Authorization and Release of Claims re: Photographs

Pursuant to the Authorization to Obtain, Use and Disclose Images and Other Media and the Authorization
to Obtain, Use and Disclose Health Information that | signed previously and are still in effect, | consented

to allow Northwestern Memorial HealthCare to take and publish photographs/images of me depicting me

before and after surgery performed by Dr. Robert Galiano (the “Photographs”).

| understand that Dr. Galiano is leaving Northwestern Memorial HealthCare and starting a new practice.
Dr. Galiano has asked my permission to use and publish the Photographs at his new practice.

| consent to allow Northwestern Memorial HealthCare to grant Dr. Galiano the right to use the
Photographs in perpetuity, world-wide, royalty free and in all media now known and hereinafter invented.

| understand that if | want to cancel or revoke this consent, | must send that request in writing to Dr.
Galiano. | understand that Dr. Galiano is solely responsible for his use of the Photographs, and

Northwestern Memorial HealthCare has no responsibility for Dr. Galiano’s use of the Photographs.

| hereby release and hold harmless Northwestern Memorial
HealthCare and its affiliated entities and their employees, agents,
directors and insurers, from and against all claims by me or anyone
allowed to make a claim on my behalf related to Dr. Galiano’s use of
the Photographs.

My signature below acknowledges that | have read, understand and agree to this Authorization and
Release of Claims re: Photographs.

Patient Signature Date

Patient Name (Please Print)

Legal Representative Signature Date

Legal Representative Name (Please Print) Minor’s Name as applicable-Please Print

Phone Number Email Address

Residential Address



