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MEDIA AUTHORIZATION FORM
Name: ______________________________________________________________________________________________________

Address:_____________________________________  City:____________________  State:________  ZIP: __________________

Description of Information to be released:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Reporter/Affiliation:_____________________________________  Possible air/publication date: __________________________

Consent to:  □ interview   □ photography   □ videotape   □ other

__________________________________________________   __________________________________________________
 Signature of Individual  Signature of parent, guardian, or authorized Representative

__________________________________________________   __________________________________________________
 Date  Relationship of above person to individual

__________________________________________________
 Witness
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