Cen AUTHORIZATION TO RELEASE INFORMATION

%@’ For Communications/Marketing and Media Relations Purposes

EXCEPTIONAL CARE, WITHOUT EXCEPTION,

You are a Boston Medical Center patient. We are asking you to be a part of public communications or media relations
about BMC or its patients. This includes identifying you to news media outside BMC who want to do a story about
BMC or its patients. News media are people or companies in the TV, radio, magazine, or newspaper business. You
could be interviewed about your care and may have photographs, audio, video or film recordings made of you.

What is the reason for the disclosure?
[0 Boston Medical Center promotional and educational activities
e Mail and electronic newsletters for employees
e Boston Medical Center and Boston University Medical Campus public Web site(s)

e Public media releases in all forms of communication including newsletters, pamphlets, social media,
electronic/paper displays in the hospital, newspapers, television, radio, magazines, and internet

O Identification/Introduction to External Media Sources such as TV, Radio, Newspapers, Film Production
Companies

What information is released for BMC activities?
We will say that you are a patient and may add what clinic or doctor you saw. People can learn about your health information
based on the clinic or doctor that you see. We will release your comments. If you are on sound video or film, we will release
the recording of your voice. We will not use your name unless you say we can. But, if your face can be seen, people who know
you may be able to tell who you are.

Do you want to let us disclose your name? @O YES O NO

What information will we give to external media?
We will give your

O name Oladdress Otelephone number  Cle-mail address
To (Name of media organization)

We will say what clinic or doctor you are visiting unless specific agreement is required:

For some health conditions we must get your specific agreement to share information with the public or
external media :

CICheck the box if you agree to share the following health information*:

You have the right to stop the interview, picture or film making at any time.
During the interview or while we are taking the pictures or filming, you can ask BMC or external medial to stop. You do not
have to give a reason for stopping.

This authorization will expire 10 years from the date that you sign below unless you take it back sooner.

“HIV/AIDS status/testing, genetic testing/information, alcohol/drug abuse, Mental Health Services (psychiatrist; psychologist;
psychiatric nurse; educational psychologist; social worker; domestic violence, rape, marriage, family, rehabilitation, or mental
health counseling) sexually transmitted diseases




You have the right to take back your authorization.

Write to:
Office of Communications
85 E. Newton Street, 4th floor
Boston, MA 02118
communications@bmc.org

If you take back your authorization, it will not affect any actions we took in reliance upon your authorization.

What will happen to the interviews, pictures or videos BMC does?
We will not use all the videos or pictures that we take. The videos and pictures will not be part of your BMC medical record.
But, they will belong to the hospital. We will keep any video or picture as long as 10 years.

Taking part in the interview, picture or film making is voluntary.
Your participation is completely up to you. You do not have to agree to do an interview or have pictures or videos taken. Your
decision (either yes or no) will not affect your being able to get health care at BMC or payment for your health care. It will not
affect your enrollment in any health plan or benefits you can get. Boston Medical Center is receiving no payment for your
participation. You will receive no payment based on your participation.

The U.S. Privacy Rule does not protect health information that you permit BMC to disclose to the public.
People and media who are not connected to Boston Medical Center can download, copy and reprint,
rebroadcast, or re-disclose your information. Boston Medical Center is not able to limit or control this re-
disclosure. Outside media will use and disclose your information based on the separate agreement that you sign
with them.

You have the right to get a copy of this form.

PATIENT NAME (Print) PATIENT DATE OF BIRTH

DATE SIGNATURE (Patient or Authorized Representative)

AUTHORIZED REPRESENTATIVE NAME DESCRIBE AUTHORITY (e.g. Parent, Guardian)

To receive a copy of this form, please provide mailing address:

Street address City State Zip

Email address
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