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Biomedical Information Communications Center
OHSU Photography and Graphic Design
Mail code L331
3181 S.W. Sam Jackson Park Road

Portland, OR 97239-3098

tel 503 494-8040
photodesign@ohsu.edu 
www.ohsu.edu/edcomm/
photography 
Jan Pfeifer, PMP
Assistant Director, Educational Communications and
Manager, OHSU Photography and 
Graphic Design
pfeiferj@ohsu.edu
Steven Frick
Photographer
fricks@ohsu.edu
Richard York
Photographer
yorkri@ohsu.edu
Scott Jeffs
Graphic Designer
jeffss@ohsu.edu

Healthcare Provider Portrait Release Form

The OHSU Healthcare Marketing and Communications department pays for one-time provider portraits of healthcare personnel if they fall within the following guidelines: 

1) s/he provides patient care; and 

2) s/he charges for those patient care services.

Portraits are professionally photographed by OHSU Photography and Graphic Design staff, and post-production efforts such as color-correction, touch-ups, etc. are performed to ensure the best image possible. Once the portraits are complete, they are delivered to Marketing and Communications for use in pertinent collateral materials.

By signing below, you are agreeing that you comply with the provider guidelines outlined above.

Provider Name (Print): __________________________________________________
Signature: ____________________________________________________________

Email: _______________________________________________________________

Phone: ______________________________________________________________

Department Name: ____________________________________________________

Dept. Phone: _________________________________________________________

If you do not fall within the guidelines noted above, you may schedule an appointment and either charge your department or pay for the service personally. 

If you or your department would like a copy of a portrait that was previously taken and paid for by OHSU Healthcare Marketing and Communications, a transfer fee will be charged to the requester. 

By signing below, you are agreeing to the payment terms outlined above.

Provider Name (Print): __________________________________________________
Signature: ____________________________________________________________

Email: _______________________________________________________________

Phone: ______________________________________________________________

Department Name: ____________________________________________________

Dept. Phone: _________________________________________________________

Dept. FAID #: _________________________________________________________

Alias #: ______________________________________________________________

Fiscal Authority Name: __________________________________________________

Fiscal Authority Phone: _________________________________________________
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