
Please complete this form and return to a member of our registration staff or mail: Boone County Hospital Health Information 
Management 1015 Union St. Boone, IA 50036 or fax (515) 433-8988 or email: portalhelp@bchmail.org
ALL SECTIONS REQUIRED - PLEASE PRINT CLEARLY
Patient Information:
Name:

(Last Name) (First Name) (Middle Initial)

Date of Birth:SSN:

Sex:

Address:

State:City: Zip:

Email:Phone: @

Home
Proxy Information:

 /  /  /  / 

 (___)

Street:

 (___)

Cell

Name:

(Last Name) (First Name) (Middle Initial)

Date of Birth:SSN:

Sex:

Address:

State:City: Zip:

Email:Phone: @

Home

 /  /  /  / 

 (___)

Street:

 (___)

Cell

Proxy Access to Your Health Portal - Adult (18 years and older)

Relationship to Patient: :

Does the Proxy Currently have a BCH Health Portal: ___
(A "Yes" indicates the Proxy requester already has a Health Portal Access.) 

T yp e o f R eq u est (C h o o se O n e):   
____ P a tien t requesting  ano ther ind iv idua l have  access to  the ir H ea lth  P orta l.  
____  P roxy  access due  to  pa tien t’s  im pa ired  dec is ion-m ak ing  capac ity .  S igned  approva l m ay be  reques ted  from  the  
pa tien t’s  p rov ider o r des igna ted  adm in is tra to r.  Y ou  w ill need  to  p rov ide  H P O A  (H ea lthcare   P ow er o f A tto rney) o r 
o the r lega l docum enta tion  as p roo f o f your righ t to  access  th is  in fo rm ation .    
P ro xy  H ea lth  P o rta l T erm s and  C on d ition s:  
 I au tho rize  re lease  o f any m ed ica l in fo rm a tion  inc lud ing  any p ro tected  hea lth  in fo rm ation .
 I unders tand  m y in fo rm ation  is  ob ta ined  from  m y e lectron ic  m ed ica l reco rd  and  m ay inc lude  S u b stan ce  A b u se, M en ta l

H ealth  H IV /A ID S /S T D S /O th er In fectiou s  D isease an d  G en etic  In fo rm atio n .
 I au tho rize  re lease  o f in fo rm a tion  on ly  th rough  the  H ea lth  P o rta l to  m y  p ro xy .  Th is  fo rm  d o es  n o t au tho rize  re lease  o f

in fo rm atio n  in  an y o th er fo rm .
 I u n d erstand  th is  is  in ten d ed  as  a  secu re  o n lin e  sou rce  o f con fiden tia l m ed ica l in fo rm ation .  If the  use r ID  and  passw ord

a re  sha red  w ith  ano the r person , tha t pe rson  m ay be  ab le  to  v iew  th is  in fo rm a tion .  I unde rstand  once  in fo rm ation  has been
d isc losed , it po ten tia lly  m ay be  re -d isc losed  by the  p roxy and  m ay no t be  covered  by federa l p rivacy p ro tections.  I ag ree  it
is  m y respons ib ility  to  se lec t a  con fiden tia l passw ord , to  m a in ta in  m y passw ord  in  a  secure  m anner, and  to  change m y
passw ord  if m y passw ord  is  com prom ised .

 I unders tand  the  H ea lth  P orta l con ta ins  se lec t, lim ited  m ed ica l in fo rm a tion  from  a  pa tien t’s  m ed ica l reco rd  and  does no t
re flec t com ple te  reco rds.  I unde rs tand  I m ay m ake  a  request fo r a  copy o f the  reco rd .  I unde rs tand access to  the  H ea lth
P orta l m ay be  tracked  by com pu te r aud it and  en tries  I m ake  m ay becom e part o f the  pa tien t’s  m ed ica l reco rd .

 I m ay revoke  th is  au thoriza tion  a t any tim e by w riting : B oone  C oun ty H osp ita l, H ea lth  In fo rm ation  M anagem en t, 1015  U n ion
S t, B oone, IA  50036. I unders tand  tha t such  a  revoca tion  w ill no t have  any e ffec t on  any in fo rm a tion  a lready re leased  to  m y
proxy. I understand  access is  p rov ided  as a  conven ience  and  B oone C oun ty H osp ita l m ay deactiva te  access a t an y tim e  fo r
any reason .    I unde rs tand  use  o f H ea lth  P o rta l is  vo lun ta ry.

 B y s ign ing  be low , I acknow ledge I have  read  and  unders tand  th is  fo rm  and  acknow ledge I am  approv ing  p roxy access to  m y 
in fo rm a tion .  A dd itiona l in s truc tions and  te rm s and  cond itions a re  ava ilab le  on  the  H ea lth  P orta l.

 I m ay re fuse  to  s ign  th is  au tho riza tion  and  unders tand  tha t m y re fusa l to  s ign  w ill no t a ffec t m y ab ility  to  ob ta in  trea tm en t.  If
I re fuse  to  s ign  th is  au tho riza tion , access to  m y hea lth  porta l accoun t w ill no t be  g ran ted .

Signature of Patient/Authorized Person: Date: 
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