Federation of Families for Children’s Mental Health

Hillsborough County Chapter

MEDIA RELEASE

I do hereby release and grant to the Federations of Fami8es/Hilssbourgh County Chapter, its agents, staff, etc; permission  to utilize any and all photographs or videotaping/filming and /or audio recording taken of myself, and/or my daughter/sons for the purpose as expressed by the Federations of Families, Inc. in any and all media including electronic and print or any other use that the Federations of Families, Hills. Co. Chapter should lawfully employ, without compensation to me for such use. I understand that the General Public may use this material for viewing.

Child’s Name____________________________________________________________


_________________________________________________________________

Parent/Adult____________________________________________________________


_________________________________________________________________

I agree to the use of the above child’s name, likenesses or voice in the manner described above_________________________________________.

I do not agree to the use of the above child’s name, likeness, or voice in the manner described  above. _________________________________________.

________________________________________________/Date________________

_________________________________________________/Date_______________

Witness

___________________________________________________/Date______________

Staff or agent receiving on the behalf of FOF/HC

