
 

Adult Granting Proxy Access to Another Adult 

 

Memorial Hospital provides internet-based access to portions of a patient’s medical records through our patient portal, mHealth, 

which allows the patient or representative to view and manage information about their care. 
 

As a Memorial Hospital patient, you may grant proxy access to your health portal account.  An authorized proxy will be granted the ability to 

view and manage your portal account as if logged in as you.  This may include personal or sensitive information, such as test results, 

treatments and medical opinions related to substance abuse, mental health, sexually transmitted diseases, and pregnancy. 
 

Granting Proxy Access of My Portal 

I am an adult patient with an active patient portal account, and request that proxy access be granted to the proxy named below. 
 

I certify and acknowledge that: 

1. I have the capacity to authorize access to my health portal account be granted to the proxy named below. 

2. Information disclosed to the named proxy may be subject to re-disclosure by the proxy, which is not protected by state or federal law. 

3. This authorization is in effect as long as I am living unless revoked by me.  I understand that I may revoke authorization at any time by 

contacting Memorial Hospital. 

 

Patient Name:       Date of Birth:      

Address:          

City:        State:     Zip Code:     

Phone:        Email:      
 
 

 

Proxy Name:       Relationship to Patient:     

Address:          

City:        State:     Zip Code:     

Phone:        Email:      
 

 
 

 

_____________________________________________________________ 
Patient Printed Name 
 

 

       _         
Authorized Signature         Date/Time 

 

 

 

 

 

 

 

 

 

 

 

 

 

Questions or concerns should be directed to 402-646-4633 
 

PLEASE SUBMIT COMPLETED FORM BY FAX:  402-646-4639 

OR BY MAIL:  Memorial Hospital-Attn. HIMS DEPT.  |  300 N COLUMBIA AVE  |  SEWARD, NE 68434 

 

Memorial Hospital 
300 N Columbia Avenue 
Seward, NE 68434 
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