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CONFIDENTIALITY AGREEMENT

As a participant in the Health Professions Complex, | will be actively participating in
clinical simulations video recordings. | understand that the content of these simulations
will be kept confidential in order to maintain the integrity of the learning experience for
me and my fellow students. It would be unethical for me to share any information
regarding simulation scenarios with my fellow students. | will also be observing fellow
students within the clinical simulation laboratory, and | will not discuss their performance
with anyone outside of the simulation laboratory.

| fully understand and acknowledge that the unauthorized release, mishandling of
confidential information or inappropriate exchange of information is prohibited, and
serious consequences may occur if | violate this agreement. | will exemplify the
McLennan Community College Academic Integrity fundamental values of honesty, trust,
fairness, respect, and responsibility. (initials)

Audio/Video/Photo Release

| hereby authorize the release of information, photos, and/or videos concerning my
participation at all events, activities, and organizations related to the McLennan
Community College (MCC) Health Professions Complex (HPC). This authorization
grants the MCC HPC the right to use the information, photos and/or videos of the
undersigned (or those in which the undersigned may be included) for materials related
to education, research, advertising, and marketing of MCC HPC. This includes, but is
not limited to: debriefing, evaluation, brochures and pamphlets; news releases;
newspaper/magazine articles, stories, features; all other internal/external materials
produced by MCC HPC and/or its legal representatives and assigns. (initials)

ARCHIVING AGREEMENT
| have read the Archiving policy and fully understand and acknowledge that the Health
Professions Complex will adhere to the MCC Policy and Procedure G-XIX regarding
archiving and access of my records. If my consent is required, | understand that | am
required to fill out the Record Access form before any information can be provided.

(initials)
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