
FACULTY PRESENTATION AUTHORIZATION FORM

Presenter’s Name:

Presentation Title:

I hereby authorize the following: (please select all that apply)

 The right to use my name, photograph and biographical data for materials in connection with this 
activity.

 The right to use photography from the live event in future publications such as newsletters, reports, etc.
 The right to produce handout materials in print or electronic format (PDF only) for distribution to 

registered participants.  Electronic format could include flash drive, CD, secure web portal.
 The right to audio/video record the presentation for educational purposes. 

AUTHORSHIP
Are you the sole author of this presentation?

 Yes
 No   

COPYRIGHT
Have written authorizations been secured to use third party content for the purpose of this presentation?
Third party content includes but is not limited to images, photos, tables, graphs, cartoons, and music.

 Yes
 No
 Not applicable

HIPAA PRIVACY
Pursuant to the Health Insurance Portability and Accountability Act (HIPAA) of 1996, faculty participating in a UNMC Center for 
Continuing Education educational activity are required to indicate if their presentation contains any of the following identifiers.  

Does your presentation contain any of the 18 identifiers listed below?

 Yes   
 No

Signature Date

986800 Nebraska Medical Center, Omaha, NE 68198-6800        |        Telephone:  402-559-4152         |         Email:  conted@unmc.edu         |         Fax:  402-559-5915

 Certificate/license numbers
 Vehicle identifiers
 Device identifiers and serial numbers
 Web Universal Resource Locator (URL)
 Internet Protocol (IP) address number
 Biometric information
 Full-face photographic images
 Any other unique identifying number, characteristic or code
 Account numbers

If no, have you secured written permission from the other authors?
 Yes
 No

If yes, please check all that apply.

 Names
 Geographic subdivisions smaller than a state
 Dates
 Telephone numbers
 Fax numbers
 Electronic mail addresses
 Social Security numbers
 Medical record numbers
 Health plan beneficiary numbers

Have signed patient authorizations been secured to use and disclose protected health information for 
the purpose of this presentation?

 Yes
 No
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