GHiSA — Global Hidradenitis Suppurativa Atlas
Patient Consent for Use of Clinical Images and Health Information

Institution / Physician: ___________________________________________

Patient Name (optional): ___________________________________________

I hereby authorize the above-named institution and/or physician to take photographs, videos, or any other recordings of my likeness and to share these materials, together with relevant protected health information (including treatment information and diagnoses), with the Global Hidradenitis Suppurativa Atlas (GHiSA) and its collaborating researchers and contributors.
I understand that these materials may be used for the following purposes:
•  Publication on the GHiSA website (www.ghisa.org), including its educational and research sections.
•  Internal GHiSA educational campaigns

I understand that my name will not appear alongside any published material without my explicit additional written authorization. Any materials from which all identifying information has been removed will no longer be subject to this consent and may be used freely for research and educational purposes.
I understand that my provision of health care, payment for care, and health care benefits are not conditional upon signing this consent. I am not required to sign; however, my materials cannot be used by GHiSA without my authorization.
I understand that once information has been disclosed pursuant to this consent, it may be subject to re-disclosure by third parties and may no longer be fully protected under applicable national or regional data protection laws.
I have the right to withdraw this consent at any time by providing written notice to the institution or physician named above. Withdrawal will apply only to future use; it will not affect materials already published or disclosed.
I hereby release GHiSA, its officers, collaborators, contributors, and partner institutions from any liability arising from the use of the materials authorized above, including any claims related to privacy, publicity, or personality rights.
The rights granted by this consent are granted in perpetuity and without geographic limitation.


Signature and printed name of patient / individual

Date
OR: If the patient is a minor or has a personal representative:
I confirm that I am the legal parent, guardian, or personal representative of the individual named above and have the authority to sign this consent on their behalf.

Signature and printed name of guardian / personal representative

Relationship to patient

Date

www.ghisa.org
