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Please print and sign this agreement and return by fax to 651.317.8048 or  
scan and return through the video/photo upload link at  https://www.pathassist.org/mpage/GrossingVideosUpload 

       
AAPA PERMISSION FOR VIDEO/PHOTOGRAPHIC USE 

TRAINING PROGRAM/STUDENT COLLAOBRATIVE PROJECT 
 
1. I agree to voluntarily participate in sharing grossing videos and/or photos with the AAPA. 

 
2. I acknowledge that I created the video(s) or took the photo(s), and therefore own the rights to the material I 

am submitting. 
 
3. I grant the AAPA a nonexclusive license to store, use, reproduce, and/or distribute this material to PA 

training programs and students, and for use in AAPA education content.  I understand this license does not 
prohibit me or my employer from using these materials in my own professional or personal work.  

 
4. To the best of my knowledge, my submitted material(s) does not violate any proprietary or personal rights of 

others (including any copyright, trademark and privacy rights), is factually accurate, and contains nothing 
defamatory or otherwise unlawful. I have the full authority to enter into this agreement and have obtained all 
necessary permissions or licenses from any individuals or organizations whose material is included or used 
in my presentation. 

 
5. I hereby indemnify and hold the AAPA harmless from and against any and all claims, expenses (including 

reasonable attorney’s fees), and liability whatsoever arising, directly or indirectly, out of my actions or 
inaction at, or participation in this voluntary program. 

 
6. I understand I will not be compensated in any way for my participation. 

 
By signing this agreement, and based on mutual consideration, I understand and agree to the 
above terms and conditions. 
 
 Video Description: ________________________________________________________________  
 
 Photo Description: ________________________________________________________________  
 
Patient History (if applicable and not already provided): ________________________________________  
 
 _________________________________________________________________________________  
 
Signature: _________________________________________________________________________  
 
Printed name: ______________________________________________________________________  
 
Organization name: _________________________________________________________________  
 
Address: __________________________________________________________________________  
 
Organizational representative name and role (if applicable): ___________________________________  
 
Organization representative signature (if applicable): ________________________________________  
 
Date: __________________  Email: _______________________________________________  


