Patient Portal Access Form

Patient Name _____________________________ Date of Birth___________

Patient Name _____________________________ Date of Birth___________

Patient Name _____________________________ Date of Birth ___________

Patient Name _____________________________ Date of Birth ___________

Access will be given to the following names and emails:

Primary Access:

#1:Parent/Guardian _____________________________ Date of Birth ___________

Relation to patient ____________Email_______________________________________

Address ________________________________________________________________

Additional Access:

#2:Parent/Guardian _____________________________ Date of Birth ___________

Relation to patient ____________Email_______________________________________

Address      Same as above ____________________________________________________________________________

#3:Other Adult _________________________________ Date of Birth ___________

Relation to patient ____________Email_______________________________________

Address      Same as above ____________________________________________________________________________

By signing below, I acknowledge that I am authorized to access medical records for the above named patients, and I authorize the above named individuals to have access to the patients’ on-line portal.


Name ________________________ Signature _____________________ Date__________

