OREGON HEALTH SCIENCES UNIVERSITY PERMIT FORM
THIS PERMIT IS VALID UNLESS CONSENT IS REVORED IN WRITING

(Permit must be signed by pzeenl er guardian if the peremission I8 far s 3 minor o persan is ned able to sign because of medical canditing )

i i : i i mtrint clinic card bere i afiaas
05U Includes bus Is ned limitsd 1o tie Schoals of Dertistry, Medidae and iimprinl climic card ere if apfiicatie

Hurslng; Biomedicsl Information Communication Center; Center for Research
on Environmentzl and Oecupatianal Toxieology: Yollurm lastitute far Blamedical
Research; University Hospilal and Clisics: Doernbecher Hosptital for Children;
and Chilé Devstopment and Rehabilitation Cenler.

Dasz

Location af photo, inerview sesian:

Mamsa: .

Addross: . o

Bicthdate (pptional) Phone

ADDITIONAL INFORMATION FOR MENORS HOR-0K3U: AT FROJECT COORDINATDR

Parent nams: | O rdin O video/audia O CHSI Feundation

Primary physician: R 'D.E'lt\'iisiuq O publication [ Desrriecher Foundatan

Primary nurse: : g_;ﬁhmm Oother g L'Iﬂl‘f!ﬁif,n' Communicanons
- - ner ather

, PUBLICATIONS/MEDIA PERMIT
(Pizasa check inforsnation authorized |
| hereby autharize the release of the following:

O phetogezols O video/audio tapes (0 motion piciures
0 mynams O sztements

I kereby authorize OHSU to use and to 2utherize others to use such information, Blm, recoraings o other Lransesiplions of canversztions
without restriction as to time for: o

O commercizl and non-commercial publications O commercial and non-commercial breadeast mediz
O OFESU publicationsfvideos only {7 other

{ waive any znd all clzims | may have or fzter acquire agzinst OHSU for the use of the informztion autharized by this document |
undersiand [ may revoke this consent at any Gme by giving written notice to the project coordinatar indicated abave.

Wilness Hgrang

Sigmabme of peat or guardian U 2 oiner or other ressonsisle peran of sradls t vgn because of
madical eoodidon {plese Indicsts slauonshig)

MEDICAL INFORMATION PERMIT
{ authorize the release of medical and/or surgical information 2s well (a8 patient's name, age, city/siale of residence) for

in the case of inquiry from media or for OHSU publications/videos.

hime
[ further autharize the yse of the patient’s name in coonection with this informatian. | release Qregon Healih Scences Unversity from
any respansibility in this matter. | understand | may ravake this consent 2t any time.

Widtess Sigmalere

Sgratuer of parent o guardian i 2 minee ac cdiel e ponsitle persan of unable 10 sign because ¢!
iedic! candivgn (please indicals sl suenshipl

Tin e [ I R E) : - . . . , R . .
7ol form shauld be fiied a5 @ peminancnl part of the paiieat's medical recorg: or [ rat ¢ patient, wih prafect coordinstor indigated above
I eamsem! e pernbnd nfescs matrhe (24 (T Al Pdmiraecrhy Frmnmirem iem finme el emode 917



