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I, 
,
(PLEASE PRINT FULL NAME)

do hereby give the University of Washington Rural Underserved Opportunities Program (RUOP) the right to use my name, picture, portrait, or photograph in all forms and media and in all manners, including composite or other representations, for use in RUOP’s publications, including websites, brochures, student posters.

Signature:


Address:


Email: 




Telephone:

Date:




(Please initial) Additionally, I authorize the right to use my name,

picture, portrait or photograph on 
any or all University of Washington web sites.

Please withhold the following information: ________________________________________
MINOR CONSENT 

I am the parent and guardian of the minor named above, and have the legal authority to execute the above release. I approve the foregoing and waive any rights in the premises.

Full Name (please print):


Signature:


Address:


Telephone:

Date:

BY SIGNING THIS FORM, I ACKNOWLEDGE THAT I HAVE READ AND AGREED TO THE TERMS NOTED ABOVE.
Rural Underserved Opportunities Program (RUOP)


Photographic Release Form








