Photo/Image Release Form

I hereby grant to Washington University in St. Louis (the “University”), including Washington University School
of Medicine, and all those acting with permission and authority of the University, the right to use and distribute all video
and audio footage and/or still photographs or digital images in any medium (the “Media”) of me, or in which I may be
included for any lawful purpose whatsoever. I understand and agree that I may be identified by name and title in
information that might accompany the Media of me. I hereby waive any right that I may have to inspect and/or approve
the finished Media product, including the copy or printed material that may be used in connection with it, or the use to
which it may be applied.

I understand and agree that this permission includes the University’s use of my name and likeness in any
University publication, social media post, website, promotion, or advertisement of the University or for any other purpose
related to the educational mission of the University. I understand and agree that I will not be compensated for the use of
the Media of me.

I agree that all images in which I participate in whatever form or media, including film, photographic prints,
digital or video files are, and will remain, the exclusive property of the University and I grant to the University the
unrestricted right to copyright, publish, and re-publish such images.

On behalf of myself, my heirs, representatives, executors, and assigns, I hereby release, forever discharge,
discharge, and agree to indemnify and hold harmless the University and its agents from all claims and demands arising out
of or in connection with the use or distribution of the Media including (but not limited to) any claims for invasion of
privacy, appropriation of name or likeness, unreasonable publicity, violation of any privacy right, violation of copyright,
and/or defamation; as well as, any alleged liability resulting from any blurring, distortion, alteration, optical illusion, or
use in composite form, whether intentional or otherwise, that may occur or be produced in the taking of said images or
video recordings, or in processing tending towards the completion of the finished Media.

I understand that the images and media that are the subject of this Release may be protected by the Family
Educational Rights and Privacy Act (“FERPA”) as educational records. I am aware that, because of this permission, my
name likeness may appear in materials available to students, faculty, and staff, as well as the general public anywhere in
the world. I hereby consent to the use of my image in this manner.

(Signature) (Date)

(Printed Name)

If the person signing is under the age of 18, this form must be signed by a parent or guardian as follows: | hereby
certify that [ am the parent or guardian of . I have read and I understand this
document. I understand and agree that it is binding on me, my child, our heirs, assigns, and personal representatives. |
acknowledge that I am eighteen (18) years old or more and that I hereby give my consent without reservation to the
foregoing on behalf of the person named above.

(Parent/Guardian Signature) (Date)

(Parent/Guardian Printed Name)
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