
PHOTO/VIDEO	RELEASE	

I	hereby	grant	permission	to	the	AZ Health Zone	(AZHZ)	to	use	photograph(s)	and/or	video	recording(s)	of

_________________________________	taken	on	_______________________

            (PRINT	NAME)					 	 	 	 	 (DATE)	

I	agree	that	permission	includes	the	use	of	photograph(s)	and/or	video	recording(s)	for	reproduction	in	
publications,	newspapers,	magazines,	television,	social	media,	websites	and	other	media.	I	understand	that	
photograph(s)	and/or	video	recording(s)	are	used	to	promote	public	understanding	of	ADHS	programs	and	
services.	

I	understand	that	permission	to	use	photograph(s)	and/or	video	recording(s)	will	be	in	effect	until	revoked	
from	the	date	the	images	were	captured	and	that	ADHS	will	retain	a	digital	copy	of	all	photograph(s)	and	video	
recording(s).	I	understand	that	permission	can	be	revoked	at	any	time	by	contacting	ADHS	verbally,	in	writing,	
in	person,	or	by	email.					

I	hereby	release	the	State	of	Arizona,	ADHS,	and	its	officers,	employees,	and	agents	from	any	liability	in	
connection	with	the	use	of	photograph(s)	and/or	video	recording(s).		

DATE:		_____________________	

SIGNATURE:		___________________________________________________________	

						(Parent	or	Legal	Guardian	for	persons	less	than	18	years	old)	

ADDRESS:		______________________________________________________________	

	______________________________________________________________	

				City	 	 	 				State		 	 									Zip	Code	

TELEPHONE:		_________________________	

E-MAIL:		_____________________________

Please	check	if	you	would	like	a	copy	of	this	release	sent	to	you	by	e-mail:		____	

----------------DO	NOT	WRITE	BELOW	THIS	LINE—FOR	AGENCY	USE	ONLY----------------	

Photographer:_____________________																			Photo/Video	Release	ID#_________________	

This material was funded by USDA’s Supplemental Nutrition Assistance Program - SNAP through the AZ Health Zone. 
This institution is an equal opportunity provider. 


