
 

 

  
PATIENT FULL LEGAL NAME: __________________________________PATIENT DATE OF BIRTH: _____________  
  
PATIENT MEDICAL RECORD #: _____________________________  SEX:            F          M       AGE:   ___________    
           

PATIENT ADDRESS:     STREET:  ____________________________________________  APT.#: ___________  
  
_____________________________________________________________________________________  
  
                            CITY:  ____________________________________ STATE: ______  ZIP CODE: ___________  
  
FOR PATIENTS OVER THE AGE OF 13, CREATE A PG ACCOUNT FOR THE PATIENT                  NO          YES  
IF YES, PATIENT’S EMAIL ADDRESS: _____________________________________________________________   
(Note: for patients 13 to 17, a PCR must exist in order for the patient to have a PG account)  

  
STEP 2: (ONE PCR PER FORM)  

 

  
PCR FULL LEGAL NAME: ________________________________________PCR DATE OF BIRTH: ____________  
  
PCR EMAIL: _______________________________________________ PHONE: _____________________  
  

PCR ADDRESS IS SAME AS PATIENT      YES         NO   (ADDRESS BELOW)                      SEX:            F          M        

                        
PCR ADDRESS:   STREET: _______________________________________________ APT. #: ___________  
  
_____________________________________________________________________________________  
  
       CITY:  ______________________________________ STATE: ______ ZIP CODE: _____________  
  

DOES PCR HAVE A PATIENT GATEWAY ACCOUNT?           NO          YES       
  
                    IF YES, PATIENT GATEWAY USERNAME: ______________________________________________  
  
DOES PCR HAVE A MEDICAL RECORD NUMBER?              NO     YES    (IF YES, MRN: ________________________)  
  

 
Authorization Received By: ______________________________________________________________                Date: __________________  
  
Approved By: _________________________________________________________________________  
  
PCR Identification:  

License    State ID    Passport    Other Photo ID   

      
  

P ATIEN T  C ARE  R EPRESENTATIVE    ( PCR )                      

A CCESS  A UTHORIZATION  TO                  
  

P ATIENT  G ATEWAY   A PPLICATION   
  
  
  
STEP   1:   ( ONE  PATIENT PER FORM )   



See Page 2 on Reverse  

  

  

AUTHORIZATION FOR PATIENT CARE REPRESENTATIVE ACCESS TO PATIENT GATEWAY 

APPLICATION  
  

Note: The information available in Patient Gateway is a subset of information contained in the legal health 

record. If at any time information is needed for legal or other purposes and/or a full copy of the Patient’s 

Medical record is needed, please contact the patient’s provider directly.  
I (THE PATIENT) UNDERSTAND THAT:  
• I may withdraw my authorization at any time by submitting a written request to the Department or Office where I 

originally submitted this authorization. Authorization may be withdrawn except for the following:  
 to the extent that action has been taken in reliance on this authorization  
 if the authorization is obtained as a condition of obtaining insurance coverage, other laws provide the insurer 

with the right to contest a claim under the policy  
• I may refuse to sign this authorization. If I refuse to sign this authorization, my treatment, payment, health plan 

enrollment, or eligibility for benefits will not be affected  
• Information released on this authorization, if redisclosed by the recipient, is no longer protected by Partners 

HealthCare    
• I understand that this authorization will remain in effect until one of the following occurs:  

 A patient 12 years or younger reaches the age of 13 years; a new authorization form is required  
 A patient reaches the age of 18 years; a new authorization form is required  
 Closure of account is requested in writing by the patient, their Legal Guardian, or Patient Care Representative 

  In the event of death of the patient or Patient Care Representative  
• Partners, the patient, their Legal Guardian, and/or the patient’s Patient Care Representative may elect to suspend 

or terminate authorization to Patient Gateway access at any time, for any reason  
  

PATIENT AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION TO PATIENT GATEWAY PATIENT CARE  

REPRESENTATIVE   
  

I have carefully read and understand the above, and have had any questions explained to my satisfaction.  
  

Patient Care Representative Signature: ________________________________ Date: ____________ 

Print Name:  _______________________  Relationship to patient: ___________________________  

  

    
I have carefully read and understand the above, have had any questions explained to my satisfaction, and do herein 
expressly and voluntarily authorize disclosure of the above information about, or medical records of, my condition to the 
person or agency listed above for the purposes of enrollment and utilization of the Patient Gateway application.  
  

Patient’s Signature: _________________________________________________ Date: ___________  
  

Print Patient’s Name: ________________________________________________________  
When patient is a minor, or is not competent to give consent, the signature of a parent, guardian, or other legal 
representative is required.  
  

Signature of Legal Representative:  ___________________________________   Date: ___________  
  

Print Name:  _______________________  Relationship to patient: ___________________________  

    

  

  

  

  

  

  

  

  

  

  

   

  

   

  

  


