
appear in the pictures. I understand that the pictures are the property of the
Institute of Genetic Medicine.

I hereby release from liability the Institute of Genetic Medicine, its parent,
affiliates and subsidiaries, as well as the staff, agents, and employees of all
the such entities for their acts or omissions performed in connection with the
making and use of these pictures or with the release of these pictures.

Name History #

Signature Date

Witnessed




