StDavid’s

CoMMUNITY HEALTH FOUNDATION

DENTAL PROGRAM

Photograph Release
Child@ Name:
Parent or Guardian
Address
City State Zip

| grant to St. David® Community Health Foundaion and St. David(@ Health Leadership
Dental Program (St. David®), and thoe acting under St. David(® authority, permission to
use phoographs in color or in black and white, of my child for the purpo< of
informationd and promotiond materials for St. David®. | waive theright to approvethe
finished phobgraphsor the use to which they may be put or the copy used in conjundion
therewith as well as my rightto any negdives, prints or reprodudionsof the phobgraphs

Signdd Date

(Parent or Guardian)

StDavid’s

CoMMUNITY HEALTH FOUNDATION

DENTAL PROGRAM

Permiso para Usar Fotografias

Nombre dd Nino(a)

Padre or Guardiin

Direcci—n

Ciudd Estado Codigo Pogal

Le doy pamiso alaFundai—n de Salud dd la Comunidad de St. David® (St. David(®
Community Health Foundadion)y dd Programa Dental de Salud de St. David@ ( St.
David@ Health Leadership Dental Program) y otros bgo delaautoridad de St. DavidG,
el derecho deusar fotografias (de color o denegro y blanco) demi hijo(a). Lasfotos
serin usadas para e prop—ito de materiales informativosy para promod—ngde St.
David®. Renundo e derecho alo siguiente: de aproba las fotografias, derecibir las
copias delas fotografias, deobtene negativos deobtene imigenes fotogrificosy de
obtener reproduci—ngdelas fotografias.

Firma Fecha
(Padre o Guardiin)
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