
 
 
 

NET NURSERY CONSENT FORM: Your Baby’s Photo 
  
 
A Newborn Nursery Nurse will take your baby’s photo on the day of 
his/her/their birth. Photos are taken for identification purposes only.  
 
You also have the option of sharing your baby’s photo for free with 
friends and family through the Net Nursery on the Regional Medical 
Center’s web site at www.trmchealth.org.  
 
 

To Place your Baby’s Picture 
on the Regional Medical Center’s Net Nursery 

 
If you would like to include your baby’s photo on the Regional Medical 
Center’s web site at www.trmchealth.org, please complete the Internet 
consent form included with this sheet.  
 
Newborn photos will be posted to the Net Nursery on the Regional 
Medical Center’s web site within 3 to 5 working days from receipt of the 
signed Internet consent form.  
 
Return the completed form to your Newborn Nursery nurse prior to 
discharge, or mail or fax the form from your home to: 
 

The Regional Medical Center 
Newborn Nursery 

3000 St. Matthews Road 
Orangeburg, SC 29118 
Phone (803) 395-2216 

Fax (803) 395-2856 
 

www.trmchealth.org 
 
 

 

To view your baby’s photograph on our Net Nursery, you must use this login name and password/code to access. 
Remember: Parents are the only ones given this information. Family and friends must obtain this information directly 
from the parents. 
 
LOGIN NAME:   PASSWORD/CODE:       



NET NURSERY CONSENT FORM 

3000 St. Matthews Road, Orangeburg, SC 29118 
Phone: (803)395-2216  Fax: 803-395-2856 
 
 
The undersigned does hereby consent to have their infant(s) photograph and/or following items  
marked below placed on the Regional Medical Center’s Net Nursery web site, www.trmchealth.org. 
 
  Baby’s Date of Birth (mm/dd/yyyy):    Photo Login:        
 

 Photo Password/Code:      
 

The check mark symbol (√) signifies information that must be provided. 

√ Circle One: Boy / Girl Boy / Girl 

√ Baby’s First Name: 
 

__________________________________ 

Baby 1 

 

__________________________________ 

Twin 

 
Baby’s Middle Name or 

Middle Initial: 
 

__________________________________ 

 

_________________________________ 

 
 

Baby’s Last Name: 
 

__________________________________ 
(for filing purposes; ONLY initial of baby’s 
last name will appear)  

 Time of Birth: ____________________________ AM/PM ____________________________ AM/PM 

 Length ____________________________ inches ____________________________ inches 

 Weight __________ lbs.   __________ ozs. __________ lbs.   __________ ozs. 

√ Mother’s First Name: 
 

__________________________________ 

PLEASE PRINT 
 

 Father’s First Name: 
 

__________________________________ 

PLEASE PRINT 
 

May we send information to you via e-mail? If so, please provide your e-mail address below. 

E-mail Address:   ________________________________________________________ 

Phone Number to call in 
case we have questions: 

 
 
_______________________________ 
 

Is this number: 
Work  □    Home □   Cell □ 

 
The undersigned understands that the infant’s picture and personal data indicated above will be posted on the Regional Medical Center’s 
(RMC) web site for 90 days after birth. The undersigned also understands that the infant’s photo and personal information can be removed 
from the RMC web site Monday through Friday between 8 a.m. and 4:30 p.m. by calling 803-395-2861. The undersigned further 
acknowledges and understands the following:  (1) RMC’s web site is an internet site and that infant photos are password protected;  
(2) Parents are the only ones given the necessary passwords to view their child’s photo on the web site; and (3) Family and friends must 
obtain this information directly from the parents. The undersigned hereby releases RMC, its subsidiaries and related organizations and 
employees from any liability or responsibility for the appropriation, use, misuse, reproduction and downloading of the infant’s 
photo/information by anyone who accesses their child’s photo and information on RMC’s Net Nursery. 

 

Mother’s Signature: 
 

__________________________________________________ 
(Signature required.) 

 

Date:__________________ 
 

Father’s Signature: 
 

___________________________________________________ 
(Father’s signature is required for publication of Father’s name.) 

 

Date:__________________ 
 

Witness Signature: 
 

___________________________________________________ 
(Unrelated Hospital Employee) 

 

Date:__________________ 
 

 

www.trmchealth.org 

 

FOR OFFICE USE ONLY: 
Meditech Number: __________________ 


