PHOTO, VIDEO, AUDIO LEGAL RELEASE

Fabito Anesthesia and Pain Specialists PC (FAPS) and
Opulent Investment dba MD Healing Circles (MDHC)

Thank you for sharing your stories and experiences regarding treatment. In doing so, others
are inspired to explore the treatment and wellness options available to them, as well as
promoting our mission of healing. By signing this release, you are agreeing to unlimited
sharing that might include, but is not limited to, publicizing the photography, videography, and
audio recordings created. Publicizing this information may include, but is not limited to the
distribution of such materials online, in print, and/or news media such as, but not limitedto TV,
social media, podcast, radio, newspapers, and magazines. We respect the privacy of our
patients, visitors and staff, and ensuring that medical information is kept confidential is among
our highest priorities.

V' lauthorize MDHC and FAPS, or any of their designated partners to share details of my treatment and
experience as a patient in communications produced by or on behalf of MDHC, FAPS or partners. | consent
to take and make use of my photos, videos and/or audio recordings in publications produced by or on
behalf of MDHC and FAPS.

v lunderstand that | will not be entitled to any payment or other form of remuneration as a result of any
information and/or photographic, video, or audio material.

v | am aware that my protected health information will exist forever in either a recorded (if authorized),
printed, and/or electronic version, and that once it is published or disclosed in any form, it may be continued
to be used. | further understand that | may revoke or withdraw this permission at any time to prohibit future
use of any information or recordings. To do so, | must send written notice to MDHC or FAPS at 1748 West
Horizon Ridge Parkway Henderson Nevada, 89012, and allow 90 days for compliance of future use.

V' lunderstand that | am not required to sign this authorization. MDHC and FAPS does not condition
treatment or access to treatment on the signing of this document. | further understand that if | do sign this
document, and that the authorization lasts for 100 years.

PRINTED NAME OF PATIENT/CLIENT DOB

SIGNATURE OF PATIENT/CLIENT OR PARENT IF UNDER 18 DATE



