
DEPARTMENT OF HEALTH SERVICES 
Division of Enterprise Services  
F-00340 (06/2016) 

STATE OF WISCONSIN 

AUTHORIZATION AND RELEASE 
Photograph, Video, and/or Audio Recording 

I give the Wisconsin Department of Health Services (Department) permission to use my image, voice, or name 
in Department educational and promotional materials in any medium. The Department may use these 
materials, or cause these materials to be used, for any educational, promotional, or other lawful purposes 
without limitation or reservation. I waive the right to inspect or approve the finished product.  
 
I understand that I will not receive any compensation for any use of these items by the Department, and I 
release the Department from any liability for their use. This permission extends to the Department’s legal 
representatives, agents, successors, or assigns. 
 
I certify that I am at least 18 years of age and that I am competent to contract in my own name. I have read this 
release before signing below, and I fully understand the contents, meaning, and impact of this authorization 
and release. 

   

SIGNATURE  Date Signed 
   

Printed Name   

Guardian’s Consent 
 
I certify that I am the parent or guardian of _________________________________________, and on behalf 
of this person named, I grant permission according to the terms of this authorization and release set forth 
above. 

   

SIGNATURE – Parent / Guardian  Date Signed 
   

Printed Name   
 
 
 
 
 
 
 
 
 
Note to DHS Staff: 
Signed copy is to be filed with project materials. If materials are to be used in a publication or on the DHS Internet, send the signed 
document to your Records and Forms Manager for appropriate filing. 
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