
 

 
 
 

PHOTOGRAPHY, AUDIO AND VIDEO RECORDING WAIVER FORM 
 
I, _________________________________________, understand it is the intention of 
Nicklaus Children’s Hospital to record my participation in its CME activity on videotape, 
DVD/CD, audiotape and/or photographs.  I expressly agree to and grant Nicklaus 
Children’s Hospital permission to videotape my presentation. In signing this waiver, 
Nicklaus Children’s Hospital agrees that my taped presentation will be used for 
educational purposes only. Any information I present in the tape whether well known or 
of recent research will not be claimed by Nicklaus Children’s Hospital as its own. I will 
be given the appropriate credit in the titling of the taped presentation. The tape will not 
leave the department of Medical Education except for educational checkouts by 
learners. 
 
 
Session Title(s)_________________________________________________________ 
 
______________________________________________________________________ 
 
 
Date of presentation: ____________________________________________________ 
 
 
 
_________________________                     
Print Name 
 
_________________________                     ________________________  
Signature                                                        Date Signed 
 
 
This form is to be returned to the CME office upon receipt. You may fax this form to 
(305) 669-6531 or scan and e-mail the signed form to cme@Nicklaushealth.org. Please 
keep a copy for your records. 
 
Thank you for your cooperation! 

mailto:cme@Nicklaushealth.org
mailto:cme@Nicklaushealth.org

