MODEL RELEASE

I,  _______________________      _________________  (______), do hereby

Print full name



          Age *
authorize the Wyoming Department of Health, its agents, successors, and assigns, to use and reproduce 

photograph(s) in which I appear in official department publications, websites and/or electronic
communications and I waive any right that I may have to inspect and approve said photograph (or any 
copy that may be used in connection therewith) or to receive compensation for the use of said photograph.

_____________________________________        ______________________________________

Sign full name




           Parent or Guardian
	* If under the age of 18, signature of a parent or legal guardian is required to participate.




______________________________________

Street or box number
______________________________________

City, state, zip code
_______________________________________

Phone
_______________________________________


Date

