
PHOTO RELEASE 
 

 

 

 

 

I, _______________________________________ am aware that from time to time  

 (Printed Name of Student) 

 

school personnel from Florida College of Integrative Medicine will take or has taken  

photographs of me.  I do not object to the use of these photos for school purposes and 

by signing this agreement I hereby grant a release to Florida College of Integrative 

Medicine for use of said photographs.  

 

 

 

 

 

 

            

Signature     Date 

 


