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PATIENT PORTAL 

THIRD PARTY ACCESS AUTHORIZATION FORM 
 

 
Patient Name: ______________________________________________ Date of Birth: ___________________ 
 Last                                    First                                             M.I. 
Address: ___________________________________________________________________________________  
                           Street Address City, State      Zip Code 
Telephone #: _______________________ Medical Record #: ________________ Social Security #:________                      
                                                       Last 4 digits 
Provider Name (if known): ___________________________________________________________________ 
 
 
 
By signing this Third Party Access Authorization Form, I understand that I am giving the individual listed below 
permission to access my MySite Patient Portal and all of the information posted there, including: my health 
summary, current problem list, current medications, lab results, appointment information and other protected 
health information (“PHI”).  
 
I further understand that: 
• This individual may be able to view sensitive information, including information relating to:  

o Acquired immunodeficiency syndrome (AIDS), human immunodeficiency virus (HIV) infection, 
and other sexually transmitted diseases (STDs); 

o treatment for drug or alcohol abuse; 
o mental or behavioral health or psychiatric care; and 
o results of genetics testing. 

• This individual will have access to my MySite Patient Portal until my account is cancelled or deactivated or I 
revoke this individual’s access in writing as described below. 

• My Patient Portal may contain records that were created or existing on or before the date this form was 
signed.  

• In the event, this individual shares or re-sends any information from my Patient Portal it may no longer be 
protected by federal or state privacy laws. 

•  I have the right to revoke this authorization at any time, and terminate this individual’s access to my account.  
I understand that if I want to revoke this authorization, I must do so in writing to the Director of Health 
Information Management or the Privacy Officer of the hospital.  

• I can also change my password or ask any of the Beth Israel Deaconess Hospitals in Milton, Needham, and 
Plymouth to close my account at any time. 

• I may request a copy of this form.   
 

 
X_________________________________________    ______________________ 
           Patient Signature                                Date 
 
X_________________________________________    ______________________ ____________________ 
           Patient’s Legal Representative Signature                         Date    Relationship 
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THIRD PARTY ACCESS AUTHORIZATION FORM (continued) 

 
 
Name: ____________________________________________________ Relationship to Patient: ___________* 
                                    Last                          First                         M.I. 
 
Address: ___________________________________________________________________________________  
 Street Address City, State  Zip Code 
 
Telephone #: ____________________________ Email Address: _____________________________________ 
 
Do you currently have a MySite account or have you been a patient at Beth Israel Deaconess Hospital in Milton, 
Needham, or Plymouth?       Yes _____ No_____          Hospital Site  ___________________________________ 
 
If I am a parent or legal guardian, I acknowledge and agree that:  
• I will be using my Patient Portal account to access _______________________’s Patient Portal account.  
• I have parental rights or legal guardianship rights to access his/her record.  
• I have not been denied periods of physical placement with the patient and there are no court orders or 

restraining orders in effect limiting my access to this patient's medical records and/or information.  
• Communications on behalf of the patient through Patient Portal must be sent from the patient's record and 

responses will be received in the patient's record. Patient Portal e-mail alerts will be sent to the e-mail 
address entered on the Patient Portal.  

• For a child age 0 to 13 years, I will be granted full access to the child's Patient Portal record. 
• For adolescents aged 13 to 17 years, the adolescent is allowed shared access to their health information 

through the Patient Portal if they request it. 
 

* Legal Guardian, Health Care Proxy, Health Care Surrogate, etc.: If you are a legal guardian, health 
care proxy, health care surrogate, or you have a durable power of attorney for healthcare, you must 
provide a copy of the corresponding paperwork to the hospital. In the event there is a change in your 
authority (e.g., your authority is inactivated, revoked, terminated, or expired), you must immediately 
notify the hospital in writing. Notification should be sent to the hospital's Health Information 
Management department. 
 

 
By signing below, I acknowledge and agree that:  
• I will comply with the terms and conditions on the Patient Portal Terms and Conditions.   
• The patient can revoke my access to his/her Patient Portal account at any time  
 
X______________________________        __________________________________                ______________________ 
           Signature (Required)                            Relationship to Patient (Required)                           Date (Required) 
 
 
 
 

Beth Israel Deaconess Hospitals use only: 

 

Individual Who Received Request: ___________________________________ Date Request Received: ____________  

Medical Record Number / Account Number: ___________________________________________________________  

 

Individual Completing the Request: __________________________________ Date Request Completed:____________  


