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Patient: 

PATIENT PORTAL – HIPAA RELEASE & AUTHORIZATION FORM  

FOR ANOTHER PERSON TO USE PATIENT PORTAL ON PATIENT’S BEHALF

Name (print): 

Email Address: 

Address: City/State/Zip: 

Date of Birth:   Last 4 Digits of SSN: ____________ Telephone Number: 

Portal Proxy (individual authorized by Patient to use and access the Shirley Ryan AbilityLab Patient Portal on behalf of Patient): 

Name (print): 

Email Address: 

Address:  City/State/Zip: 

Date of Birth:   Last 4 Digits of SSN: ____________ Telephone Number: 

I, the undersigned Patient, authorize the release of information related to healthcare services I have received at Shirley Ryan AbilityLab to the Portal 
Proxy named above. 

I agree to allow the Portal Proxy to use and have online access to medical information about me that is currently available in the Patient Portal or that 
becomes available in the Patient Portal as a result of future medical care. 

may be re-disclosed by my Portal Proxy to others.

�æ Communications on behalf of Patient must be sent from the Patient’s record. Responses to the Patient will be posted in the Patient’s record.
Email alerts (if any) will be sent to the e-mail address on file in the Patient’s record.

�æ This authorization is subject to revocation/withdrawal by the Patient at any time in writing to Shirley Ryan AbilityLab’s Medical Records
Department, except to the extent that action has already been taken to release this information.

Signature of Patient 
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