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Project IMPACT Media Release Form 

 

Date: 
 

I hereby give permission for the photography/videotaping/filming/interviewing/recording of 

 

Name: 
  Student Name 

 

                        ______________________________ 

  Location or School 

 

By:   VCU Medical Center Injury & Violence Prevention Program IVPP 

 

For:   Trauma Surgery/Forensic/Life Evac/educational events or publications 

 

 

I release VCU Health Systems and its MCV Hospitals and Physicians from any and all responsibility for incidents 

arising form the use of the photograph/videotape/film/article. 

 

I relinquish my rights now or in the future to any royalties, copyright, license or reproduction compensation from the 

creation or reproduction of the media in any form. 

 
____________________________________                                                                         _______________ 

Signature of Student or Legal Representative                Date 

 

____________________________________                                                                                  _______________ 

Parent or Legal Guardian Printed Name  Signature       Date 

 

____________________________________                                         _______________ 

Signature of Witness             Date 
 


