HEALTHCARE PATIENT TESTIMONIAL CONSENT FORM

Patient Name: [PATIENT FULL NAME]

Patient Address: [PATIENT STREET ADDRESS]

Patient City, State, ZIP: [PATIENT CITY], [PATIENT STATE], [PATIENT ZIP CODE]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

Patient Email Address: [PATIENT EMAIL ADDRESS]

Healthcare Provider Name: [HEALTHCARE PROVIDER NAME]

Healthcare Facility Name: [HEALTHCARE FACILITY NAME]

Facility Address: [FACILITY STREET ADDRESS]

Facility City, State, ZIP: [FACILITY CITY], [FACILITY STATE], [FACILITY ZIP CODE]

Date of Treatment or Service: [DATE OF TREATMENT OR SERVICE]

Date of Form: [DATE OF FORM]

RE: Consent to Use and Disclose Patient Testimonial for Marketing and Informational Purposes

1. PURPOSE OF THIS FORM
1.1 Purpose: This form authorizes [HEALTHCARE FACILITY NAME] ("Facility") and [HEALTHCARE PROVIDER NAME] ("Provider") to use and disclose the patient testimonial described below for the purposes stated in this form.
1.2 Testimonial Description: The testimonial consists of the following: [DESCRIPTION OF TESTIMONIAL, INCLUDING WRITTEN STATEMENT, AUDIO, VIDEO, OR PHOTOGRAPHS].

2. PATIENT IDENTIFICATION AND TESTIMONIAL DETAILS
2.1 Patient Name: [PATIENT FULL NAME]
2.2 Treatment or Service Received: [DESCRIPTION OF TREATMENT OR SERVICE]
2.3 Date Testimonial Provided: [DATE TESTIMONIAL PROVIDED]
2.4 Format of Testimonial: [WRITTEN STATEMENT / AUDIO RECORDING / VIDEO RECORDING / PHOTOGRAPH / OTHER]

3. AUTHORIZATION TO USE AND DISCLOSE
3.1 Authorization: I authorize the Facility and the Provider to use and disclose my testimonial, including my name, image, likeness, voice, and the healthcare information contained in the testimonial, for the purposes described in Section

4.
3.2 Recipients of Disclosure: The testimonial may be
disclosed to [LIST OF RECIPIENTS, SUCH AS WEBSITE, SOCIAL MEDIA PLATFORMS, ADVERTISING AGENCIES, OR MARKETING PARTNERS].
3.3 Scope of Authorization: This authorization includes the right to reproduce, publish, display, broadcast, and distribute the testimonial in [SPECIFY MEDIA, SUCH AS PRINT, TELEVISION, RADIO, INTERNET, SOCIAL MEDIA, OR OTHER DIGITAL CHANNELS].

4. PURPOSES OF USE AND DISCLOSURE
4.1 Marketing and Promotional Purposes: The testimonial may be used for marketing, advertising, and promotional purposes, including [SPECIFY PURPOSES].
4.2 Informational Purposes: The testimonial may be used for patient education, public information, and similar informational purposes, including [SPECIFY PURPOSES].
4.3 No Sale of Information: The Facility and Provider agree not to sell the testimonial or the information contained in it.

5. TERM AND EXPIRATION
5.1 Effective Date: This authorization becomes effective on [EFFECTIVE DATE].
5.2 Expiration: This authorization expires on [EXPIRATION DATE OR EVENT], unless revoked earlier in accordance with Section

6.
5.3 No Expiration: If no expiration date or event is
specified, this authorization remains in effect until revoked in writing by the patient.

6. RIGHT TO REVOKE
6.1 Right to Revoke: I understand that I may revoke this authorization at any time by providing written notice to [CONTACT PERSON AND ADDRESS FOR REVOCATION].
6.2 Effect of Revocation: Revocation is effective upon receipt of written notice, except to the extent that the Facility or Provider has already acted in reliance on this authorization.
6.3 No Condition of Treatment: I understand that treatment, payment, enrollment, or eligibility for benefits will not be conditioned on my signing this authorization.

7. VOLUNTARY CONSENT
7.1 Voluntary Participation: I understand that my participation is voluntary and that I may refuse to sign this form without affecting my access to healthcare services.
7.2 No Compensation: I understand that I will receive [COMPENSATION OR NO COMPENSATION] for the use of my testimonial, as described here: [DESCRIPTION OF COMPENSATION, IF ANY].

8. PRIVACY AND CONFIDENTIALITY
8.1 Protected Health Information: I understand that this authorization permits the disclosure of protected health information as described in this form and that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by federal privacy regulations.
8.2 Privacy Practices: I have been provided with a copy of the Facility's Notice of Privacy Practices, dated [NOTICE DATE].

9. PATIENT RIGHTS AND ACKNOWLEDGMENTS
9.1 Right to Review: I have the right to review and approve the final version of the testimonial before publication, as follows: [DESCRIBE REVIEW AND APPROVAL PROCESS].
9.2 Right to Receive Copy: I understand that I am entitled to receive a copy of this signed authorization.
9.3 Right to Inspect or Copy: I understand that I have the right to inspect or copy the protected health information to be used or disclosed, as provided by law.

10. REPRESENTATIONS AND WARRANTIES
10.1 Accuracy: I represent that the statements made in my testimonial are true and accurately reflect my experience.
10.2 No Guarantee of Results: I understand that my testimonial does not guarantee that other patients will experience the same or similar results.

11. GOVERNING LAW
11.1 Governing Law: This authorization is governed by the laws of the State of [STATE] and applicable federal law, including the Health Insurance Portability and Accountability Act (HIPAA).

12. SIGNATURES
12.1 Patient Signature: I have read this form and understand its contents. I sign it voluntarily.

Patient Signature: [PATIENT SIGNATURE]

Printed Name: [PATIENT PRINTED NAME]

Date: [DATE SIGNED BY PATIENT]
12.2 Personal Representative Signature (if applicable): If signed by a personal representative, state the relationship and authority.

Personal Representative Signature: [PERSONAL REPRESENTATIVE SIGNATURE]

Printed Name: [PERSONAL REPRESENTATIVE PRINTED NAME]

Relationship to Patient: [RELATIONSHIP TO PATIENT]

Authority: [AUTHORITY, SUCH AS POWER OF ATTORNEY OR GUARDIANSHIP]

Date: [DATE SIGNED BY REPRESENTATIVE]
12.3 Witness Signature (if required):

Witness Signature: [WITNESS SIGNATURE]

Printed Name: [WITNESS PRINTED NAME]

Date: [DATE SIGNED BY WITNESS]
12.4 Facility or Provider Representative:

Representative Signature: [REPRESENTATIVE SIGNATURE]

Printed Name: [REPRESENTATIVE PRINTED NAME]

Title: [REPRESENTATIVE TITLE]

Date: [DATE SIGNED BY REPRESENTATIVE]
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