MODEL RELEASE

AUTHORIZATION OF RELEASE TO NEWS OR OTHER MEDIA AND TO
GENERAL PUBLIC FOR FACULTY, STAFF, AND STUDENTS

I:
give permission for my remarks, photograph, and/or video recording to be taken by
SUNY Downstate Medical Center (and/or its agents) for the purposes of publicizing,
promoting, marketing, or advertising SUNY Downstate Medical Center’s activities,
programs, Or services.

I understand that I may be identified by name in connection with the public use of the
information and material(s).

I understand that my statement, photograph, and/or video or audio recording may be
published on SUNY Downstate’s website and/or digital monitors or in internal
publications, or by external news or entertainment media in print or on television, radio,
or the Internet, including social media.

I understand that neither I nor SUNY Downstate will receive any direct or indirect
remuneration as a result of this authorization.

Signature Date

Print Name

Downstate Department, or College and Class Year

Extension or Contact Number




