
PCR FULL LEGAL NAME:

LAST: FIRST:

PCR DATE OF BIRTH: SEX: F M

PCR EMAIL:

APT # CITY:

PCR PHONE:

PCR ADDRESS: (IF DIFFERENT FROM ABOVE) SAME

PCR ADDRESS: STREET:

___________________________________________________________

STATE: ZIP CODE:

HAVE THERE BEEN ANY CHANGES TO NAME OR ADDRESS IN THE PAST 12 MONTHS?

NO YES

NO YES

DOES PCR HAVE A PATIENT GATEWAY ACCOUNT?

IF YES, USERNAME:

PATIENT FULL LEGAL NAME:

LAST: FIRST:

PATIENT DATE OF BIRTH: SEX: F M AGE

APT #

PATIENT ADDRESS: STREET:

CITY:

NO YES

STATE: ZIP CODE:

FOR PATIENTS OVER THE AGE OF 13, CREATE A PG SELF ACCOUNT FOR TEEN?

IF YES, PATIENT’S EMAIL ADDRESS:

(Note:  for ents 13 to 17, a PCR must exist in order for the pa ent to have a PG self account. A self

account generates a user ID for the teen to log in.)
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PATIENT CARE REPRESENTATIVE (PCR)

ACCESS AUTHORIZATION FOR PATIENT GATEWAY APPLICATION

Step 1: One Pa nt per form – Print Legibly
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Step 2: One PCR per form – Print Legibly

License State ID Passport Other Photo ID

Authoriza on Received & Approved by: ______________________________________   Date:  _____________________

PCR Id a a

Prac e/Provider: (or Stamp with Prac ce/Provider Informa on)

Patriot Pediatrics

74 Loomis St.

Bedford, MA 01730



Rev 08/2016

APPLICATION

AUTHORIZATION FOR PATIENT CARE REPRESENTATIVE ACCESS TO PATIENT GATEWAY 

I (THE PATIENT) UNDERSTAND THAT:

Note: The informa n availab ent Gateway is a subset of informa n contained in the legal health record.  If 

at any me informa n is needed for legal or other purposes and/or a full copy of the ent’s Medical record is

needed, please contact th nt’s provider directly.

with the right to contest a claim under this policy

I may withdraw my autho t any me by submi ng a request to the Department or O ce where I

originally submi ed this a n.  Author on may be withdrawn except for the following:

- To the extent that ac has been taken in reliance on this autho

- If the au obtained as a condi on of obtaining insurance coverage, other laws provide the insurer

I may refuse to sign this au . If I refuse to sign this autho y treatment, payment, health plan

enrollment, or eligibility for bene ts will not be a ected

Info released on this authoriza on, if redisclosed by the recipient, is no longer protected by Partners

HealthCare

Partners, the nt, their Legal Guardian, and/or the ent Care Rep e may elect to suspend or

terminate au n to ateway access at any me for any reason

I understand that this autho l remain in e ect un one of the following occurs

- t 12 years or younger reaches the age of 13 years – a new authoriza rm is required

- t reaches the age of 18 years – a new author rm is required

- Closure of account is requested in wri ng by the pa ent, their Legal Guardian, o Care Represent

- In the event of death of the p ent or Pa nt Care Representa

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 que ons explained to my f .

Car s v a ur : ________________________________________D ______________

m ____________________________________ l s _________________________

I have Carefully read and understand the above, have had any q s explained to my sa ac , and do

herein expressly and voluntarily authorize disclosure of the above info about, or medical records of, my

n to the person or agency listed above for purposes of enrollment and u z n of th nt Gateway

n.

s : ___________________________________________________ : __________________

Pa nt not competent to give consent

a : _________________________________________________________________________

All ents 13 years of age and older must sign this form.  When p ent is a minor under the age of 13, or is not 

competent to give consent, the signature of a parent, guardian, or other legal represent ve is required.
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