
 CONSENT & 
AUTHORIZATION FORM

To use or disclose health information Photography / Video / Other Imaging / Audio Recording / 
Testimonial / Reviews for Education, Marketing, or Media Relations Purposes

Patient Story / Testimonial: We invite you to share your Optim Orthopedics experience with others. Feel free 
to tell your story as a way to give hope and inspire others, recognize your doctor, someone on the medical 
team, or anyone you came in contact with that help shape your experience. 

I                                                                                                               (your name / name of parent or legal guardian), 
hereby give Optim Orthopedics permission to use and share my story for promotional purposes.  
I understand that Optim Health System may publish this content online and in print materials, and it may be revised 
and used in part or in its entirety. 

I authorize the release of any health information contained in this submission and authorize the staff of Optim 
Orthopedics to discuss this information with physicians and other staff, as necessary, to verify the accuracy of the 
information.

Signature of Patient or Parent / Legal Guardian:

Date:

Your Name:

Relationship to Patient:

Patient Name:

Phone: Cell:	

Email:	

Please email your completed form, story, and photo to: marketing@optimorthopedics.com

I agree I disagree
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Please email your completed form, story, and photo to: marketing@optimorthopedics.com

http://mailto:Marketing@optimhealth.com
http://mailto:Marketing@optimhealth.com

	Check Box2: Off
	Check Box3: Off
	Date4_af_date: 
	PRINT FULL NAME: 
	If Signing for a Minor: 
	If Signing for a Minor, Print Patient Full Name: 
	Best Contact Number: 
	Cell Number: 
	Type email address: 
	Tell us your story: 


