@ Bodypoint

PHOTOGRAPHIC, VIDEO, AUDIO AND WRITTEN MATERIAL RELEASE
AND AUTHORIZATION FORM

| hereby consent to the public dissemination and use of all materials both photographic, sound of my
voice as recorded on audio or video and written supplied by me to Bodypoint, Inc. | understand that the
materials released may include my photographing or videotaping using wheelchair positioning
accessories manufactured and distributed by Bodypoint. The materials may also include other
photographs of me using other like medical mechanisms.

| fully understand and accept that | will receive no fee or reward of any kind for the use of these materials,
and that Bodypoint, Inc. and it's representatives may use or publish these materials as many times and in
any form and in any media, including media not yet known or invented, whether electronic or printed, and
said media may be sold or given away at any time whether now or in the future without time limit and
without further consent by me.

| also understand and accept that the materials supplied by me may be edited and manipulated in any
way and that Bodypoint, Inc. has full editorial control over the use of these materials and does not need
any further consent from me or from any other person or organization.

| confirm without doubt that | fully own the copyright to these photographic, video image, audio recording
and written material and have the right to give these permissions and consent contained within this
document.

| understand that Bodypoint, Inc., its representatives and employees accept no responsibility of any kind
whatsoever for any consequences, direct and indirect, that may arise at any time due to publication of this
material, both written, video, audio and photographic, whether now or in the future.

| understand that Bodypoint, Inc. will not condition any treatment, payment, enrollment in a health plan, or
eligibility for benefits on my providing authorization for the requested disclosure.

| understand that | have a right and may request inspection of the protected health information to be used
or disclosed.

| understand that | have the right to refuse to sign this release and authorization.

| understand that if the use or disclosure of the requested information will result in direct or indirect
remuneration to Bodypoint, Inc., from a third party, | will be provided a statement to that effect.

| also accept that Bodypoint, Inc., its representatives and employees accept no responsibility of any kind
whatsoever for any copies or downloads of any kind made by any third parties with or without the consent
of Bodypoint, Inc., its representatives and employees and any of its associated titles or companies.

| also understand that | have the right to revoke this authorization in writing provided that | supply a

written revocation to an agent of Bodypoint, Inc. delivered at the above referenced address. The
revocation will be effective upon receipt by Bodypoint, Inc.

Bodypoint, Inc. « 558 First Ave. South, #300 + Seattle, WA 98104 « Ph: 206-405-4555 « Fax: 206-405-4556



@ Bodypoint

PLEASE COMPLETE IN BLOCK CAPITALS:

NAME:

ADDRESS:

E-MAIL:

| AM OVER 18 YEARS OF AGE : YES NO
SIGNED: DATED:

IF UNDER 18 YEARS OF AGE CONSENT SHOULD BE GIVEN BY A PARENT OR GUARDIAN:

PARENT OR GUARDIAN NAME:

ADDRESS:

E-MAIL:

PARENT OR GUARDIAN
SIGNED: DATED:

(SIGNATURE OF WITNESS IS NEEDED WHETHER OVER OR UNDER 18 YEARS)

SIGNATURE OF WITNESS:

DATE: day month year
NAME:

ADDRESS:
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