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Permission to Audio or Video Tape 

Investigator’s Name:      
Project Title:      

Subject name:      

Date:       

I give       permission to  FORMCHECKBOX 
 videotape;  FORMCHECKBOX 
 audiotape me. 
This video/audiotape will be used only for the following purpose(s):

 FORMCHECKBOX 

CLINICAL 

This audiotape will be used as part of my treatment. It will not be shown to anyone but my treatment team, my family, and myself.  

 FORMCHECKBOX 

EDUCATION

This video/audiotape may be shown to education professionals outside of       for educational purposes. At no time will my name be used. 

 FORMCHECKBOX 

RESEARCH

This video/audiotape will be used as part of a research project at       . I have already given written consent for my participation in this research project. At no time will my name be used. 

 FORMCHECKBOX 

MARKETING/PUBLIC INFORMATION

This video/audiotape will be used to promote       to educational of health professional, referral sources, and/or the general public. At no time will my name be used. 

WHEN WILL I BE TAPED?

I agree to be videotaped/audiotaped during the time period of       to      . 

HOW LONG WILL THE TAPES BE USED?

I give my permission for these tapes to be used during the time period of       to      . 

These tapes will be stored for three (3) years after completion of the study. After three years the tapes will be destroyed. 

WHAT IF I CHANGE MY MIND?

I understand that I can withdraw my permission at any time. Upon my request, the video/audiotapes(s) will no longer be used and be destroyed. This will not affect my care or relationship with in any way. 

OTHER

I understand that 
 FORMCHECKBOX 
 I will

 FORMCHECKBOX 
 I will not 
be paid for being videotaped or for the use of the videotapes. 

FOR FURTHER INFORMATION

If I want more information about the videotape(s)/audiotape(s), or I have concerns at any time, I can contact:

Investigator’s Name:      
Department:      
Institution:      
Street Address:      



City:      



State:      


Zip Code:       

Phone:      



E-mail:      






This form will be placed in my records and a copy will be kept by the person(s) named above. A copy will be given to me.

Please Print

Subject’s Name: _______________________________________ Date: ___________________

Address: ______________________________________________________________________

Phone: _________________________________

Subject’s Signature: _____________________________________________________________

(Or signature of parent or legally responsible person if subject is a minor or is incompetent to sign.) Relationship to subject: ______________________________

Subject cannot sign because _______________________________________________________

​​​​​​​​​​​​but consents orally to be videotaped under the conditions described above.

_________________________________________

______________________

Witness Signature





Date

_________________________________________

______________________

Witness Signature





Date
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