


My CalvertHealth Portal Proxy Authorization Form
– Adult / Emancipated Minor

                                                            Please enter Patient’s information

Full Name:   

Address:  

Medical Record #: M  

Social Security #:   - - 

   Date of Birth:  / / 

E-mail Address:   Gender: □ Male □ Female

I understand that my proxy will have the same access and privileges that I have for the My CalvertHealth Portal. I understand 
that this allows my proxy online access to my personal health information. My proxy will be able to view all portions of my 
record that I am able to view. I also understand that additional information may be made available to my proxy through the 
patient portal as CalvertHealth Medical Center continues to enhance this product.

By signing this authorization, I am requesting that CalvertHealth Medical Center give my proxy to access my health record on 
the My CalvertHealth Portal. I understand that CalvertHealth Medical Center will require my proxy to sign an acknowledgment 
and agree to CalvertHealth Medical Center's policies and procedures related to patient portal use.

This authorization is valid until revoked by me. I understand that a written request is necessary to revoke or cancel this 
authorization. However, I understand that my revocation will not be effective as to uses and/or disclosures already made in 
reliance upon this authorization. I realize that the information used and/or disclosed pursuant to this authorization may be 
subject to re-disclosure and no longer protected by federal privacy laws.

I agree to allow the individual named below, My CalvertHealth Portal access to my medical information currently 
available and that may become available as a result of future medical care. I understand I may revoke this access at any 
time. If the patient is unable to sign, please attach Power of Attorney or Legal Guardianship documentation and 
complete the Proxy section of the form below.

Date Patient Signature Date Witness Signature

Please enter Proxy 
information

Full Name:   

Address:  

Medical Record #: M  

Social Security #:   - - 

   Date of Birth:  / / 

E-mail Address:   Gender: □ Male □ Female

Relationship to patient:  □ Son   □ Daughter □  Spouse   □ Other (specify):    

Do you (proxy) have an active My CalvertHealth Portal account?

□ Yes – please read and sign below

□ No / Don’t Know

I have read and understand the requirements and procedures regarding accessing a patient’s medical record 
information online provided in the document titled My CalvertHealth Portal Proxy Access Procedures.  I certify that all 
information I have provided is correct. I hereby request access to this patient’s online medical record.

Date Patient Signature Date Witness Signature

Portal Proxy Authorization Form – 
Adult/Emancipated Minor 

CalvertHealth Medical Center Prince 
Frederick, MD 20678

120-07 (2/2023)
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My CalvertHealth Portal Proxy Authorization Form – Minor

● Please enter  Minor’s  
information:

Date of Birth:  / / 

Full Name:  Medical Record #: M  

Address:  Social Security #:   - - 

 Gender: □ Male □ Female

● Please enter Parent/Legal Guardian* information: Date of Birth:  / / 

Full Name:  Medical Record #: M  

Address:  Social Security #:   - - 

 Gender: □ Male □ Female

Former Name(s) - e.g., maiden name: □ N/A   

Relationship to patient:  □ Birth Parent  □ Adoptive Parent  □ Legal Guardian  □ Other (specify):  

*Note: Access to minor’s online record is only available to birth/adoptive parents or individuals with legal
guardianship. Proof of guardianship must be provided / kept on file in Health Information Management.

Do you (parent/legal guardian) have an active My CalvertHealth Portal account?

□ Yes – please read and sign below

□ No / Don’t Know

I understand that as the minor’s proxy I will have the same access and privileges that I have for my personal My
CalvertHealth Portal account.  I also understand that additional information may be made available to me through the 
patient portal as CalvertHealth Medical Center continues to enhance this product.
By signing this authorization, I am requesting that CalvertHealth Medical Center give me proxy access to the above 
named minor’s health record on the My CalvertHealth Portal. I understand that I will continue to have this proxy access 
until the minor turns age 18 (adult) or becomes legally emancipated.  Proxy access must be requested and approved
once minor becomes a legal adult.
This authorization is valid until revoked by me, the minor becomes emancipated, or until the minor turns age 12 
(automatically revocation). I understand that a written request is necessary to revoke or cancel this authorization prior to 
the minor turning age 12. However, I understand that revocation will not be effective as to uses and/or disclosures 
already made in reliance upon this authorization.  I realize that the information used and/or disclosed pursuant to this 
authorization may be subject to re-disclosure and may no longer be protected by federal privacy laws.

I have read and understand the requirements and procedures for accessing my child’s medical record 
information online as provided in the document titled My CalvertHealth Portal Proxy Access Procedures.  I certify 
that I am the birth/adoptive parent or legal guardian of the minor listed above and that all information I have
provided is correct. I hereby request access to the minor's online record.

Date Birth/Adoptive Parent or Legal Guardian Signature

Date Witness Signature
PATIENT LABELPatient Proxy Authorization Form- Minor

CalvertHealth Medical Center
Prince Frederick, MD 20678

120-08 (11/2023)
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