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Authorization for Use and Disclosure of Photographs, 

Video, and Participant Story Information 

 

 

Participant Name: _______________________________________________ 

Date of Birth: ____________________ 

Parent/Guardian Name: _______________________________________________ 

The Virginia Birth-Related Neurological Injury Compensation Program (“the Program”) values the opportunity 

to share the experiences of Program participants and families in ways that promote awareness of the Program 

and its benefits. Please review the options below and select only the uses you wish to authorize. 

Information You Approve for Use 

I authorize the Program to use and share the following information about the participant named above: 

☐ Photographs 

☐ Video recordings 

☐ Full name 

☐ First name only 

☐ Written quotes or testimonial 

☐ General information about the participant’s or family’s experience with the Program 

☐ Information about the participant’s condition, services, or benefits, as described below: 

 

 

Where the Information May Be Used 

☐ Program newsletters and printed materials 

☐ Program website 

☐ Program social media 

☐ Educational or informational materials 

☐ Presentations, events, or community outreach 

☐ Media or public-relations materials 

☐ Other: ______________________________________________________________________ 
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Your Choice and Right to Revoke 

Signing this form is voluntary. Choosing not to sign will not affect the participant’s eligibility for Program benefits 

or services. 

You may revoke this authorization at any time by submitting a written request to: 

Virginia Birth Injury Fund 

7501 Boulder View Drive, Suite 600, Richmond, VA 23225 

A revocation applies only to future uses or disclosures. It does not apply to information already used or shared 

before the Program receives the revocation. 

Expiration 

This authorization expires five years from the date signed, unless revoked earlier. 

Acknowledgment and Signature 

I authorize the Program and its authorized employees, representatives, contractors, and communications 

partners to use and share the information I selected above for the purposes and channels I selected. 

I understand that information shared publicly, including on websites, social media, newsletters, or through 

media outlets, may be copied or shared by others and may no longer be protected by HIPAA. 

Release of Claims 

I release the Program, its Board of Directors, its employees, and agents from any claims, demands, or liability 

arising out of the use of my and the Program Participant’s image, voice, name, or story as described in this 

authorization, including any claims of defamation, invasion of privacy, or infringement of moral rights, to the 

extent permitted by law. 

No Compensation / Ownership Rights 

I understand that I and the Program Participant will not receive any payment, royalty, or other compensation 

for the use of these materials, and that the Program owns all rights, title, and interest in the photographs, 

video, audio, and any version (edited or derivative) of any story or testimonial. 

Signature of Participant, Parent, or Guardian:  _________________________________________ 

Printed Name: _______________________________________________ 

Date: ____________________ 

Program Use Only 

Date Received: ____________________ 

Received By: ____________________ 
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