
 

 

STANDARD  PHOTO/VIDEO  RELEASE 

 

 

I, , give permission to Boston 
University School of Public Health to use my name and photographs or video images of me in 
ANY university educational and promotional materials in any medium. 

 

I understand that I will not receive any compensation for, or retain any rights in, these 
photographs or videos, and I release Boston University from any liability for their use. 

 

 

Name (print full name)   
 

Signature_   
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