
PHOTO   RELEASE   FORM  

I,   _____________________________________,   grant   my   permission   and   
consent   to   HS   Connect/HSconnect.org   for   use   of   photographs   of   HS   abscesses,  
scarring,   or   other   photos   regarding   Hidradenitis   Suppurativa   for   presentation   
under   any   legal   condition,   including   but   not   limited   to:   publicity,   copyright   
purposes,   illustration,   advertising,   and   web/social   media   content   for   educational   
purposes.     

I   understand   there   shall   be   no   payment   for   this   release   and   there   is   no   revocation  
of   this   permission.   

Releasor’s   Signature   ___________________________    Date   ____________  

Print   Name______________________________     

Releasee’s   Signature   __________________________    Date   ____________  

Print   Name   ______________________________   
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