CONSENT AND WAIVER
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South Carolina Area Health Education Consortium
19 Hagood Ave, Suite 802
Charleston, SC 29425

To Whom It May Concern:

I hereby grant full permission to the South Carolina Area Health Education Consortium (AHEC) to prepare, use, reproduce, publish, distribute and exhibit my name, picture, portrait, likeness, or voice, or any or all of them in or in connection with the production of a video recording, audio recording, or still photography in any manner for educational, marketing, publication, informational and any other professional purpose deemed necessary from the following event(s). I hereby waive all rights of privacy or compensation that I may have in connection with the use of my name, picture, portrait, likeness or voice, or any or all of them, in or in connection with said video, audio recording, or still photography and any use to which the same or any material therein may be put, applied or adapted by the South Carolina AHEC, and any of its agencies, i.e., Regional AHEC Centers.

Event: 

☐   Conference   (date: _________________)
[bookmark: _GoBack]☐   Interview  (date: _________________)
☐   Presentation  (date: _________________)
☐   Other (please specify):____________________________________________


Name:__________________________________________________________________


Print Name:_________________________________  Date:_______________________


Address:________________________________________________________

         
                 ________________________________________________________


Witness:_____________________________________   Date:_____________________
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