
 

 

 
 

 

 

Individual name and credentials: ____________________________________ 

 

Facility: ______________________________________________________ 

 

I hereby grant to AORN permission to reprint, publish, distribute, and use the following for 

AORN’s scientific, educational, and or commercial purposes: 

 

My testimonial statements concerning my facility’s participation in and experience 

with the AORN Center of Excellence in Surgical Safety: Prevention of RSI program 

for AORN’s unlimited use in its educational and promotional materials. 

 

My facility’s name and/or logo for use by AORN solely in connection with my 

testimonial statement. 

 

Photos and/or videos I provide AORN in connection with my facility’s participation 

in the Prevention of RSI program.  

 

To the extent my submission contains recognizable mentions or images of my employer health 

care facility, my facility has approved AORN’s use as described above. All individuals who 

appear in any submitted photo and/or video appear willingly, understand, and have agreed to the 

above-described use and publication by AORN.  

 

I either have the authority to sign and grant this permission on behalf of my facility or have 

secured an appropriate facility authorization below.  
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