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Authorization to Record a

“Life Story” 

CD/DVD


In signing this release form, I authorize the Memorial Healthcare Hospice Coordinator


and/or volunteer to:


1.  Interview me for my “Life Story”


2.  Record my Life Story on a digital voice recorder and/or video recorder


3.  Take the “Life Story” voice/video recording to edit


4.  Return the “Life Story” CD(s)/DVD to me, or my designated caregiver if I am unable to 


     accept them.


5.  If I do not want the designated caregiver to receive my CD(s)/DVD  I authorize the person


     following my name in signature to receive them.


6.  I understand the CD(s)/DVD  will be kept in the utmost confidence by the Recording 

     Personnel, but the CD(s)/DVD may be returned to me by a Memorial Healthcare employee                           
     and/or volunteer other than the “recordee” when the CD(s)/DVD are edited, at the earliest   

     convenience. 


I, ________________________________________ PLEASE PRINT


Give my permission to have this voice/video recording performed and edited.


Signature:____________________________________  Date:____________________


CD/DVD to be given to: _______________________________________________________


(Caregiver, if I am unable to receive the edited CD/DVD)


Employee/Volunteer:__________________________________ Date:_______________

