Patient Consent for Video Recordings
Fort Lincoln Family Medicine Center
Clinical encounters play a key role in the education of physicians and thus benefit future patients. 
In the interest of promoting medical education, I authorize Fort Lincoln Family Medicine Center to (a) take videotape recordings of my treatment in connection with medical services I am receiving from the professional who is responsible for my care, on ___________        , 20       ____ and (b) release the recordings to Georgetown University staff who will process the recordings and to physicians who will discuss the recordings for educational purposes. I authorize these actions under the following conditions: 

(1) Such recordings may be taken only with the consent of the professional responsible for my care.

(2) Only an individual approved by the office shall produce the recordings. 

(3) The recordings shall be used for educational purposes; and such recordings and information relating to my case will be used in connection with resident training, as deemed proper in the interest of medical education, knowledge, and research.  It is specifically understood that in any such use, I shall not be identified by name. I grant this consent as a voluntary contribution in the interest of medical education and knowledge.
(4) The recordings will be securely uploaded to a secure residency blog site maintained by Georgetown University.  The blog site and video clip will be password protected and will be viewed and discussed by a small group of physicians designated by the Program Director, and will be deleted after the discussion.  
(5) I waive all rights I may have to any claims for payment in connection with these recordings.
(6) I understand that recordings may be edited, modified, or retouched for educational purposes.
(7) I understand that if, in the future, if I wish to withdraw this authorization, I have the right to do so at any time by writing.
(8) I understand that I may inspect or copy the recordings described by this authorization prior to the time such recordings are deleted.

(9) I understand that information used or disclosed pursuant to this authorization could be subject to redisclosure and if so, may not be subject to federal or state laws protecting its confidentiality.   
(10) This authorization expires on _______________________.  [insert a time frame by which you think this project will be completed].
Patient/Parent Signature:_____________________Printed Name__________
Date:________________
Physican Signature:_________________________Printed Name___________
Date:________________
Witness Signature:________________________Printed Name____________

Date:________________

