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HIPAA-COMPLIANT AUTHORIZATION FOR PHOTOGRAPHY SUBMISSIONS TO NHPCO PHOTOGRAPHY AND WRITING CONTEST

(For patients and family members to sign)

I authorize my hospice provider, ___________________________________________, to disclose to the National Hospice and Palliative Care Organization (“NHPCO”) photographs of me for the NHPCO Hospice and Palliative Care Photography and Writing Contest (the “Contest”).  I also authorize my hospice provider to disclose to NHPCO demographic information about me and family members involved in my care, as well as my diagnosis and the dates I received palliative care. I understand that my information is being disclosed for use in connection with the contest and for hospice and NHPCO educational, marketing and/or outreach activities, and that these activities may involve the creation of materials to be distributed, displayed, or sold to the general public.

I understand that the information disclosed under this authorization may be subject to redisclosure and no longer protected by the federal privacy regulations.  I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, payment, enrollment, or eligibility for benefits.  Finally, I understand that I may revoke this authorization in writing at any time by sending a letter to my hospice provider stating my revocation, except to the extent that action has been taken in reliance on this authorization. Unless revoked by me, this authorization expires ten years from the date I sign below. 

__________________________________


___________________

Signature of Patient or Representative



Date

___________________________________

Patient’s Name

____________________________


          ___________________

Name of Personal Representative (if applicable)
          Relationship to Patient
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2004 NHPCO Hospice and Palliative Care Photography and Writing Contest Release Form for Submitting Hospices

On behalf of ____________________________ (Name of Hospice and/or Palliative Care Program), I hereby grant permission to the National Hospice and Palliative Care Organization for use of photograph(s) and/or written materials that were produced by _____________________ (Name of Hospice and/or Palliative Care Program) and submitted in the 2004 NHPCO Hospice and Palliative Care Photography and Writing Contest. I understand that this release constitutes consent for any lawful purpose whatsoever in any and all forms of media. 

I understand that the photograph(s) and/or written materials, once submitted, will become the property of the National Hospice and Palliative Care Organization and will not be returned. 

I hereby waive any right that I may have to inspect or approve the finished products, if any, that use the photograph(s) and/or written materials or to claim any compensation resulting from the use of the materials I submit. 

________________________________



_________________

Signature of program representative 




Date 

