
 

Name           _______________________________________  
  
Address        _______________________________________  

City              ____________   State__________   Zip________  

Tel. __________________   Email  ______________________  

Name Printed _______________________________________  

Signature        _______________________________________  

Date                ________________  

  

Testimonial Release Form

I hereby grant Cornerstone Wellness permission to use my testimonials including photographs in any and all of its publica-
tions, including website entries.

I hereby hold harmless and release and forever discharge Cornerstone Wellness and their medical affiliates from all 
claims, demands, and causes of action which I, my heirs, representatives, executors, administrators, or any other persons 
acting on my behalf or on behalf of my estate have or may have by reason of this authorization.

I am at least 18 years of age and am competent to contract in my own name. I have read this release before signing below 
and I fully understand the contents, meaning, and impact of this release.

I agree to have my testimonial shared as a model of success, without payment or other consideration. My personal 
contact information will not be included in any publication.

❑  I would like my first name only to be used in story 
❑ I would like my first and surname used in story 


