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Photograph and Video Consent Form 

 
I, ____________________, am over the age of 18 and give full permission for PAGNY Health and Research Foundation, Inc. 
(PHRF), Physician Affiliate Group of New York, P.C. (PAGNY), and New York Dental Affiliates, P.C. (NYDA) to use (including edits 
and alterations) any and all photographs and/or videos taken of me (“My Images”) on _______________ [date] at  
_________________________________ [site]. 
 
I give permission for PHRF, PAGNY and NYDA to use My Images for any marketing, promotional or publicity purposes, which 
PHRF, PAGNY and NYDA deem appropriate including, but not limited to, print and internet publications, promotional 
materials, social media posts, brochures, advertising materials, websites, or flyers and applies to all formats whether known 
or developed in the future. I understand that I will not be given copies of any such materials in which My Images appear. I 
further understand that I will not receive nor be entitled to, any compensation or royalties for the use of My Images. I 
understand that this Consent will continue indefinitely unless I revoke it. If, at any time, I want to request that PHRF, PAGNY 
and NYDA discontinue using My Images, I must do so in writing.    
 
By signing below, I also understand and agree that PHRF, PAGNY, and NYDA may use My Images without any further notice to 
me.   
 
I acknowledge that I have read this Photograph and Video Consent Form and by signing below, I confirm that I am freely 
consenting to the terms herein. 
 
 
Name: _______________________________________________      Date: __________      
      (PRINT) 
 
Signature: ____________________________________________________ 
      (SIGN) 
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