[image: A picture containing logo, graphics, font, text

Description automatically generated]MACOMB COUNTY COMMUNITY MENTAL HEALTHExhibit 1

Permission to Capture Photos, Video, Sound or Other Recordings
Form for use when requesting permission to take recordings of recipients of mental health services pursuant to MCL 330.1724 

	
	[bookmark: _Hlk205461959]IDENTIFYING INFORMATION
	

	Name
	[bookmark: Text4]     
	Case #
	[bookmark: Text2]     
	DOB
	[bookmark: Text3]     



I, or my authorized representative, give(s) permission for Macomb County Community Mental Health (MCCMH) to capture a record of my: (Check all that apply)

	Media:

	
	☐ Image (includes still, multiple, and moving photos) ☐ Video ☐ Voice
[bookmark: Text18]☐ Quote ☐ Testimonial ☐ A Piece of Writing ☐ Other:     

	by: ☐ Photograph ☐ Video ☐ Sound Recording  ☐ Other:
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for educational and/or training purposes such as: 
	[bookmark: Text16]• Post on the MCCMH website, newsletters, or social media to promote services and reduce stigma.
• Share testimonial quotes or satisfaction feedback to highlight service impact and experience.
• Include testimonial quotes, photos, or video clips in outreach materials, presentations, or community reports.
• Use media in training, education, advocacy, and public campaigns that support behavioral health awareness and align with MCCMH’s mission and values.



I understand that I can decline before any photos, videos, recordings, or other documentation are taken. I also understand that I can choose to stop participating at any time by notifying MCCMH. However, anything captured before I gave notice won’t be affected. I understand that MCCMH can only use or share my protected health information if I’ve signed legal authorization. I also understand that once my records are shared, they may be used by the media.

I agree that MCCMH will own the Media mentioned above, as well as any materials created from them. I also agree to release to MCCMH any rights or claims I might have to the Media or related works. I understand that I won’t receive any financial compensation for them, but MCCMH may receive payment or other benefits. I understand that I can revoke (“take back”) my permission at any time by notifying MCCMH in writing and submitting to the following address:  Macomb County Community Mental Health, Attn: Compliance; 19800 Hall Rd., Clinton Twp., MI 48038. I understand that if I revoke my permission, any records, recordings, or works based upon those records or recordings; that were already taken, maintained, or shared; cannot be retrieved/taken back.

I understand that I have a right to receive a copy of this permission form after it is signed. I am voluntarily signing this permission form. I understand that I may refuse to sign this permission form and my refusal will not affect my treatment, payment, or eligiblity for benefits. Any questions I have about this permission form have been explained to my satisfaction. 
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[bookmark: _Hlk204686228]Parent/Guardian/Authorized Representative
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Print Name			Sign Name			Relationship 			Date
Witness
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Print Name			Sign Name			Relationship 			Date
Signature of Individual								             DateIn the event the Individual is deceased, legally incapacitated or developmentally disabled, the authorized representative must provide proof of authority, i.e., court certified letters of authority, valid subpoena or court order, valid power of attorney, valid patient advocate designation. References “I” or “my” include the individual from whom the signing party is authorized to sign. “My confidential information” refers to the confidential information of the Individual enrolled with MCCMH.
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